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President’s  Comments 


Preventive  Medicine 

I remember  the  days  when  the  county  public  health  doctor  (Dr.  Malone  in  Montgomery 
County)  and  his  nurse  used  to  come  to  the  school  houses  all  over  the  state  each  year  to  give  all 
the  kids  their  “shots.”  Everyone  got  smallpox  vaccinations,  tetanus  toxoid,  typhoid  and  diph- 
theria immunizations — we  had  no  choice,  everyone  got  them.  Every  year  we  got  “shots,”  or  at 
least  the  ones  we  needed.  There  may  have  been  some  others  I have  forgotten — all  very  painful, 
I recall.  They  always  came  unannounced,  so  that  no  one  would  know  to  skip  school  that  day. 
“Shots”  made  the  little  ones  cry;  the  in-betweens  were  frozen  stiff  with  dread  when  they  saw 
them  setting  up  shop  in  the  big  hall;  and  the  older  kids  strutted  and  bragged  that  they  didn’t  feel 
a thing  when  the  nurse  stuck  them. 

I have  read  about  how  whole  villages  of  American  Indians  died  of  smallpox  that  they  con- 
tracted from  white  settlers.  Many  soldiers  with  wounds  from  the  battlefields  of  the  War  Be- 
tween the  States  died  of  tetanus.  Children  during  my  childhood  and  for  a while  afterwards 
dreaded  poliomyelitis  as  much  as  we  fear  HIV  and  AIDS  today.  “Shot  day”  was  more  special 
than  we  knew  at  the  time.  Our  generation  has  now  seen  a time  when  no  cases  of  smallpox  have 
been  reported  for  many  years.  Vaccination  is  not  even  required  at  all  now.  It  was  a long  time 
before  I ever  saw  a patient  with  tetanus,  and  I’ve  never  seen  anyone  with  diphtheria.  Remember 
the  Salk  vaccine?  Pink  drops  on  a sugar  cube.  They  went  down  better  than  the  typhoid  shots  by  a “long  shot,”  and  they  seem  to 
have  worked  just  as  well.  Seen  a case  of  polio  lately?  It’s  almost  as  if  they  passed  a law  against  having  these  illnesses  and 
everyone  obeyed  it. 

Pediatricians  give  all  these  shots  now,  though  the  county  health  department  will  still  do  it  if  we  take  the  children  there.  No 
more  Dr.  Malones  going  to  each  school  unannounced.  Parents  have  to  give  permission  now,  have  to  pay  for  the  shots,  have  to 
take  responsibility  for  getting  all  the  immunizations,  but  schools  require  that  all  students  have  them.  Most  managed  care  plans 
and  insurance  companies  will  pay  for  things  like  immunizations  and  preventive  medicine.  They  don’t  insist  on  it,  however.  Not 
all  kids  get  them  today.  Some  parents  say  it’s  a violation  of  the  kids’  rights  or  the  parents’  religious  belief.  Shots  hurt.  Besides, 
nobody  has  polio,  smallpox,  or  typhoid  fever  anymore.  It  seems  people  think  these  diseases  have  disappeared  forever.  I wonder 
how  many  are  choosing  not  to  get  their  children’s  immunizations  now?  Watch  out  for  a resurgence  of  epidemics  if  they  really 
stop  being  immunized. 

There  was  great  success  with  the  immunization  program  in  this  country  and  it  would  be  a shame  to  see  the  effort  relaxed. 
In  fact,  I wish  we  had  vaccines  for  a lot  of  things  for  which  we  don’t  have  a good  treatment.  Things  like  hepatitis  C,  HIV, 
vancomycin-resistant  enterococcus,  and  “Mad  Cow’s  disease”  would  be  good  ones  to  put  on  a list.  I reckon  everybody  would 
line  up  for  these  “shots”  if  they  were  available.  I wonder  why  it  is  so  hard  to  make  a good  vaccine  for  so  many  of  these  new 
diseases.  Are  the  germs  getting  smarter? 

Immunization  to  infectious  diseases  is  just  one  example  of  preventive  medicine.  It  is  perhaps  the  best  and  most  successful 
example.  It  is  a good  thing  with  which  we  can  all  identify  by  our  experience  with  it,  our  support  of  it,  and  our  continued 
participation  in  it. 

There  are  other  sectors  of  public  health  that  could  benefit  from  an  all-out  effort  of  this  type.  Diseases  such  as  cancer, 
hypertension,  diabetes,  heart  disease,  alcoholism,  drug  addiction,  and  AIDS  cry  out  for  such  success.  Should  we  add  Alzheimers, 
senility,  overpopulation,  violence,  and  child  abuse?  Lots  of  time,  effort,  and  money  are  being  spent  on  each  of  these.  Which 
ones  will  disappear  like  smallpox  and  polio? 

I may  still  dread  the  “shots”  a little,  as  I did  when  Dr.  Malone  would  come,  but  if  the  right  ones  become  available  I’ll  be  in 
line  with  my  sleeve  up.  What  a wonderful  legacy  it  would  be  for  our  next  generation  if  we  could  make  the  same  giant  strides 
toward  elimination  of  today’s  difficult  and  deadly  diseases  as  was  done  in  the  case  of  polio  and  smallpox.  The  year  2000  is 
drawing  near,  and  preventive  medicine  will  likely  become  the  best  answer  for  many  current  problems  during  the  next  century. 
I predict  there  will  be  many  modern-day  Dr.  Malones  who  will  have  plenty  of  work  to  do. 


R.  Benton  Adkins,  MD 
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Editorials 


John  B.  Thomison,  MD 


For  What  It’s  Worth, 

Flappy  1998 

Every  time  I’m  faced  with  writing  about  something  that  because  of  the  calendar  will  happen 
six  weeks  or  so  hence,  I have  to  comment  that  my  crystal  ball  has  gone  hazy,  and  that  much  of 
what  you’ll  find  in  this  column  will  turn  out  to  be  sheer  fiction,  taken  off  the  top  of  my  head 
instead  of  from  within  it.  Some  of  it  will  have  been  resolved  one  way  or  another  by  the  time  you 
read  this,  rendering  it  moot.  Despite  the  notably  sorry  record  of  forecasters  generally,  you  might 
nevertheless  think  that  my  elevator  stops  short  of  the  top  floor.  I can  only  say  that  you  are  about 
as  likely  to  get  something  out  of  this  as  you  are  from  consulting  those  who  depend  on  that  for 
their  livelihood  (which  I don’t),  with  their  slick  publications  touting  their  triumphs  while  ignor- 
ing their  debacles.  The  problem  with  both  is  in  figuring  out  when  that  is. 

As  I prepared  to  leave  for  my  usual  walk  this  morning  I was  greeted  by  an  intense  pattering 
on  the  roof  reminiscent  of  a hail  storm,  accompanied  by  the  screeching,  chirping  sound  of  large 
numbers  of  birds  outside.  Opening  the  door  disclosed  a turn-around  littered  with  a mass  of 
starlings  that  extended  up  into  the  branches  of  a huge  overhanging  oak  tree.  A continuous 
shower  of  small  acorns,  loosened  by  the  fluttering  wings  of  the  birds,  was  pelting  down  from 
the  tree  onto  the  leaf-strewn  pavement  and  the  adjacent  roof.  My  presence  dislodged  the  feath- 
ered mass,  which  screeched  away  toward  less  disturbed  venues,  leaving  me  to  proceed  on  my 
walk  in  more  or  less  reconstituted  silence. 

My  thoughts  as  I walked  along  the  perimeter  of  my  block  on  this  cool,  gray  morning  were  far 
removed  from  fluttering  starlings  and  falling  acorns,  and  even  from  the  brisk  wind  that  stirred 
some  of  the  still  clinging  leaves  to  loosen  their  hold  and  flutter  to  the  ground,  but  not  so  far, 
either,  that  such  things  didn’t  intermingle  with  the  deeper  thoughts,  that  sometimes  surface.  The 
entire  ambience  of  the  neighborhood  is  continually  being  altered  by  the  presence  or  absence  of 
the  sun,  by  its  position  in  the  sky,  and  by  the  winds,  rain,  and  falling  leaves.  On  this  gloomy 
morning  the  palette  was  pastel,  and  the  canvas  glowed  soft  and  warm  with  autumn’s  glory.  To 
my  left  rose  a dogwood  clad  in  soft  maroon,  superimposed  on  and  set  off  by  a somewhat  larger, 
deep  green  magnolia  looming  just  behind  it.  Towering  a little  farther  back,  and  dwarfing  even 
the  magnolia,  a huge  golden  maple  gave  that  corner  of  my  view  a layered  effect.  As  I proceeded 
along  the  way,  the  trees  gradually  assumed  individual  status  once  again  as  the  layering  dimin- 
ished, only  to  be  lost  as  the  two  smaller  trees  became  slowly  but  inexorably  eclipsed  by  the 
maple’s  golden  mass.  Overhead  a steady  stream  of  migrating  small  birds  were  flying  in  forma- 
tion, harbingers  of  the  stark  days  to  come. 

Just  ahead  of  me  one  street  over — the  street  I live  on — a patch  of  open  gray  sky  was  sud- 
denly transformed  in  my  mind’s  eye  into  the  deep  blue-black  of  night,  and  I found  myself 
transported  into  a vision  indelibly  imprinted  on  my  memory  from  a winter  long  past.  In  the 
center  of  the  open  space  hung  a crescent  moon,  caught  precisely  between  the  horns  of  which 
shone  the  evening  star  like  a brilliant  jewel  set  in  a dagger’s  hilt.  It  was  called  up  from  the  depths 
by  a debate  into  which  I had  been  drawn  recently  by  one  of  the  participants  as  an  innocent  but 
not  entirely  disinterested  bystander,  as  to  whether  or  not  a waning  moon  could  be  called  a 
crescent  moon,  since  the  derivation  of  the  word  crescent  is  the  same  as  that  of  crescendo,  and 
means  “growing.”  The  debate  was  saved  from  acrimony  only  by  its  being  an  exchange  between 
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friends,  and  that  whatever  the  outcome  of  the  argument  it  would  be  supremely  inconsequential, 
since  it  is  after  all  a crescent  moon  to  all  but  the  most  pedantic  (who  also  in  their  heart  of  hearts 
almost  certainly  think  of  it  that  way,  and  doubtless  call  it  that,  too,  unless  they  are  simply  being 
deliberately  difficult.  After  all,  if  you  didn't  call  it  a crescent  moon,  what  would  you  call  it?) 
Whether  the  moon  at  the  particular  moment  of  our  viewing  it  is  in  its  first  or  fourth  quarter  is  a 
detail  lost  on,  and  indeed  of  no  interest  to,  most  of  us.  It  is  enough  that  we  are  able  to  appreciate 
the  glorious  crescent  moon,  undiminished  by  pedantic  disputations. 

Contemplating  Nature  and  all  her  variations  and  vagaries  is  infinitely  more  satisfying  than 
cogitating  about  all  those  other  things,  too  often  alarming  or  potentially  disastrous,  one  is  ex- 
pected to  ponder  at  this  time  of  year.  Things  such  as  the  state  of  the  world,  for  instance.  With 
Saddam  Hussein  running  amok  again,  we  shall  perhaps  be  or  by  the  time  you  read  this  already 
have  been  embroiled  in  a shooting,  or  at  least  a bombing,  war.  Maybe  the  world  will  have  been 
incinerated,  either  by  Saddam  or  by  meteorites.  Who  knows?  Certainly  not  I.  Or  maybe  the 
stock  market  will  have  entered  a free-fall,  and  fortunes,  and  even  worse,  lifetime  savings,  wiped 
out.  Alternatively,  maybe  not.  Maybe  instead  the  economy  and  individual  fortunes  will  con- 
tinue growing. 

Mankind  seems  bent  on  destroying  the  universe  in  so  far  as  it  is  within  his  capacity  to  do  so. 
That  in  attempting  to  extract  every  iota  of  valuable  or  even  just  useful  material  from  the  earth, 
the  present  generation  will  leave  nothing  for  its  progeny  that  is  either  valuable,  useful,  or  beau- 
tiful seems  to  bother  our  tycoons  and  legislators  not  at  all.  Governments  and  businesses  live 
only  for  the  short  term,  without  regard  for  the  future,  with  needs  that  might  or  might  not  emerge. 
Those  entities  simply  consider  only  the  “might  not”  aspect  as  important,  if  indeed  they  consider 
the  question  at  all. 

Even  more  uncertain  is  the  medical  climate.  It  is  subject  to  the  whims  of  administrators, 
lawmakers,  and  businessmen,  which  are  often  far  removed  from  the  interests  and  needs  of 
patients  and  their  doctors.  Even  as  the  scientific  possibilities  for  good  and  often  critical  patient 
care  continue  improving,  the  cost  continues  escalating,  and  many  of  the  new  modalities  are 
precluded  by  the  economics  of  patient  care  entities  and  insurance  programs.  Will  that  im- 
prove? Or  will  the  fortunes  of  the  patient  deteriorate  further?  I can’t  say,  and  so  I shan’t  hazard 
a guess. 

Man’s  inhumanity  to  man  continues  unabated.  Any  change  involves  no  more  than  a refocus- 
ing of  it.  Slave  holders  were  roundly  and  justifiably  criticized  for  their  insensitivity  in  separat- 
ing members  of  families.  And  yet  when  at  the  end  of  his  junior  year  a university  student  from 
New  Zealand  left  his  parents,  who  have  taken  out  U.S.  citizenship  papers,  in  Nashville  to  visit 
his  former  home  during  the  summer  vacation,  he  was  refused  a return  visa  because  he  had 
reached  his  21st  birthday  and  the  U.S.  vice-consul  in  New  Zealand  would  not  believe  his  sworn 
statement  that  he  intended  to  return  to  New  Zealand  after  graduation.  Under  the  quota  system 
he  must  go  to  the  end  of  the  line  and  await  his  turn,  which  might  be  two  or  three  years  off. 

Lastly,  but  not  necessarily  in  that  order,  is  the  matter  of  your  New  Year’s  resolutions.  Did  you 
make  any?  As  a matter  of  principle  I never  do.  That  way  I am  not  faced  with  the  problem  of 
trying  not  to  break  them,  which  resolution  makers  regularly  do,  often  before  the  day  is  out.  I 
dislike  making  promises,  even  to  myself,  that  I’m  unlikely  to  keep.  I’ll  not  embarrass  you  by 
asking  what  you  do,  and  you  may  do  as  you  please,  since  you  will  anyway.  It  isn’t  a bad  idea  to 
take  stock  once  in  a while,  though,  and  maybe  New  Year’s  Day  is  a good  time  for  that,  unless 
you  have  a hangover.  When  you  reach  the  age  of  eating  your  dessert  first,  though,  oftener  is 
better. 

To  finish  off  this  very  informative  piece,  I shall  leave  you  my  thought  for  the  day — maybe 
even  the  year,  or  longer.  Motivational  speakers  often  advise  you,  “Don’t  sweat  the  small  stuff!” 
One  such  speaker  went  on  to  say  that  after  her  husband  had  heard  her  mention  a lot  of  things  he 
thought  were  pretty  big  stuff,  he  asked  her  what  she  thought  the  big  stuff  was,  anyway.  She  said, 
“I  told  him,  ‘You’re  born.  You  die.  Everything  in  between  is  small  stuff.’  ” 

Happy  New  Year. 
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Signed  into  law  last 
August,  the  Balanced 
Budget  Act  of  1997 
includes  significant 
changes  in  the 
Medicare  program 
that  will  affect  benefi- 
ciaries, health  care 
providers,  and  state 
governments.  Many 
of  the  changes 
regarding  Medicare 
are  effective  January 
1,  1998,  and  partici- 
pating physicians 
should  be  aware  of 
some  surprising 
pitfalls  and  opportuni- 
ties contained  in  the 
new  law. 
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Medicare 


Deborah  Larios,  Nora  Liggett,  Michelle  Marsh 


Providing  Non-Medicare  Procedures 

Suppose  you  are  a physician  with  a thriving  Medicare  practice.  One  of  your  patients  wants  a 
procedure  that  Medicare  doesn’t  cover.  She  doesn’t  care  that  the  service  won’t  be  covered  by 
Medicare — she  tells  you  to  perform  the  procedure  anyway  and  she’ll  pay  you  out  of  her  own 
pocket.  Should  you  honor  her  request?  Not  unless  you  want  to  risk  false  claims  liability. 

Effective  January  1,  1998,  a little  noticed  provision  in  the  Balanced  Budget  Act  of  1997 
makes  it  illegal  for  physicians  to  accept  private  payments  from  Medicare  beneficiaries  unless 
the  physician  files  a written  affidavit  with  the  Secretary  of  Health  and  Human  Services.  The 
affidavit  must  state  that  the  physician  will  not  submit  any  claim  for  any  item  of  service  provided 
to  any  Medicare  patient  during  the  two-year  period  beginning  on  the  date  that  the  affidavit  is 
signed.  In  other  words,  in  order  to  provide  that  one  non-covered  procedure  to  your  wealthy 
widow  patient,  you  would  have  to  agree  to  give  up  all  your  Medicare  business  for  two  years. 

This  law  also  requires  a written  contract  between  the  physician  and  the  patient.  The  contract 
between  the  doctor  and  the  patient  must  clearly  indicate  whether  the  physician  is  excluded  from 
participating  in  the  Medicare  program,  and  the  patient  must  (1)  agree  not  to  submit  a claim  to 
Medicare  for  the  non-covered  item,  (2)  agree  to  be  personally  responsible  for  payment  for  the 
service,  (3)  acknowledge  that,  since  she  is  contracting  privately  for  the  procedure,  there  are  no 
government-imposed  limitations  on  the  charges  as  there  are  with  Medicare  procedures,  and  (4) 
acknowledge  that  her  Medigap  plans  (if  she  has  any)  might  not  pay  for  the  procedure. 

Fortunately,  there  is  a bill  pending  in  Congress  entitled  the  “Medicare  Beneficiary  Freedom 
to  Contract  Act”  that  would  allow  Medicare  beneficiaries  to  contract  privately  with  all  physi- 
cians. Until  the  new  bill  passes,  however  (assuming  that  it  does),  it  is  illegal  for  physicians 
who  accept  and  bill  for  Medicare  business  to  provide  fee-for-service  procedures  to  Medicare 
beneficiaries. 

New  Program  Paves  Way  for  PSOs 

Although  Congress  did  not  pass  some  of  the  more  visible  bills  addressing  this  issue,  there  is  a 
provision  in  the  Balanced  Budget  Act  of  1 997  that  allows  provider-sponsored  organizations  (PSOs) 
to  meet  federal  rather  than  state  insurance  standards  in  order  to  accept  direct  Medicare  risk. 

Federally  approved  PSOs  may  begin  direct  contracting  with  Medicare  by  1999  under  a new 
program  called  Medicare+Choice  (or  Medicare  Part  C)  which  will  eventually  replace  current 
Medicare  risk  plans,  and  will  include  health  maintenance  organizations,  preferred  provider  or- 
ganizations, and  medical  savings  account  plans.  A special  committee  has  been  established  to 
draft  rules  for  PSOs  on  issues  such  as  financial  solvency,  scope  of  benefits,  beneficiary  protec- 
tions, payments,  premiums,  and  other  related  matters.  The  rules  are  scheduled  to  be  published 
by  the  Department  of  Health  and  Human  Services  by  April  1,  1998. 

Under  the  Act,  a PSO  may  be  structured  as  either  a public  or  private  entity  and  must  be 
organized  and  operated  by  a licensed  health  care  provider,  or  by  a group  of  affiliated  health 
care  providers.  In  addition,  the  PSO  must  assume  full  risk  for  the  provision  of  covered  services 
to  Medicare+Choice  beneficiaries.  This  includes  being  able  to  provide  “significantly  more 
than  the  majority  of  the  items  and  services”  required  under  the  program  through  its  affiliated 
providers. 


Signed  into  law  last 
August,  the  Balanced 
Budget  Act  of  1997 
includes  significant 
changes  in  the 
Medicare  program 
that  will  affect  benefi- 
ciaries, health  care 
providers,  and  state 
governments.  Many 
of  the  changes 
regarding  Medicare 
are  effective  January 
1,  1998,  and  partici- 
pating physicians 
should  be  aware  of 
some  surprising 
pitfalls  and  opportuni- 
ties contained  in  the 
new  law. 


Deborah  Larios,  Nora 
Liggett,  and  Michelle  Marsh 
are  members  of  the  Waller 
Lansden  Dortch  & Davis 
Healthcare  Work  Group. 
Based  in  Nashville,  Waller 
Lansden  is  a professional 
limited  liability  company  that 
has  represented  health  care 
providers  nationally  for  the 
past  four  decades. 


■ Tennessee  Medicine  - January,  1998 


9 


While  PSOs  will  still  be 
subject  to  licensure  and 
regulation  by  state  insur- 
ance departments  under  the 
Me  die  are +Choice  program, 
federal  solvency  standards 
will  preempt  inconsistent 
state  requirements.  Addition- 
ally, a PSO  may  obtain  a fed- 
eral waiver  of  state  licensure 
if  the  state  fails  to  process  a 
“substantially  complete”  ap- 
plication within  90  days,  or 
denies  licensure  based  upon 
discriminatory  standards  or 
procedures. 

In  addition  to  meeting  all 
the  financial  qualifications, 
a PSO  that  offers  a Medicare -vChoice  plan  to  beneficiaries 
will  have  to  comply  with  a number  of  other  requirements. 

Non-discrimination  against  enrollees:  Plans  cannot  dis- 
criminate on  the  basis  of  health  status.  Unless  panels  are  full, 
all  eligible  individuals  must  be  accepted,  and  nonrenewals 
are  restricted. 

Marketing  materials:  Marketing  guidelines  will  be  issued, 
and  materials  must  be  approved  in  advance. 

Scope  of  benefits:  Plans  must  cover  both  Part  A and  Part 
B benefits,  and  may  offer  additional  services  if  approved  in 
advance. 

Provider  participation:  Plans  cannot  discriminate 
against  providers  based  on  the  type  of  license  or  certifica- 
tion they  hold,  and  appeals  mechanisms  must  be  in  place 
regarding  adverse  participation  decisions.  Providers  may 
not  be  prohibited  from  advising  patients  about  non-covered 
treatments. 

Disclosure  of  plan  provisions:  Beneficiaries  must  be  given 
detailed  information  regarding  service  area,  benefits,  emer- 
gency coverage,  and  similar  matters. 

24-hour  access:  Benefits  must  be  accessible  24-hours-a- 
day,  7-days-a-week.  Emergency  services  must  be  provided 
based  on  what  a “prudent  layperson”  would  deem  to  be  an 
emergency. 

Grievances  and  coverage  appeals:  Mechanisms  must  be 
in  place  to  resolve  disputes.  Coverage  appeals  must  be  re- 
viewed by  a qualified  physician  with  appropriate  medical 
expertise. 

Provider  indemnification:  Plans  may  not  require  partici- 
pating providers  to  indemnify  the  plan  against  liability  result- 
ing from  the  plan’s  denial  of  medically  necessary  treatment. 

Minimum  enrollment:  PSOs  must  have  at  least  1,500  indi- 
viduals enrolled,  or  at  least  500  in  non-urban  areas.  Unlike  cur- 
rent Medicare  risk-contracting  requirements,  there  is  no  need 


for  at  least  50%  of  the  enroll- 
ees to  be  commercial  rather 
than  Medicare  beneficiaries. 

Provider-sponsored  orga- 
nizations will  finally  have  the 
opportunity  to  compete  head- 
to-head  with  insurance  com- 
panies under  the  Medicare+ 
Choice  program.  However, 
the  process  may  be  more  com- 
plicated than  some  provider 
groups  have  anticipated.  Once 
the  rules  and  standards  are 
published,  providers  will  be 
better  able  to  determine  whe- 
ther or  not  to  pursue  direct 
contracting  with  Medicare  un- 
der the  program. 

Mission:  Reduce  Spending 

So  why  were  all  these  changes  to  the  Medicare  program 
provided  for  in  the  Balanced  Budget  Act?  According  to  Con- 
gressional Budget  Office  projections,  these  changes  could 
effect  a $ 1 1 5 billion  reduction  in  Medicare  spending  by  2002. 
The  savings  will  be  achieved  through  both  reductions  in  out- 
lays and  an  increase  in  Part  B premiums  for  Medicare  ben- 
eficiaries. In  addition  to  establishing  the  Medicare+Choice 
program,  major  cost-saving  provisions  include: 

• Imposition  of  civil  monetary  penalties,  including  fines  of 
$50,000  and  treble  damages,  for  arranging  or  contracting  for 
services  with  an  individual  or  entity  that  the  provider  “knows 
or  should  know”  has  been  excluded  from  a federal  health  care 
program.  This  means  providers  must  inquire  about  exclusion 
status  before  entering  into  contracts  and  should,  if  possible, 
require  a contractual  warranty  that  the  person  or  entity  has 
never  been  excluded  from  a federal  health  care  program. 

• Disclosures  by  hospitals  regarding  post-discharge  ser- 
vices. Specifically,  beneficiaries  must  be  given  the  names  of 
qualified  providers  of  home  health  services  in  the  service 
area,  and  the  hospital  must  disclose  any  financial  interest  it 
may  have  in  any  entity  included  on  the  list. 

• Provision  of  diagnostic  information  when  physicians  or 
other  practitioners  order  certain  services  or  items.  Payment 
for  the  services  or  items  will  not  be  made  unless  the  diagnos- 
tic information  is  provided  at  the  time  the  service  or  item  is 
ordered.  The  requirement  applies  to  diagnostic  x-rays,  diag- 
nostic laboratory  tests  and  other  laboratory  tests,  and  durable 
medical  equipment. 

• Use  of  a demonstration  project  to  implement  a competi- 
tive pricing  methodology  for  payments  under  the  Medicare + 
Choice  managed  care  plans. 

• Significant  reductions  to  the  rate  of  increase  for  pro- 


The  Act  directs  that  the  rulemaking  committee  ad- 
dress, among  other  things,  solvency  issues  such  as: 

• A PSO’s  delivery  system  assets  and  its  ability  to 
provide  services  directly  to  beneficiaries  through  af- 
filiated PSO  providers. 

• Alternative  ways  of  protecting  the  PSO  against 
insolvency  by  means  such  as  reinsurance,  letters  of 
credit,  surplus  reserves,  guarantees,  and  partnerships 
with  other  licensed  providers. 

• Possible  incorporation  of  financial  solvency  stan- 
dards adopted  by  the  National  Association  of  Insur- 
ance Commissioners  for  risk-based  health  care  de- 
livery organizations. 

• Measures  to  prevent  beneficiaries  from  being 
held  liable  if  the  PSO  becomes  insolvent. 
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vider  payments,  including  hospital  prospective  payment  sys- 
tem payments  (PPS),  capital  payments  for  PPS  hospitals,  and 
payments  for  clinical  laboratory  services,  durable  medical 
equipment,  ambulatory  surgical  services,  parenteral  and  en- 
teral nutrients,  oxygen,  and  ambulance  services. 

• Requirement  that  cost  reports  for  renal  dialysis  provid- 
ers be  audited  at  least  once  every  three  years. 

• Mandated  development  of  PPSs  for  hospital  outpatient 
services,  skilled  nursing  facilities,  home  health  agencies,  and 
rehabilitation  hospital  services. 

• Limitation  of  physician  payment  updates  to  a “sustain- 
able growth  rate”  while  increasing  the  reimbursement  of  phy- 
sician assistant  and  nurse  practitioner  services. 

• Authorization  for  grants  for  states  to  implement  a “rural 
hospital  flexibility  program”  designed  to  regionalize  care.  At 
the  same  time,  special  treatment  for  small,  Medicare-depen- 


dent rural  hospitals  was  extended. 

• An  increase  in  fraud  and  abuse  penalties,  including  a 
“three  strike”  provision  permanently  excluding  from  the 
Medicare  program  individuals  convicted  of  the  health  care 
related  crimes. 

• Authorizes  the  Secretary  of  Health  and  Human  Services 
to  establish  area-  or  state-wide  fee  schedules — instead  of  the 
current  reasonable  charge  methodology — for  items  such  as 
medical  supplies,  dialysis  supplies,  blood  products,  and  pa- 
renteral and  enteral  nutrients. 

It  will  be  some  time  before  anyone  knows  for  certain 
whether  these  sweeping  changes  to  the  Medicare  program 
will  realize  the  cost  savings  federal  legislators  are  hoping 
for.  In  the  meantime,  Medicare  participating  physicians  and 
their  staffs  should  keep  their  eyes  open  to  the  opportunities 
and  challenges  these  new  laws  present. □ 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Health  Care  Recruiter  can  tell  you  more.  Call: 


(615)  874-5002 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE! 

www.goarmy.com 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Injury  During  Unnecessary  Surgery 

J.  Kelley  Avery,  MD 


Case  Report 

The  patient,  a 55-year-old 
woman,  presented  her  inter- 
nal medicine  physician  with 
a long  history  of  cardiovas- 
cular disease  that  included 
three  documented  myocar- 
dial infarctions.  The  history 
further  revealed  episodes  of 
“palpitations”  during  some 
of  which  she  would  experi- 
ence spells  of  weakness  and 
near  syncope,  causing  her 
to  have  to  sit  or  lie  down.  She 
had  had  no  heart  failure,  and 
was  found  to  have  good  ven- 
tricular function.  She  was  a 
20-plus  year  smoker  and  con- 
tinued to  indulge  her  habit 
even  after  the  three  myocar- 
dial infarctions. 

The  spells  of  weakness 
were  thought  to  be  clinically 
significant,  and  a 24-hour 
Holter  monitor  study  was 
done,  which  revealed  some 
premature  contractions.  Dur- 
ing the  test,  the  patient  said 
that  she  experienced  some 
weakness  and  chest  tightness, 
but  they  were  not  associated 
with  rhythm  abnormalities. 

She  was  referred  to  a car- 
diologist for  consultation, 
where  she  continued  to  describe  episodes  of  weakness  not 
associated  with  effort.  During  these  spells  she  frequently 
felt  as  if  her  “heart  was  running  away,”  but  it  was  her  im- 
pression that  this  association  was  not  always  present.  Dur- 
ing the  episodes,  she  had  no  pain  or  shortness  of  breath.  The 
attacks  were  very  bothersome  to  her,  and  at  times  frighten- 
ing. She  told  her  family  physician  that  she  felt  she  was  go- 
ing to  “fall  out.” 


Within  a month  of  onset  of  the  spells  the  patient  was  ad- 
mitted to  the  hospital  for  angiography,  which  revealed  an 
aberrant  right  subclavian  artery  that  had  a moderate  stenosis. 
There  was  also  severe  focal  stenosis  of  the  left  subclavian 
artery  proximal  to  the  origin  of  the  left  vertebral  artery.  On 
the  right,  there  was  mild  atherosclerotic  stenosis  of  the  inter- 
nal carotid  artery,  and  there  was  severe  stenosis  at  the  origin 
of  the  right  external  carotid  artery.  The  intracranial  circula- 
tion appeared  normal. 

She  was  referred  to  a cardiovascular  surgeon  for  an  opin- 
ion as  to  the  possibility  of  a surgical  approach  to  the  correc- 
tion of  her  weak  spells.  A study  in  the  non-invasive  vascular 
laboratory  there  demonstrated  significant  stenosis  in  the  ex- 
ternal and  internal  carotid  arteries. 

On  the  basis  of  these  studies,  the  diagnosis  of  subclavian 
steal  syndrome  was  made  as  the  explanation  for  what  the 
surgeon  called  her  “drop  spells.”  She  signed  an  informed 
consent  document  that  emphasized  the  possibility  of  bleed- 
ing, infection,  heart  problems,  and  death,  and  she  affirmed 
that  she  understood  the  risks  and  agreed  to  the  surgery. 

The  procedure  consisted  of  a bypass  between  the  left  ca- 
rotid and  subclavian  arteries  by  the  use  of  a Gore-Tex  graft, 
and  took  just  over  two  hours.  The  patient  recovered  from  the 
anesthetic  without  incident,  but  within  a few  hours  there  was 
unmistakable  evidence  of  some  injury  to  the  brachial  plexus 
on  the  side  of  the  operation.  The  resident,  who  was  assisting 
the  surgeon,  remembered  that  during  the  operation  he  thought 
that  the  retractor  went  too  deep,  and  the  surgeon  repositioned 
the  blade.  The  operation  continued. 

Thorough  studies  proved  that  there  was  in  jury  /severance 
of  the  nerve  roots  of  the  left  C-5  and  C-6  nerves  distal  to  the 
long  thoracic  branch,  which  was  found  to  be  intact.  Three 
months  after  the  surgery,  the  patient  was  admitted  to  the  hos- 
pital with  neck  pain,  tachycardia,  and  syncope.  She  was  shown 
not  to  have  had  any  cardiac  muscle  damage,  and  the  conclu- 
sion was  that  a bout  of  ventricular  tachycardia  was  causing 
her  symptoms.  One  wonders  if  it  was  this  kind  of  event  that 
produced  the  complaints  of  weakness,  near  syncope,  etc. 

The  operating  surgeon  referred  the  patient  to  a clinic  na- 
tionally known  for  the  treatment  of  injuries  of  this  kind  to 
explore  every  possibility  for  treatment.  The  patient  returned 
with  the  story  that  the  examining  physician  informed  her  that 
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her  cardiac  condition  would  not  tolerate  the  surgery  neces- 
sary to  attempt  repair  of  the  injury,  in  addition  to  the  fact  that 
the  repair  did  not  have  a real  good  chance  of  success.  Ac- 
cording to  the  patient,  the  consultant  also  told  her  in  no  un- 
certain terms  that  the  surgery  done  on  the  vessels  in  her  neck 
was  unnecessary  and  would  only  have  increased  the  flow  of 
blood  to  her  arm,  thus  creating  the  possibility  of  making  her 
complaint  worse. 

A lawsuit  was  filed  charging  that  the  indications  for  the 
surgery  were  exaggerated,  and  that  the  surgery  was  negli- 
gently performed,  causing  the  injury  to  the  brachial  plexus 
and  the  resulting  disability. 

Loss  Prevention  Comments 

The  phenomenon  of  subclavian  steal  is  very  uncommon. 
It  occurs  when  there  is  some  stenosis  in  the  subclavian  artery 
proximal  to  the  origin  of  the  vertebral  artery  on  the  same 
side.  Hemodynamically,  this  can  cause  a reversal  of  flow  in 
the  vertebral  artery  resulting  in  ischemia  to  the  brain  stem 


which  can  result  in  falling,  loss  of  consciousness,  etc.  It  can 
be  demonstrable  angiographically. 

The  injury  to  the  brachial  plexus  was  apparently  due  to 
damage  from  the  blade  of  the  retractor  used  in  the  surgery. 
Both  the  surgeon  and  the  assisting  resident  agreed  that  this 
was  most  likely  the  case.  The  consulting  neurosurgeon  closed 
the  door  of  hope  for  the  patient  and  opened  the  door  for  a 
medical  malpractice  lawsuit,  which  had  already  been  men- 
tioned by  the  patient  before  she  went  for  the  consultation. 

Remembering  to  include  in  the  informed  consent  process 
every  possible  thing  that  could  go  wrong  is  not  reasonable  or 
necessary  and  had  that  been  the  only  basis  for  the  charge  of 
negligence,  defense  would  have  been  difficult  but  possible. 
The  charge  that  the  surgery  was  not  indicated  by  the  clinical 
facts  proved  to  be  exceedingly  difficult  to  defend.  Experts 
were  not  to  be  found  that  would  testify  that  the  surgery  was 
necessary.  The  surgeon  himself  seemed  to  agree  that  the  in- 
dications for  the  operation  were  stretched.  Settlement  was 
necessary  to  close  this  unfortunate  case.Q 
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CARTER 
YOUNG 
LANKFORD 
ROACH  p.c. 

Certified  Public  Accountants 

615-859-9880 


Navigating  the  Health  Care  Maze 


Carter,  Young,  Lankford  & Roach,  P.C.  has  helped  over  100  medical  practices  in  middle 
Tennessee  find  practical  solutions  for  today's  healthcare  issues.  Our  services  include: 

• Practice  Valuation  • Computerized  Accounting  Consultation  • Practice  Management  Review 

• Business  Plan  Development  • Managed  Care  Contract  Negotiations  • Accounting  and  Audit  Services 

• Tax  Preparation  & Planning  • Reimbursement  and  Capitation  Analysis  • Physician  Income  Distribution 


To  receive  a complimentary  issue  of  our  □ Forward  my  complimentary  issue  of  Practice  Management  Advisor  to: 

newsletter,  please  return  this  reply  form  today! 

Name 

CARTER,  YOUNG,  LANKFORD  & ROACH,  P.C. 

314  Bluebird  Drive  Address 

Goodlettsville,  TN  37072 

□ Yes,  Please  contact  me  for  a consultation  at: 

615-859-9880 

Fax:615-859-0057  Name 

CYLRCPAS@AOL.com 

Phone 
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Ask  TMA  . . . . 


Q:  May  we  bill  another  health  care  provider  for  a patient’s 
records? 

A:  Normally,  yes;  however,  if  the  patient  is  covered  under 
TennCare,  the  answer  is  no.  (See  your  managed  care  orga- 
nization’s physician  contract  or  addendum  for  these  rules.) 
You  may  charge  a private  paying  patient  or  his  attorney  for 
copies  of  records,  unless  your  network  agreement  provides 
otherwise.  Under  Tennessee’s  medical  records  law,  if  the  at- 
torney subpoenas  the  medical  records,  you  must  first  get  an 
agreement  from  a court  or  the  attorney  to  pay  such  costs  be- 
fore you  bill  your  normal  charges.  In  such  an  instance,  you 
should  contact  the  attorney  and  explain  that  you  would  like 
to  avoid  filing  a motion  to  quash  the  subpoena  or  for  costs 
(which  he  would  be  obliged  to  defend — at  some  cost  to  his 
client).  For  a handy  agreement  form,  see  page  39  of  the  TMA 
Physician ’s  Guide  to  Health  Law  and  Practice  Management. 

Also,  note  that  medical  offices  should  never  withhold  cop- 
ies or  summaries  of  records  as  a way  of  getting  a patient  to  pay 
an  outstanding  or  overdue  fee  for  treatment  or  services.  (See 
last  month’s  Ask  TMA  . . . . article  [90:489,  1997]  for  a discus- 
sion of  the  Board  of  Medical  Examiners’  regulations  and  the 
AMA  ethical  rules  that  supplement  Tennessee  law  in  this  area.) 

Q:  May  a physician  legally  refer  patients  to  a nursing  home 
in  which  he  has  an  ownership  interest? 

A:  No.  There  is  no  meaningful  exception  to  the  federal  or 
state  laws  that  prohibit  such  self-referrals.  See  the  TMA 
Physician ’s  Guide  to  Health  Law  and  Practice  Management, 
pp  343-346  and  353-357.  The  prohibition  analysis  starts  with 
the  Stark  I and  Stark  II  laws  and  their  query  as  to  whether 
there  is  a financial  relationship  between  the  physician  and 


If  you  have  a question  that  TMA  may  be  able  to  address, 
contact  "Ask  TMA,”  PO  Box  120909,  Nashville,  TN  37212- 
0909,  or  fax  your  question  to  "Ask  TMA”  at  (615)  383-5918. 
TMA  will  respond  in  writing  and  later  reprint  summaries  of 
key  answers  that  will  assist  other  TMA  members.  (Please  in- 
clude a daytime  phone  number  in  case  TMA  staff  needs  to  clarify 
an  issue  or  provide  follow-up.)  You  may  also  submit  your  ques- 
tions and  read  responses  online  through  TMA's  homepage 
MEDW1RE  (http://www.medwire.org). 

Disclaimer:  The  information  provided  by  the  TMA  Legal 
Department  in  this  regular  Journal  feature  is  intended  for  infor- 
mational purposes  only  and  is  not  meant  to  provide  (or  be  a 
substitute  for)  particularized  legal  advice  to  or  for  TMA  mem- 
bers or  other  individuals  who  read  this  feature.  Please  consult 
with  your  own  attorney  before  relying  or  acting  upon  any  of  the 
information  provided  here. 


the  health  care  entity.  For  the  physician,  the  relationship  can 
be  a direct  investment  interest,  or  an  interest  owned  by  the 
physician’s  immediate  family  member.  Under  Stark  I,  if  the 
physician  is  in  a group  practice,  his  financial  relationship 
with  the  nursing  home  is  imputed  to  other  physicians  in  the 
group;  thus,  it  is  not  permissible  to  have  the  other  group 
members  direct  patients  to  the  facility. 

In  short,  physicians  may  not  bill  or  cause  to  be  billed  re- 
ferrals for  patients  to  an  entity  in  which  the  physicians  (or 
immediate  family  members  of  the  physicians)  have  a finan- 
cial relationship  with  the  entity  for  the  provision  of  a “desig- 
nated health  service.”  Financial  relationships  include  owner- 
ship or  investment  interests  that  arise  from  equity,  debt,  or 
other  means.  The  relationship  occurs  even  when  the  physi- 
cian has  an  interest  in  an  entity  that  holds  an  ownership  in- 
terest in  the  entity  to  which  the  patient  would  be  referred. 

What  is  a referral?  It  is  a request  by  a physician  for  services 
or  the  establishment  of  a plan  for  care  including  a designated 
health  service.  What  is  a designated  health  service?  Beyond 
the  prohibition  for  Medicare  covered  clinical  laboratory  ser- 
vices, the  Stark  laws  list  1 1 types  of  services  including  Medi- 
care/Medicaid covered  clinical  laboratory  services,  physical 
therapy  services,  occupational  therapy  services,  radiology 
services  (e.g.,  MRIs,  CAT  scans,  ultrasound),  radiation  therapy, 
DME  and  supplies,  parenteral  and  enteral  nutrients,  equip- 
ment and  supplies,  prosthetics,  orthotics,  and  prosthetic  de- 
vices and  supplies,  home  health  services,  outpatient  prescrip- 
tion drugs,  and  inpatient  and  outpatient  hospital  services. '□ 

References 

I.  Page  354  of  ihe  TMA  Physician’s  Guide  to  Health  Law  notes  further  as  follows:  Al- 
though the  Stark  II  restrictions  arc  applicable  to  most  "referral-related”  business  arrange- 
ments with  physicians,  the  law  provides  a number  of  exceptions  that  should  permit  a range  of 
traditional  business  practices  to  be  continued  (or  at  least  to  be  restructured  to  fit  within  the 
law’s  bounds).  Among  the  more  obvious  exceptions  are  the  provisions  that  are  intended  to 
permit  physicians’  referrals  within  their  own  offices  or  group  practices.  [See  42  U.S.C. 
§1395nn(b)(l),(2).l  These  exceptions  establish  various  standards  for  the  level  of  supervision 
that  the  physicians  give  to  the  performance  of  the  "designated  health  services”  and  the  physi- 
cal boundaries  of  the  buildings  in  which  the  services  arc  performed.  Physicians  generally  can 
provide  ancillary  services  (such  as  laboratory  testing  and  infusion  therapy)  in  their  own  of- 
fices without  violating  Stark  II,  at  least  to  the  extent  that  (1)  such  services  arc  provided  under 
the  physician’s  direct  supervision  (or  under  the  direct  supervision  of  a member  of  the  physician’s 
group  practice),  (2)  arc  billed  under  the  physician’s  (or  the  group  practice’s)  own  billing  num- 
bers, and  (3)  in  the  case  of  a group  practice  only,  the  revenues  from  such  services  do  not  How 
directly  to  the  member  of  the  group  practice  who  ordered  the  tests. 

Some  of  the  other  exceptions  to  the  Stark  II  ban  on  physician  “self-referrals”  include:  the 
ownership  of  investment  securities  in  large,  publicly  traded  companies;  interests  in  rural  fa- 
cilities that  furnish  substantially  all  of  their  services  to  rural  residents;  direct  ownership  inter- 
ests in  a hospital  on  whose  medical  staff  the  physician  participates;  certain  recruitment  incen- 
tives given  to  a physician  for  relocation  to  a new  community;  certain  written  agreements  for 
the  rental  of  office  space  and  equipment;  and  "isolated  financial  transactions"  such  as  the  one- 
time sale  of  the  physician’s  property  or  practice. 

Further,  the  Guide  concludes  at  page  356:  Unlike  other  fraud  and  abuse  laws.  Stark  II  and 
various  state  self-referral  laws  largely  prohibit  all  ventures  within  their  sweep  unless  a spe- 
cific exception  applies.  While  a transaction  that  may  not  fall  within  one  of  the  “safe  harbors” 
under  the  federal  anti-kickback  statute  could  nevertheless  be  perfectly  legal,  a financial  ar- 
rangement involving  physicians  and  any  of  the  designated  health  services  will  be  illegal  under 
Stark  II  unless  all  of  the  requirements  of  a specific  exception  are  satisfied.  Moreover,  because 
the  sweep  of  Stark  II  is  so  broad,  virtually  every  transaction  involving  any  of  the  designated 
health  services  should  be  carefully  reviewed  to  ensure  that  it  falls  safely  within  an  applicable 
Stark  II  exception. 
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The  Journal 


Original  Contribution 

Cancer  Screening  Guideline  Preference 
Surveys:  Physicians’  Perceptions  of  the 
American  Cancer  Society 

Joan  Hamblin,  MD:  Pamela  D.  Connor,  PhD 


Introduction 

Reducing  cancer  mortality 
through  early  detection  is  a 
universal  goal.  The  total  num- 
ber of  cancer  deaths  in  the 
United  States  in  1996  is  esti- 
mated at  554,740,  and  iden- 
tification of  more  than  one 
million  new  cancer  cases  is 
expected.1  Cancer  screening  is 
important  in  a primary  care 
physician’s  practice.2'7  The 
American  Cancer  Society 
(ACS),  an  advocacy  group 
and  consensus  panel,  made 
prevention  and  primary  care 
physician  involvement  a top 
priority  in  1992.*  A local  ACS 
chapter  spearheaded  a survey 
of  Tennessee  primary  care 
physicians  to  determine  (1) 
guideline  preference,  (2)  self- 
evaluation  of  cancer  screen- 
ing and  evaluation  practices 
for  coronary  artery  disease, 
diabetes  mellitus/obesity,  and 
depression,  and  (3)  desired 
ACS  activities. 

This  paper  reports  the  re- 
sults of  a survey  of  a random- 
ized cluster  sample  of  580 
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internists  and  family  physi- 
cians in  Tennessee. 

Methods 

Subjects:  Five  hundred 
eighty  internists  and  family 
physicians  in  Tennessee  were 
randomly  selected  from  a 
database  maintained  by  the 
Tennessee  Department  of 
Health,  Division  of  Health 
Statistics,  of  all  licensed  phy- 
sicians statewide.  This  data- 
base classifies  physicians  by 
specialty  and  subspecialty. 

Design  and  Implementa- 
tion: The  July  1 992  study  was 
conducted  by  the  University 
of  Tennessee,  Memphis,  De- 
partment of  Family  Medicine 
and  the  local  chapter  of  the 
ACS.  An  explanatory  letter 
and  a self-addressed,  stamped 
survey  were  mailed  to  all  se- 
lected physicians.  A reminder 
postcard  was  sent  two  weeks 
after  the  first  mailing  and  an- 
other survey  followed  three 
weeks  after  the  postcard. 

The  one-page  question- 
naire contained  14  questions. 
It  included  questions  about 
physician  characteristics  (i.e.,  gender,  year  of  medical  school 
graduation,  board  certification,  and  subspecialty  training), 
as  well  as  practice  characteristics  (i.e.,  practice  type,  patient 
breakdown  by  age,  visit  type,  payment  source,  and  whether 
insurance  covered  screening  tests  for  mammography, 
Papanicolaou  smears,  or  sigmoidoscopy).  Specific  screen- 


ABSTRACT 

Objective:  The  primary  objective  of  this  study  was  to  assess 
cancer  screening  guideline  preference  by  Tennessee  internists 
and  family  physicians. 

Design:  A one-page,  14-item  survey  was  mailed  to  580  in- 
ternists and  family  physicians  followed  by  a reminder  postcard 
and  a second  survey  within  six  weeks  of  the  original  mailing. 
The  survey  addressed  physician  practice  characteristics,  spe- 
cific preferred  cancer  screening  guidelines  used,  and  self-evalu- 
ation of  cancer  screening  and  detection  practices  compared  with 
the  practice  of  coronary  artery  disease  risk  and  prevention, 
depression,  and  obesity/adult-onset  diabetes  mellitus. 

Setting:  Internal  medicine  and  family  physicians  in  Tennessee. 

Results:  The  overall  survey  response  rate  was  57  % (N=300). 
Of  respondents,  83.4%  were  male  and  16.6%  were  female. 
Eighty-three  percent  were  board-certified,  30%  had  subspe- 
cialty training,  and  62%  practiced  in  a solo  practice  or  a single- 
specialty group.  There  were  few  differences  in  guideline  pref- 
erence between  generalists  and  subspecialists.  Approximately 
52  % of  respondents  cited  American  Cancer  Society  (ACS)  guide- 
lines, 1.7%  used  US  Preventive  Services  Task  Force  (USPSTF) 
guidelines,  34%  cited  a compilation  of  various  guidelines,  and 
10%  used  no  guidelines.  More  physicians  rated  their  treatment 
of  depression  (22.9%)  or  obesity/diabetes  mellitus  (22.0%)  as 
poor  or  needing  improvement  than  rated  their  screening  of 
cancer  (16.3%)  and  coronary  artery  disease  (12.5%)  as  poor 
or  needing  improvement.  Survey  respondents  suggested  that 
the  ACS  could  be  most  effective  in  lobbying  against  tobacco 
and  in  providing  patient  education  pamphlets. 

Conclusions:  Most  physicians  report  using  ACS  screening 
guidelines,  rate  their  cancer  screening  practices  as  good  or  very 
good,  and  recommend  that  the  ACS  lobby  against  tobacco  and 
provide  patient  pamphlets.  This  study  reflects  physician  pref- 
erence of  various  cancer  screening  guidelines.  Further  research 
is  needed  to  determine  factors  influencing  physician  preferred 
guideline  use  as  well  as  actual  practices. 
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ing  guideline  preferences  were  assessed.  Last,  physicians  were 
asked  to  evaluate  current  and  possible  ACS  activities  that 
could  help  their  practices  on  a scale  from  I to  5 (l=needs 
improvement;  5=very  good)  in  the  areas  of  cancer  screening 
and  early  detection,  coronary  artery  disease  risk  and  preven- 
tion, treatment  of  depression,  and  treatment  of  obesity/adult- 
onset  diabetes  mellitus. 

The  survey  instrument  was  developed,  pilot  tested,  revised, 
and  reviewed  for  content  validity.  Chi-square  analyses  were 
used  to  determine  generalist/subspecialty  group  differences. 
Data  were  analyzed  using  standard  nonparametric  statistics 
and  Fisher’s  exact  test. 

Results 

Return  Rates:  Five  hundred  eighty  surveys  were  mailed 
to  247  family  physicians  and  333  internists  in  Tennessee. 
Thirty-six  surveys  were  returned  with  incorrect  addresses, 
22  were  returned  because  of  retirement,  disability,  or  death, 
and  64  physicians  returned  the  survey  but  chose  not  to  par- 
ticipate. Of  the  remaining  eligible  physicians  contacted,  236 
participated  in  the  study,  making  the  overall  response  rate  57%. 
A comparison  of  respondents  and  nonrespondents  showed  no 
difference  by  gender  (83.4%  of  survey  respondents  were  male 
and  16.6%  were  female;  total  sample  population  was  85% 
male  and  15%  female)  or  year  of  graduation  (1970-80  gradu- 
ates comprised  27.6%  of  survey  respondents  and  3 1 % of  the 
sample  population;  post- 1980  graduates  comprised  48%  of 
the  survey  respondents  and  50%  of  the  sample  population). 

General  Demographics:  One  hundred  sixty  (70%)  of  the 
respondents  to  our  subspecialty  training  question  identified 
themselves  as  generalists  and  71  (30%)  as  subspecialists 


TABLE  1 

PHYSICIAN  DEMOGRAPHICS 


Characteristic 

No.  (%) 

Generalists 

(160) 

Subspecialists 

(71) 

P Value 

Sex 

Female 

50  (16.6) 

34  (21) 

11  (15) 

.001* 

Male 

250  (83.4) 

126  (79) 

60  (85) 

.74 

Era  of  Training 

Before  1970 

35  (11.7) 

21  (13) 

19  (27) 

.04* 

1970-1980 

83  (27.6) 

42  (26) 

20  (28) 

.82 

After  1980 

144  (48.0) 

90  (56) 

30  (42) 

.26 

Board  Certification 

Yes 

249  (83.0) 

125  (78) 

65  (91) 

.44 

No 

51  (17.0) 

32  (20) 

6 (9) 

.05* 

Type  of  Practice 

Solo 

90  (30.0) 

66  (41) 

19  (27) 

.14 

Single-specialty  group 

96  (32.0) 

42  (26) 

24  (33) 

.38 

Multispecialty  group 

48  (16.0) 

8 (5) 

13  (18) 

.001* 

Other 

66  (22.0) 

42  (26) 

15  (21) 

.51 

All  percentages  do  not  equal  100%  because  of  missing  data 
* Significant  at  0.05 
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TABLE  2 

PHYSICIAN  SELF-RATING  OF  SCREENING  PRACTICES 


Screening 

Poor/Needing 

Satisfactory,  Significantly 

Practices 

Improvement 

Good,  and 

Different  from 

Rating 

Very  Good 

Cancer 

Rating 

Screening 

Self-Rating 

No.  (%) 

No.  (%) 

P Value 

Cancer  Screening 

56  (16.3) 

289  (83.7) 

1.00 

Coronary  Artery  Disease 

43  (12.5) 

302  (87.5) 

0.158 

Depression 

79  (22.9) 

266  (77.1) 

0.027* 

Obesity/Adult-Onset 

Diabetes  Mellitus 

76  (22.0) 

269  (78.0) 

0.053 

* Significant  at  0.05 


trained  in  areas  such  as  oncology,  infectious  disease,  gastro- 
enterology, and  rheumatology.  There  were  few  differences 
between  the  responses  of  the  generalists  and  subspecial- 
ists. Generalists  treated  more  pediatric  and  elderly  patients 
(/,=<0.01)  and  more  Medicare  patients  (P=0.01)  than  did 
subspecialists.  While  almost  82%  of  the  total  population  re- 
ported that  the  ACS  guidelines  were  helpful,  this  sentiment 
was  shared  more  among  generalists  than  subspecialists 
(P= 0.02).  Both  groups  gave  similar  responses  to  questions 
about  ACS  guideline  preference  and  desired  ACS  activities. 

The  respondents  included  83%  who  were  board-certified. 
Forty-eight  percent  graduated  after  1980  (Table  1),  with  the 
smallest  groups  graduating  in  either  the  1940s  or  1990s. 

Guideline  Preferences:  The  majority  (52.1%)  of  respon- 
dents indicated  that  they  followed  ACS  cancer  screening 
guidelines  exclusively,  1.7%  followed  USPSTF  guidelines, 
34%  followed  a compilation  of  guidelines,  and  none  followed 
ACOG  guidelines.  Slightly  more  than  10%  indicated  that  they 
did  not  follow  any  of  the  aforementioned  guidelines.  Guide- 
line preferences  did  not  differ  by  gender  or  specialty/subspe- 
cialty training. 

Self-Evaluation  of  Practice:  Physicians  rated  their  medi- 
cal practice  in  the  areas  of  cancer  screening  and  early  detec- 
tion, coronary  artery  disease  risk  and  prevention,  treatment 
of  depression,  and  treatment  of  obesity/adult-onset  diabetes 
mellitus  (Table  2).  Significant  differences  (P=0.01)  were 
identified  among  the  four  areas.  Physician  self-ratings  var- 
ied depending  on  the  specific  disease;  depression  reflected 
the  need  for  improvement  by  the  greatest  number  of  physi- 
cians in  our  sample  (22.9%)  followed  by  22.0%  who  rated 
their  treatment  of  obesity/adult-onset  diabetes  mellitus  as 
such.  A smaller  percentage  of  respondents  rated  their  coronary 
artery  disease  prevention  (12.5%)  and  cancer  screening  prac- 
tices ( 1 6.3%)  as  poor  or  needing  improvement.  Self-evaluation 
of  practice  did  not  differ  by  specialty/subspecialty  or  gender. 

ACS  Recommendations:  Participants  were  provided  a list 
of  14  activities  and  asked  to  identify  which,  if  any,  would  be 
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helpful  within  the  physician’s  own  practice.  Of  the  10  most 
commonly  suggested  items,  only  four  received  endorsement 
from  over  half  of  the  survey  respondents.  These  items  in- 
clude provision  of  patient  education  pamphlets,  anti-tobacco 
lobbying,  public  education  on  screening  and  detection  of  can- 
cer, and  CME  course  work  (Fig.  1). 

Discussion 

Although  physicians  cited  ACS  guidelines  as  the  most 
commonly  used  (52.1  %),  many  physicians  ( 1 0. 1 %)  reported 
using  none  of  the  guidelines  listed  in  the  survey,  and  only 
1 .7%  used  the  USPSTF  guidelines.  We  do  not  know  whether 
physicians  did  not  know  about  the  USPSTF  guidelines  or  if 
they  chose  not  to  follow  them.  A 1990  study  suggests  that 
reasons  for  not  performing  recommendations  include  physi- 
cian forgetfulness,  disagreement  with  recommendations,  lack 
of  time,  and  patient  refusal.1'  What  is  clear  is  that  there  is  no 
single  set  of  clinical  guidelines  accepted  as  a standard  of  prac- 
tice among  Tennessee  physicians.  We  found  no  significant 
differences  between  specialty/subspecialty,  and  this  is  con- 
sistent with  the  findings  of  Dietrich  and  Goldberg.10  How  this 
lack  of  consensus  will  play  out  with  insurance  company  poli- 
cies, government  policies,  and  litigation  outcomes  is  unknown. 

Greco  and  Eisenberg11  identify  basic  methods,  ranging 
from  education  to  financial  penalties,  for  changing  physician 
behavior.  Paramount  to  the  success  of  any  method,  especially 
education,  is  understanding  the  motivation  underlying  phy- 
sicians’ current  practices.  Physician  self-evaluation  of  their 
different  clinical  practices  helps  us  identify  areas  where  busy 
physicians  might  be  motivated  to  improve.  According  to 
Triezenberg  and  associates,12  family  practitioners’  attitudes 
about  the  necessity  of  cancer  screening  appear  to  be  an  im- 
portant component  of  cancer  detection.  Study  physicians  more 
frequently  perceived  depression  and  obesity/diabetes,  rather 
than  cancer  screening,  as  areas  of  practice  that  needed  im- 
provement. Additional  research  is  necessary  to  determine  if 
these  perceptions  are  indeed  accurate  or  if  treatment  of  de- 
pression and  obesity/diabetes  simply  pose  a very  different 
set  of  problems  for  practicing  physicians. 

According  to  these  Tennessee  physicians,  an  advocacy 
group  such  as  the  ACS  plays  a valuable  role  in  cancer  pre- 
vention and  screening.  Physicians,  however,  consider  mul- 
tiple factors  when  applying  practice  guidelines. 111  Results  of 
our  study  indicate  that  even  when  physicians  agree  with  the 
ACS  guidelines,  they  may  use  them  only  as  suggested  proto- 
cols and  may  choose  not  to  follow  them  because  of  a patient’s 
age  or  financial  constraints. 

This  study  was  limited  by  several  factors.  Survey  data  are 
always  subject  to  recall  and  its  associated  biases.  The  response 
rate  of  57%  is  fair,  though  reasonable  for  practicing  physi- 
cians. Respondents  may  have  been  biased  about  the  guide- 
line utilization,  given  that  the  project  was  jointly  sponsored 


by  the  ACS  and  the  University.  Self-report  by  physicians  does 
not  necessarily  reflect  actual  behavior.  In  fact,  numerous  stud- 
ies suggest  that  physicians  significantly  overestimate  their 
actual  screening  practices.  Because  of  the  classification  sys- 
tem used  by  the  Tennessee  medical  licensing  bureau  at  the 
time  of  the  study,  the  survey  population  consisted  of  gener- 
alists and  subspecialists.  Although  physicians  had  the  option 
of  including  their  particular  specialty  and  subspecialty  on 
the  application,  only  the  first  choice  was  listed  in  the  data 
system.  Current  licensing  classification  systems  allow  iden- 
tification of  all  specialty  and  subspecialty  training,  thereby 
allowing  researchers  to  eliminate  the  subspecialist  category 
from  the  data  pool.  In  our  study,  however,  this  would  have 
eliminated  any  description  of  subspecialist  attitudes  towards 
the  ACS  guidelines.  Also,  since  the  study  was  performed, 
new  cancer  screening  guidelines  have  been  published,  which 
may  change  physician  practices. 

State  and  federal  governments  have  begun  to  reimburse 
medical  claims  when  practice  guidelines  are  followed,  largely 
in  response  to  medical  malpractice  crises.  Clinical  guidelines 
may  provide  primary  care  physicians  a safety  zone,  thereby 
reinforcing  their  decisions  to  use  specific  screening  tests  in 
order  to  avoid  malpractice  suits.14  Woolf15  presents  key  in- 
formation that  family  physicians  should  have  in  order  to 
evaluate  and  use  practice  guidelines  effectively.  Government 
intervention  has  financially  supported  clinical  guideline  use 
in  medicine,  but  there  is  no  consensus  as  to  a single  set  of 
guidelines  to  follow.  In  an  effort  to  resolve  the  discrepancy 
in  cancer  screening  guidelines,  the  federal  government, 
through  the  USPSTF,  developed  what  they  hope  to  be  the 
gold  standard  of  guidelines.16  The  USPSTF  guidelines  were 
created  in  an  effort  to  end  the  controversy  about  guideline 
use,  but  according  to  our  study,  fewer  than  2%  of  physicians 
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had  adopted  them.  The  ACS  guidelines  were  clearly  preferred 
more  frequently  and  consistently  than  any  others.  Our  study 
substantiates  findings  by  Stange  et  al17  who  reported  that  when 
the  ACS  and  USPSTF  guidelines  differed,  most  family  physi- 
cians agreed  with  ACS  guidelines,  and  disagreed  with 
USPSTF  guidelines.  This  was  attributed  to  the  length  of  time 
the  ACS  had  been  publishing  their  guidelines  for  physicians, 
and  the  efforts  they  had  made  to  advertise  them  in  that  time, 
as  opposed  to  the  more  recent  publication  of  the  USPSTF 
guidelines. 

Clinical  studies  have  clarified  the  usefulness  of  screening 
guideline  application  to  large  populations.  They  have  been 
less  helpful  in  determining  when  to  use  certain  guidelines 
and  how  physicians  can  choose  the  appropriate  guidelines  to 
apply  in  individual  cases.  For  those  physicians  who  do  not 
know  about  the  USPSTF  guidelines,  there  must  be  exposure; 
for  those  who  know  about  them  and  are  not  using  them,  there 
must  be  further  research  to  determine  factors  affecting  phy- 
sician guideline  use.Q 

Acknowledgements:  We  wish  to  express  thanks  to  the  Ameri- 
can Cancer  Society. 


References 

1.  Cancer  Statistics  1996.  CA  46:(  1)8-9,  1996. 

2.  Wayne  MS.  Cath  A,  Pamies  RJ:  Colorectal  cancer.  A practical  review  for  the  primary  care 
physician.  Arch  Fam  Med  4:357-366,  1995. 

3.  Austoker  J:  Cancer  prevention  in  primary  care.  Screening  for  cervical  cancer.  Br  Med  J 
309:241-248.  1994. 

4.  Jackson  A:  Prevention,  early  detection  and  team  management  of  skin  cancer  in  primary  care: 
contribution  to  The  Health  of  the  Nation  objectives.  Br  J Gen  Pract  45:97-101.  1995. 

5.  Wender  RC:  Cancer  screening  and  prevention  in  primary  care.  Obstacles  for  physicians.  CA 
72:1093-1099.  1993. 

6.  Woo  B.  Cook  F,  et  al:  Screening  procedures  in  asymptomatic  adults:  comparisons  of  physi- 
cians’ recommendations,  patients’  desires,  published  guidelines  and  actual  practice.  JAMA  254:140- 
144.  1985. 

7.  Kiernan  G.  Frame  P:  Cancer  occurrence  and  screening  in  family  practice.  A 20-year  experi- 
ence. J Fam  Pract  43:49-55,  1996. 

8.  Hamblin  J,  Connor  PD:  An  overview  of  the  American  Cancer  Society  screening  guidelines.  J 
Tenn  Med  Assoc  8: 1 0- 1 6.  1 995. 

9.  McPhee  SJ.  Bird  JA:  Implementation  of  cancer  prevention  guidelines  in  clinical  practice.  J 
Gen  Intern  Med  5(5  suppl):  1 16-122,  1990. 

10.  Dietrich  AJ.  Goldberg  H:  Preventive  content  of  adult  primary  care.  Do  generalists  and 
subspecialists  differ?  Am  J Public  Health  74:223-227,  1984. 

1 1.  Greco  PJ.  Eisenberg  JM:  Changing  physicians’  practices.  N Engl  J Med  329:1271-1274, 

1993. 

12.  Triezenberg  DJ.  Smith  MA,  Holmes  TM:  Cancer  screening  and  detection  in  family  practice: 
A MIRNET  study.  J Fam  Pract  40:27-33,  1995. 

13.  Hamblin  JE:  Physician  recommendations  for  screening  mammography:  results  of  a survey 
using  clinical  vignettes.  J Fam  Pract  32:472-477,  1991. 

14.  Garnick  DW.  Hendricks  AM.  Brennan  TA:  Can  practice  guidelines  reduce  the  number  and 
costs  of  malpractice  claims?  JAMA  266:2856-2860.  1991. 

15.  Woolf  SH:  Practice  guidelines:  what  the  family  physician  should  know.  Am  Fam  Phxs  51 : 1455- 
1463,  1995. 

16.  Woolf  SH:  United  States  Preventive  Services  Task  Force  Recommendations  on  Breast  Can- 
cer Screening.  CA  69:1913-1918,  1992. 

17.  Stange  KC.  Kelly  R,  Chao  J.  et  al:  Physician  agreement  with  US  Preventive  Services  Task 
Force  recommendations.  J Fam  Pract  34:409-416,  1992. 


^Mstaf^arejnc. 

CA.A 

^M“The  nation's  fastest  growing 
locum  tenens  firm" 

YOUR  BEST  MOVE  FOR 

LOCUM  TENENS 

Q 

Carolyn  Avery  & 
Associates,  Inc. 

♦ Physician  and/or 

Staff  Consulting 

• Nationwide  opportunities  r 

• Excellent  per  diem  pay 

♦ On-Site  Training  and 

Seminars 

• Occurrence  malpractice  I T 

• Paid  travel,  licensure,  lodging  ■ 

♦ Policies  and 

Procedures  Manuals 

Ask  for 

♦ Employee  Handbooks 

J .J.  COX,  ext.  2370  or 

Brian  Lund,  ext.  2379 

POB  1 5901 2 • Nashville,  TN  3721 5-901 2 

(615)383-6321  • Fax  (61 5)  385-9777 

(800)  685-2272 

http:llwivw.locumsnet.com 

“Systems  for  Quality  Patient  Management 

In  Today’s  Healthcare  Environment” 

Staff  Care  is  proud  to  sponsor 

VI*  lx  the  Country  Doctor  of  the  Year  Award 

Unable  to  place  J-1  or  H-1  physicians 

20 


Tennessee  Medicine  ~ January,  1998 


The  Journal 


Original  Contribution 


Advancing  From  Flexible  Sigmoidoscopy 
to  Colonoscopy  in  Rural  Family  Practice 

Kenneth  W.  Carr,  MD;  J.  Mack  Worthington,  MD;  Win.  MacMillan  Rodney,  MD; 
Shawn  Gentry  , MD;  Angela  Sellers,  MD;  Jay  Sizemore,  MD 


Introduction 

In  the  1970s,  flexible  sig- 
moidoscopy and  flexible 
colonoscopy  were  demon- 
strated to  be  valuable  diag- 
nostic and  therapeutic  tools 
in  the  hands  of  some  gastro- 
enterologists and  surgeons. 

Published  studies  in  the 
early  1980s  demonstrated  the 
effectiveness  of  short  colon- 
oscopy (also  known  as  flex- 
ible sigmoidoscopy)  by  fam- 
ily physicians.  I'7  Diagnostic 
yields  were  improved  and 
complications  rare.  By  the 
late  1980s,  additional  studies 
on  the  use  of  both  35-cm 
flexible  sigmoidoscopy  and 
65-cm  short  colonoscopy  by 
family  physicians  had  been 
published.45  Endoscopic  biopsy  also  became  a routine  part 
of  the  primary  care  physicians’  endoscopic  armamentarium. 

Ninety-six  percent  of  family  physician  residency  training 
programs  were  teaching  flexible  sigmoidoscopy  with  endo- 
scopic biopsy  by  1988.  Two  papers  published  six  years  apart 
noted  the  continuing  despecialization  of  endoscopy.6,7  The 
primary  evidence  for  this  despecialization  was  that  family 
physicians  continued  performing  diagnostic  endoscopies 
with  high  diagnostic  yields  and  low  complication  rates.810 
Despite  documented  success  in  this  area,11  the  controversy 

From  Volunteer  Hospital,  Martin  (Dr.  Carr),  the  Baptist/ 
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Hospital  Family  Practice  Residency,  Memphis  (Dr.  Gentry),  the 
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Memphis,  College  of  Medicine  (Dr.  Sizemore). 
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surrounding  training  require- 
ments for  primary  care  phy- 
sicians continued. 

In  1984,  the  president  of 
the  American  Society  for 
Gastrointestinal  Endoscopy 
(ASGE)  suggested  that  re- 
imbursement be  linked  to 
hospital  privileges.12  At  that 
time,  very  few  primary  care 
physicians  had  hospital 
privileges.  Although  flex- 
ible sigmoidoscopy  is  now 
well  accepted  in  primary 
care,  controversy  regarding 
which  physicians  are  ad- 
equately trained  to  perform 
other  gastrointestinal  endos- 
copies continues.817 

Measures  of  clinical  com- 
petence in  procedural  skills 
include  ( 1 ) levels  of  proficiency  over  time,  (2)  outcomes  and 
cost  effectiveness,  (3)  granting  of  hospital  privileges  to  inde- 
pendently perform,  (4)  completion  of  an  arbitrary  number  of 
procedures.  One  operational  measure  of  clinical  competence 
in  procedural  skills  such  as  colonoscopy  is  the  willingness 
of  a hospital  staff  to  grant  physicians  permission  to  indepen- 
dently perform  a procedure  on  patients  and  continued  qual- 
ity assurance  monitoring  by  the  community  hospital. 

In  the  1980s,  both  the  American  College  of  Physicians 
(ACP)  and  the  ASGE  published  guidelines  for  the  suggested 
minimum  number  of  training  colonoscopies.14  Some  hospi- 
tals have  assumed  that  the  minimum  number  for  training  and 
the  minimum  number  for  standard  of  care  are  the  same.  The 
American  Academy  of  Family  Physicians  (AAFP)  has  tradi- 
tionally not  specified  a specific  number  of  training  experiences 
as  the  minimum  number  necessary  to  evaluate  procedures. 

The  AAFP  has  adopted  a position  similar  to  those  of  the 
American  Medical  Association  (AMA)  and  the  Joint  Com- 


ABSTRACT 

This  paper  describes  the  background,  experience,  training, 
and  preceptorship  of  a rural  family  physician  that  culminated 
in  provision  of  diagnostic  and  therapeutic  colonoscopy  to  his 
patients.  Initial  training  took  place  in  a two-day  continuing 
medical  education  course.  Subsequent  training  consisted  of  one- 
on-one  training  in  11  colonoscopies  and  five  polypectomies, 
correspondence,  recommended  readings,  a one-on-one  pre- 
ceptorship, and  telephone  consultation.  Training  was  provided 
by  University  of  Tennessee  faculty  who  were  experts  in  the  area 
of  colonoscopy  and  polypectomy  procedures.  The  outcomes  of 
250  consecutive  colonoscopies  performed  by  the  rural  family 
physician  are  documented  here. 

Training  requirements  vary  widely  by  professional  organi- 
zation and  subspecialty.  Some  subspecialists  have  recom- 
mended as  many  as  100  supervised  colonoscopies  and  25 
polypectomies  as  a minimum  training  requirement  for  hospi- 
tal privileges.  It  is  our  contention  that  unnecessarily  high  train- 
ing requirements  add  to  educational  costs  and  may  restrict 
qualified  rural  physicians  from  providing  these  services. 
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mission  on  the  Accreditation  of  Healthcare  Organizations 
(JCAHO);  i.e.,  privileges  are  awarded  on  the  basis  of  train- 
ing, education,  experience,  current  licensure,  and/or  proven 
ability.  Proven  ability  is  described  by  the  JCAHO  term  “cur- 
rent competence.”15  Guidelines  for  colonoscopy  vary  by  medi- 
cal group.  Internal  medicine  residency  directors  reported  that 
25  supervised  colonoscopies  was  the  average  training  guide- 
line for  colonoscopy  within  their  programs.16  A more  recent 
study  of  surgery  and  gastroenterology7  recommended  that 
trainees  should  be  supervised  on  100  colonoscopies.17  In  that 
same  year,  the  ASGE  raised  their  suggested  guideline  to  100 
colonoscopies.  Some  primary  care  physicians  have  found  that 
these  minimum  training  guidelines  restrict  their  opportunity  to 
acquire  and  provide  these  colonoscopy  services,  particularly 
for  those  who  practice  in  rural  underserved  areas. 

Rates  of  cecal  intubation  have  emerged  as  one  measure  of 
a complete  examination.  Some  describe  minimal  proficiency 
for  colonoscopic  competency  as  reaching  the  cecum  90%  of 
the  time.17  However,  this  is  not  universally  accepted,  and  ce- 
cal intubation  rates  lower  than  90%  have  been  reported.1819 
In  a recent  report  from  a community  hospital,  cecal  intubation 
rates  for  colorectal  surgeons  and  gastroenterologists  ranged 
from  82%  to  94%.20 

This  paper  describes  a training  program  for  diagnostic 
and  therapeutic  colonoscopy  skills,  resulting  in  hospital  privi- 
leges for  family  physicians.  This  study  describes  the  experi- 
ence of  one  rural  primary  care  physician  with  previously 
established  flexible  sigmoidoscopy  skills.  Follow-up  colon- 
oscopy data  on  this  program  are  compared  to  the  studies 
described  above. 

Methods 

Demographics.  The  Department  of  Family  Medicine  at 
the  University  of  Tennessee,  Memphis  offered  to  provide  in- 
dividual colonoscopy/polypectomy  instruction  to  any  flex- 
ible sigmoidoscopy  qualified  family  physician  who  was 
practicing  full-time.  The  first  family  physician,  who  was 
board-certified  and  residency-trained,  to  take  advantage  of 
this  offer  began  his  colonoscopy  training  in  1989-90.  His 
medical  practice  provided  rural  Tennesseeans  with  compre- 
hensive medical  services  and  hospital  privileges.  An  average 
patient  load  was  25  outpatients  per  day  and  three  in-hospital 
patients.  The  hospital  supported  100  beds  for  a community 
of  8,000.  Hospital  medical  staff  included  four  general  practi- 
tioners, three  internists,  two  family  physicians,  two  general 
surgeons,  two  orthopedists,  one  OB/GYN,  and  one  urolo- 
gist. At  the  time  of  training,  no  other  family  physician  per- 
formed flexible  sigmoidoscopy. 

Historically,  this  rural  physician  began  performing  flex- 
ible sigmoidoscopies  with  a 65-cm  short  colonoscope.  By 
1991,  he  had  performed  approximately  300  short  colono- 
scopies (flexible  sigmoidoscopies)  without  complications. 


Instruction.  Instruction  consisted  of  correspondence,  rec- 
ommended readings,  a one-on-one  preceptorship,  and  tele- 
phone consultation.  Originally,  the  family  physician  had 
received  flexible  sigmoidoscopy  training  primarily  in  an  ac- 
credited, two-day  continuing  medical  education  course. 

Subsequent  to  completion  of  the  suggested  readings,  seven 
one-on-one  training  sessions,  each  ranging  from  3.5  to  4.5 
hours,  ensued.  Each  training  session  allowed  the  rural  physi- 
cian to  perform  supervised  colonoscopies  and  polypectomies 
for  a total  of  1 1 colonoscopies  and  5 polypectomies.  At  the 
end  of  the  seven  training  sessions,  the  rural  family  physician 
was  judged  capable  of  performing  these  procedures  indepen- 
dently. The  training  academic  physician  sent  a letter  of  rec- 
ommendation to  the  rural  hospital  outlining  training  sessions 
and  skill  acquisition;  privileges  for  colonoscopy  and  polyp- 
ectomy were  subsequently  granted.  A total  of  30  CME  hours 
was  earned  by  the  rural  family  physician  for  this  phase  of 
training. 

All  endoscopy  procedures  were  performed  in  a JCAHO- 
accredited  hospital.  As  surgical  procedures,  all  were  subject 
to  extramural  scrutiny  and  quarterly  review  by  the  Hospital 
Executive  Committee  for  morbidity,  mortality,  indications, 
tissue  review,  and  complications.  Cancer  cases  referred  for 
surgery  were  subject  to  the  same  review. 

The  academic  family  physician  supporting  this  project  was 
well  qualified  to  teach  these  procedures.  He  possessed  hos- 
pital privileges  for  colonoscopy  and  polypectomy,  had  pub- 
lished expertise  in  colonoscopy,610  and  provided  a structure 
for  the  training  and  project  readings.2124 

The  first  independent  colonoscopies  were  completed  on 
August  22,  1991.  Since  that  time,  a tabulation  of  all  colon- 
oscopies and  complications  have  been  maintained  by  hospi- 
tal personnel  and  the  rural  physician’s  staff.  A standardized 
data  collection  sheet  was  utilized  (Fig.  1 ).  Records  were  also 
maintained  on  the  number  of  polyps  and/or  cancers  detected. 

Results 

Over  250  colonoscopies  were  performed  in  48  months  on 
96  (38%)  male  and  154  (62%)  female  patients.  Average  age 
for  these  patients  was  67.4  years  (SD=14.3  years),  ranging 
from  9 to  94  years  of  age.  One  episode  of  post-procedural 
bleeding  was  observed  in  the  hospital,  which  spontaneously 
resolved  without  transfusion.  No  perforations  have  occurred. 
Five  cases  (2%)  of  histologically  proven  cancer  were  identi- 
fied and  surgically  treated  at  the  community  hospital. 

Polypectomies  were  performed  on  54  patients  while  35 
endoscopic  biopsies  were  performed  for  suspected  cancers, 
masses,  lesions,  and  mucosal  abnormalities.  All  polyps  were 
examined  histologically.  Five  histologically  documented  can- 
cers were  among  the  significant  lesions.  Among  other  find- 
ings were  anal  stricture  and  anal  fissure. 

The  most  frequent  indications  for  colonoscopy  were 
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FIGURE  1 


1994  COLONOSCOPY/FLEXIBLE  SIGMOIDOSCOPY  MEDICAL  RECORD 
Method  of  Wm.  MacMillan  Rodney,  M.D.  (5/23/94) 


Patient  Name: Location: 

Patient  ID  Number: Date: 

Attending  Physician: Patient  Age: 

Assistant  Physician: Patient  Sex:  M F 

History  Abdom/GYN  Surgery?  Yes  No  Patient  Race:  W B Hisp  Other 

Type  of  Equipment:  (Circle  One)  Videoscope  Fiberoptic  Scope  Other 

Length  of  Equipment:  (Circle  One)  35  60  105  150  180  Other: 

Bowel  Prep  Used:  Dulcolax  Tabs  Golytely  1 Fleets  2 Fleets  Other: 

Medications  Used:  (Circle  drugs  used  and  give  total  dosage  used) 

1.  Atropine  3.  Simethicone  5.  Demerol  7.  Versed  9.  None 

2.  Glucagon  4.  Nubain  6.  Naloxone  8.  Valium  10.  Other 


A.  Indication(s):  [Fill-in  the  correct  number(s)] 
A. 


ICD-9  Code 


1.  Chg  in  Bowel  Habits  787.9 

2.  Abdominal  Pain  789.0 

3.  Fam  Hist  Colon  CA  V16.0 

4.  Rectal  Bleeding  569.3 


5.  Guaiac  Positive  Stools  578.1 


ICD-9  Code 

6.  Constipation  564.0 

7.  Diarrhea  558.9 

8.  Anemia,  Unspecified  285.9 

9.  Anemia,  Chronic 

Blood  Loss  280.0 


ICD-9  Code 

10.  Weight  Loss  783.2 

1 1.  Abnormal  X-Ray  793.4 

12.  Hx  of  Colon  Polyps 

13.  Other: 


B. 

Distance:  (Write  how  much  scope  was  inserted ) 

B. 

cm 

C. 

Did  you  reach  the  transverse  colon?  (triangular  haustrae  may  or  may  not  be  seen)  C.  Yes 

No 

D. 

Was  the  cecum  reached? 

D.  Yes 

No 

E. 

Reason  for  stopping:  [write  in  appropriate  number(s)] 

1.  Depth  of  instrument  reached  3.  Stool  (inadequate  prep) 

2.  Pain  4.  Unable  to  traverse  lumen 

E. 

5.  Cecum  reached 

6.  Other:  (describe) 

F. 

Findings  [write  in  appropriate  number(s)] 

F. 

ICD-9  Code 

ICD-9  Code 

1. 

Normal 

4.  Mucosal  abnormality 

2. 

Hemorrhoids 

-External 

455.5 

5.  Polyps  -Benign  colon 

211.3 

-Internal 

455.2 

-Benign  rectum,  anus 

211.4 

3. 

Diverticuli 

-Rectum 

562.10 

6.  Mass/lesion  (neo-unspecified) 

235.2 

-Sigmoid 

562.10 

7.  Other 

569.9 

-Lg.  Intestine 

562.10 

G. 

Biopsy  performed  (circle  one ) 

G. 

Yes 

No 

H. 

Polypectomy  performed?  (circle  one) 

H. 

Yes 

No 

I. 

Insertion  depth(s)  at  which  polyp(s)  was/were  found 

I.  None  1 

Other  Side 

J. 

Turnaround  maneuver  performed?  (circle  one) 

J. 

Yes 

No 

K. 

Complications? 

K. 

Yes 

No 

L. 

Total  time  of  exam:  (#  of  minutes  scope  was  in  patient) 

L. 

M. 

Will  you  request  additional  colonoscopy  or  GI  consult? 

M. 

Yes 

No 

N. 

Will  you  order  a barium  enema? 

N. 

Yes 

No 

O. 

Comments  and/or  biopsy  pathology  report: 

Performed  as  Above:. 
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TABLE  1 


INDICATIONS  FOR  COLONOSCOPY* 


Description 

Count 

Percent 

Change  in  Bowel  Pattern 
(Including  diarrhea/constipation) 

75 

21 

Rectal  Bleeding 

68 

19 

Anemia 

61 

17 

Abdominal  Pain 

46 

13 

Positive  Fecal  Blood  Test 

45 

12 

Weight  Loss 

21 

6 

Family  History  of  Colon  Cancer 

7 

2 

Miscellaneous  Other 

42 

10 

TOTAL 

365* 

100** 

‘Some  cases  had  numerous  indications;  therefore,  the  absolute  sum  of  indications 
is  >250. 

"The  sum  of  each  indication  was  divided  into  the  total  number  of  indications. 
Rounding  off  created  a total  percent  of  100. 

change  in  bowel  pattern  (21%),  rectal  bleeding  (19%),  ane- 
mia (17%),  and  abdominal  pain  (13%).  Other  indications  in- 
cluded weight  loss,  family  history  of  colon  cancer/polyps, 
and  positive  fecal  occult  blood  tests  (Table  1). 

Ninety-seven  percent  of  the  250  patients  in  the  study  were 
sedated  intravenously.  No  information  regarding  sedation 
analgesia  was  listed  in  two  cases.  Meperidine  (Demerol)  and 
diazepam  (Valium)  was  administered  in  most  cases,  although 
midazolam  (Versed)  was  used  more  often  in  later  cases.  The 
average  dose  of  meperidine  was  78  mg  with  a range  of  30  to 
175  mg.  (Data  on  dosage  was  available  in  77%  of  the  cases.) 
Diazepam  was  also  given  in  125  (50%)  cases.  The  average 
dose  of  diazepam  was  4.3  mg  with  a range  of  1.0  mg  to  10 
mg.  Other  drugs  utilized  included  midazolam  (47%)  and  glu- 
cagon (39%).  Naloxone  (Narcan)  was  used  in  (2%)  of  cases. 
Seven  cases  (3%)  involved  no  sedation/analgesia. 

Thirty-nine  patients  (16%)  received  barium  enemas  fol- 
lowing the  examination.  Reasons  for  enemas  included  an  in- 
complete colonoscopic  examination  (in  87%  of  those  cases 
sent  for  a barium  enema,  the  cecum  was  not  reached  with 
colonoscopy)  or  for  supporting  documentation  from  a com- 
pleted examination  (13%). 

Table  2 presents  a list  of  procedural  findings.  Some  cases 
had  more  than  one  finding.  Eighty-six  examinations  (34.4%) 
revealed  hemorrhoids.  Forty-two  percent  of  the  examinations 
resulted  in  significant  findings.  Of  these  findings,  45%  (47/105) 
were  located  beyond  the  60-cm  reach  of  the  flexible  sigmoid- 
oscope. Significant  findings  include  mucosal  abnormalities, 
polyps,  neoplastic  masses/lesions,  and  colitis.  Unspecified 
mass  lesions  contained  five  cancers.  Polyps  or  mass  lesions 
were  identified  in  over  a third  of  the  study  population. 

Out  of  250  cases,  one  case  involving  post-procedure  bleed- 
ing was  observed  in  the  hospital  overnight.  Emesis  was  ob- 
served in  three  cases.  A transient  blood  pressure  drop  due  to 
meperidine  was  observed  in  one  case.  These  patients  were 
discharged  the  same  day  without  complications.  Twenty-five 


(10%)  patients  required  attention  from  a surgeon  or  sub- 
specialist. Average  procedural  time  for  the  first  100  proce- 
dures was  40  minutes,  with  a range  of  6 to  150  minutes.  The 
average  procedure  time  without  polypectomy  after  100  cases 
was  25  minutes.  Turnaround  maneuvers  were  successfully 
performed  in  97%  (240/248)  of  the  examinations;  in  two  cases 
this  information  was  not  listed. 

The  reach-the-cecum  rate  (RCR)  was  significantly  higher 
(P  <0.05)  in  patients  without  prior  abdominal  surgery  (84%) 
for  the  first  150  procedures.  Among  those  patients  with  prior 
abdominal  surgery,  the  cecum  was  reached  in  48  (74%)  of 
the  examinations.  After  100  cases,  the  RCR  in  patients  with 
prior  abdominal  surgery  was  63/66  (96%)  vs.  83/84  (99%) 
in  patients  without  prior  abdominal  surgery.  The  overall  RCR 
increased  significantly  from  the  first  50  (57%)  procedures 
performed  to  the  last  100  (97%)  (Table  3). 

Discussion 

A review  of  the  pertinent  medical  literature  revealed  one 
study  similar  to  this  one,y  but  it  has  been  criticized  as  incom- 
plete.20 Others  have  questioned  the  ability  of  primary  care 
physicians  to  provide  these  services.2526  This  study  provides 
additional  evidence  and  reassurance  that  primary  care  physi- 
cians should  be  performing  these  procedures  when  medically 
necessary.27 

Reasons  that  rural  family  physicians  would  want  to  par- 
ticipate in  such  a training  program  are  numerous,  including 
patient  complaints  about  referrals  to  an  urban  center  located 
70  miles  away,  and  general  lack  of  continuity  when  referring 
patients  elsewhere.  Patients  would  be  assigned  follow-up  ap- 
pointments for  polyp  surveillance  by  remote  consultants  with- 
out direct  communication  to  the  primary  care  physician  or 
the  family.  It  was  the  rural  physician’s  observation  that  re- 
sources were  being  spent  unnecessarily,  resulting  in  addi- 
tional cost  to  his  patients.  Additional  laboratory  tests  were 
ordered.  Frequently  these  tests  were  redundant,  and  patients 
noticed  that  these  additional  tests  increased  their  costs. 

Each  referral  represented  a loss  of  surgical  activity  in  the 
rural  community  which  had  its  own  board-certified  surgeon. 


TABLE  2 

FINDINGS 


Findings 

Count 

Percent 

Highly  Significant 

Polyp/Neoplastic  Lesion 

89 

35.6 

Mucosal  Abnormality/Colitis 

16 

6.4 

Less  Significant 

Diverticuli 

104 

41.6 

Hemorrhoids 

86 

34.4 

Other 

28 

11.2 

Normal 

22 

8.8 

'Some  cases  had  multiple  findings;  percentages  were  determined  by  dividing  the 
sum  of  each  finding  by  the  sum  total  number  of  cases  (N=250). 
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TABLE  3 


LEARNING  CURVE* 


No.  of  Procedures 

1-50 

51-100 

101-150 

151-200 

201-250 

Overall  Procedures  Reaching  the  Transverse  Colon 

70% 

89% 

94% 

100% 

98% 

(30/43) 

(42/47) 

(47/50) 

(50/50) 

(49/50) 

Overall  Reach-Cecum-Rate  (RCR)* 

57% 

83% 

92% 

98% 

96% 

(24/42) 

(40/48) 

(44/48) 

(49/50) 

(48/50) 

Overall  Scope  Insertion  Depth 

89  cm 

1 18  cm 

126  cm 

132  cm 

130  cm 

Scope  Insertion  Depth  in  Patients  With  Prior  Abdominal  Surgery 

89  cm 

108  cm 

1 19  cm 

** 

.. 

Scope  Insertion  Depth  in  Patients  Without  Prior  Abdominal  Surgery 

93  cm 

124  cm 

131  cm 

** 

** 

‘These  results  reflect  a corrected  calculation  in  which  12  cases  were  omitted;  reaching  the  cecum  was  not  possible  due  to  inadequate  preparation  (7  cases),  obstructions 
(5  cases). 

"This  portion  of  the  study  was  discontinued  after  150  cases. 


The  rural  hospital  administration  sought  to  reclaim  surgical 
cases  that  it  deemed  appropriate,  and  it  supported  the  family 
physician’s  advancement  to  colonoscopy. 

Liability  insurance  proved  to  be  a nonissue  in  this  instance. 
The  liability  insurance  carrier  determined  that  no  additional 
premiums  were  necessary  for  the  incorporation  of  colon- 
oscopy and  polypectomy  procedures.  The  family  physician 
was  already  performing  minor  surgery  in  the  office  and  this 
coverage  qualified  for  inclusion  of  colonoscopy  as  well  as 
polypectomy. 

Equipment  utilized  belonged  to  the  hospital,  and  the  hos- 
pital charges  a room  charge  for  every  endoscopy  that  is  per- 
formed. The  family  physician  was  not  required  to  invest  in 
equipment  or  in  the  training  of  staff,  as  such  necessities  were 
provided  by  the  hospital.  Since  these  charges  were  also  present 
at  the  referral  hospital,  colonoscopy  in  the  community  repre- 
sented no  increase  in  cost  to  the  patient. 

Other  community  physicians  have  referred  patients  to  the 
rural  family  medicine  practice,  but  this  has  not  significantly 
altered  his  role  as  a general  family  physician.  Endoscopy  is 
performed  approximately  one  morning  per  week;  the  remain- 
ing time  is  dedicated  to  general  family  practice.  Although 
formal  data  have  not  been  collected,  the  physician  believes 
these  services  are  fiscally  sound.  The  physician  has  not  been 
required  to  reduce  his  services  in  any  dimension  of  family 
practice  as  a result  of  his  endoscopy  practice. 

Limitations  of  this  study  include  the  inclusion  of  multiple 
indications  for  patients.  While  this  is  an  accurate  reflection 
of  reality,  it  weakens  study  results.  Many  patients  were  above 
average  risk  for  colorectal  cancer  on  the  basis  of  age  and 
symptoms.  Diagnostic  yields  are  consistent  with  the  medical 
: literature.10-1*19-25 

As  stated  previously,  the  reach-the-cecum  rate  is  a mea- 
sure of  completeness.1*  21  This  collaborative  training  program 
allowed  a residency-trained  family  physician  to  achieve  pro- 
cedural skills  consistent  with  surgeons  and  gastroenterolo- 
gists.2()One  of  the  more  difficult  insertion  challenges  to  a phy- 
sician is  the  passage  of  the  scope  through  the  tortuous  sigmoid 
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colon.  It  would  follow  that  any  family  physician  who  has 
utilized  a short  colonoscope  (flexible  sigmoidoscope)  suc- 
cessfully, should  have  equally  good  results  with  the  longer 
colonoscope. 

There  are  numerous  benefits  to  training  primary  care  phy- 
sicians to  perform  colonoscopies.  Care  can  be  less  frag- 
mented. In  this  study,  the  primary  care  physician  functioned 
more  effectively  as  a case  manager.  Physicians  can  perform 
this  procedure  in  their  office  as  well  as  in  the  hospital.25  Of- 
fice-based colonoscopies  reduce  charges  by  approximately 
$300  or  $400  per  procedure.  Previously  established  skills  in 
flexible  sigmoidoscopy  and  training  in  colonoscopy/polyp- 
ectomy enabled  this  physician  to  offer  his  patients  more  ef- 
fective colorectal  cancer  screening. 

Medical  subspecialists  express  concerns  regarding  ad- 
equate structured  training  for  colonoscopy.26  These  concerns 
suggest  that  primary  care  physicians  should  be  required  to 
complete  approximately  100  procedures,  which  is  roughly 
equivalent  to  a fellowship.  Unilateral  adoption  of  such  train- 
ing standards  would  effectively  prohibit  physicians  from 
safely  and  competently  developing  these  skills  in  the  rural 
community. 

The  90%  success  rate  for  reaching  the  cecum  as  a mini- 
mum standard  for  evaluating  procedural  competence  has  also 
been  disputed  in  the  literature  and  by  surgical  societies.  A 
recent  study  suggested  that  85%,  rather  than  90%,  be  an  ac- 
ceptable RCR.27  Rural  community  physicians  have  recognized 
the  need  for  this  type  of  physician  training,  and  have  estab- 
lished similar  community-based  programs  for  primary  care 
physicians.2* 

In  summary,  colonoscopy  is  a technique  that  has  provided 
clinical  benefits  to  patients  in  rural  communities.  A primary 
care  physician  who  had  performed  approximately  300  previ- 
ous flexible  sigmoidoscopies  was  able  to  build  on  clinical 
experience  with  a total  of  1 1 supervised  colonoscopies.  As  a 
result,  access  to  this  type  of  care  has  improved  without  com- 
plication. This  information  suggests  that  the  quality  of  care 
is  high.  Subjective  patient  satisfaction  reports  indicate  that 

25 


' 


costs  in  travel,  time,  and  money  have  decreased.  An  impor- 
tant health  care  service  has  been  reinstated  within  the  com- 
munity. For  colonoscopy,  these  data  support  clinical  privi- 
leges for  physicians  who  gain  experience  and  documented 
ability  in  rural  community-based  environments. □ 
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Physicians  Beware! 
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| Promptly  Send  Address  Changes  to  BME 
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Intestinal  Aneuronosis — 
A Non-Lethal  Condition 


Keith  K.  Lau,  MD;  William  T.  Bingham,  MD 


Introduction 

We  report  a case  of  absence  of  enteric  innervation  and 
aganglionosis.  The  patient  had  severe  and  repeated  vomiting 
within  days  of  birth.  A surgical  bowel  resection  of  the  distal 
ileum  was  performed  and  the  pathologic  specimen  showed 
total  absence  of  ganglionic  and  other  neural  tissue  up  to  the 
proximal  part  of  the  terminal  ileum.  A literature  review  re- 
vealed only  seven  reported  cases,  all  of  which  were  fatal  in 
early  infancy,  unlike  our  patient,  who  is  currently  3 years  of 
age  and  is  thriving  normally. 

With  distinct  pathologic  findings,  different  presenting 
signs,  and  rarity  of  occurrence,  we  conclude  that  intestinal 
aneuronosis  and  total  colonic  aganglionosis  (long-segment 
Hirschsprung’s  disease)  are  two  separate  entities. 

Case  Report 

The  patient  was  born  to  a 24-year-old  primipara  at  4 1 weeks 
gestation  following  an  uneventful  pregnancy.  The  mother 
smoked  cigarettes  during  her  pregnancy,  but  there  was  no 
history  of  alcohol  consumption  or  use  of  prescribed  or  illicit 
drugs.  The  birth  weight  was  3.7  kg,  and  the  Apgar  score  was 
7 at  one  minute  and  9 at  five  minutes.  The  patient  voided  and 

I passed  meconium  within  the  first  24  hours  of  life  but  devel- 
oped bilious  vomiting  that  resulted  in  a transfer  to  our  neona- 
tal intensive  care  unit  at  36  hours  of  age.  Upon  admission  she 
was  alert,  afebrile,  and  eager  to  be  fed.  She  had  sustained  a 
weight  loss  of  260  gm.  Abdominal  distension  was  noted,  but 
no  abnormal  bowel  sounds  were  heard  on  auscultation.  An 
abdominal  radiograph  showed  dilated  loops  of  bowel.  Oral 
intake  was  withheld  and  the  patient  was  given  total  parenteral 
nutrition.  Her  abdominal  distention  resolved  over  the  next 
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several  days;  but  upon  reintroduction  of  oral  feeds,  bilious 
vomiting  redeveloped.  She  continued  to  pass  small  amounts 
of  stool  per  rectum.  Radiographic  contrast  studies  of  the  gas- 
trointestinal tract  were  inconclusive  and  not  indicative  of  a 
small  bowel  obstruction. 

At  two  weeks  of  age  the  patient  had  a laparotomy  that 
revealed  no  defined  obstructive  lesion.  The  surgeon  thought 
that  perhaps  there  was  a partial  torsion  of  the  small  intestine 
at  the  site  of  the  terminal  ileum,  but  no  other  abnormalities 
were  identified.  Postoperatively  she  once  again  developed 
vomiting  and  abdominal  distention  and  her  course  was  com- 
plicated by  Staphylococcus  aureus  sepsis  which  was  success- 
fully treated. 

When  she  was  6 weeks  of  age  a second  laparotomy  was 
performed  because  of  inability  to  tolerate  oral  feedings,  and 
clinical  findings  consistent  with  a bowel  obstruction.  The 
bowel  in  the  region  of  the  terminal  ileum  was  beefy-red,  with 
one  portion  near  the  terminal  ileum  kinked  on  itself,  proxi- 
mal to  which  the  bowel  was  dilated.  Approximately  9 inches 
of  ileum  were  resected,  leaving  about  2 inches  of  terminal 
ileum.  The  proximal  ileum  was  brought  up  for  creation  of  an 
ileostomy  and  the  distal  end  of  the  deal  resection  was  brought 
up  as  a mucus  fistula.  On  pathologic  examination,  all  sec- 
tions of  the  surgical  specimen  stained  with  hematoxylin  and 
eosin  and  neuron  specific  enolase  showed  complete  absence 
of  neural  elements.  Postoperatively,  the  child  was  maintained 
on  parental  nutrition  and  oral  feedings  were  gradually  intro- 
duced. At  4 months  of  age,  due  to  chronic  prolapse  of  the 
ileostomy,  the  patient  had  a surgical  revision,  with  the  resected 
surgical  specimen  moving  from  the  distal  to  proximal  por- 
tion. It  showed  a progressive  spectrum  ranging  from  absence 
to  hypoplasia  to  normal  and  ultimately  to  hyperplasia  of  neu- 
ral elements  innervating  the  ileum.  Oral  feedings  were  gradu- 
ally increased,  and  the  patient  was  discharged  home  at  25 
months  of  age  on  total  enteral  feedings. 

A pull-through  ileorectal  anastomosis  was  successfully 
performed  at  2.5  years  of  age,  and  currently  the  child  is  3 
years  of  age  and  is  normal  for  both  growth  and  neurologic 
development. 
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TABLE  1 

REPORTED  PATIENTS  WITH  ABSENCE  OF  THE  ENTERIC  NERVOUS  SYSTEM 


Patient 

Sex 

Intestine  Affected  Distal  to 

1 

F 

Duodenum 

2 

M 

Ileum 

3 

M 

Jejunum 

4 

F 

Duodenum 

5 

M 

Duodeno-jejunal  junction 

6 

F 

Duodeno-jejunal  junction 

7 

M 

Distal  duodenum 

Death 

Authors 

Year  Reported 

53  days 

Rudin4 

1986 

20  days 

Rudin4 

1986 

21  days 

Caniano11 

1985 

20  days 

Ahmed1 

1971 

24  days 

Boggs  and  Kidd13 

1958 

28  days 

Boggs  and  Kidd13 

1958 

10  days 

Bodian3 

1951 

Discussion 

Total  absence  of  the  enteric  nervous  system  is  very  rare, 
and  has  previously  been  reported  to  have  fatal  consequences.1' 
2 The  first  case  was  described  by  Bodian  et  al.5  A total  of  16 
cases1-4  5'1"  have  subsequently  appeared  in  the  English  medi- 
cal literature.  Upon  close  scrutiny,  however,  only  seven  cases 
have  shown  true  absence  of  both  ganglionic  tissue  and  en- 
teric innervation  (Table  1). 

In  all  of  the  seven  reported  cases,  newborn  infants  with 
total  absence  of  enteric  innervation  did  not  experience  se- 
vere abdominal  distension,  but  instead  manifested  persistent 
vomiting,  which  suggested  small  bowel  obstruction. 1-5-411"15 
Radiographic  contrast  studies  did  not  show  evidence  of  a 
megacolon,  as  might  be  found  in  classical  Hirschsprung’s 
disease.  All  of  the  previously  reported  infants  died  within  the 
neonatal  period.  Classical  Hirschsprung’s  disease  has  often 
been  associated  with  other  congenital  anomalies,'415  but  in 
all  the  reported  cases  of  total  absence  of  enteric  innerva- 
tion, the  condition  was  an  isolated  phenomenon.  The 
pathologic  findings  of  this  condition  are  very  different  from 
Hirschsprung’s  disease  in  that  there  is  not  only  absence  of 
ganglion  cells,  but  also  there  is  no  neural  hypertrophy  and  in 
fact  both  the  intrinsic  and  extrinsic  neural  elements  are  ab- 
sent. It  has  been  previously  postulated  that  intestinal 
aneuronosis  is  merely  an  extreme  manifestation  along  the 
spectrum  encompassing  classical  Hirschsprung’s  disease.12 
We  believe,  however,  that  the  clinical  course  and  histologic 
picture  are  different  from  Hirschsprung’s  disease,  and  pro- 
pose that  the  etiology  and  pathogenesis  of  Hirschsprung’s 
disease  and  intestinal  aneuronosis  are  distinct. 

The  development  of  the  enteric  nervous  system  has  been 
the  subject  of  extensive  investigation.16  Cranio-caudal  dis- 
persion of  the  neuroblast  from  the  vagus  was  demonstrated 
in  an  animal  model  by  Ynetema  and  Hammond,17  who  also 
demonstrated  that  removal  of  parts  of  the  vagal  neural  crest 
led  to  failure  of  neuroblast  migration  into  the  intestinal  tract. 
This  finding  was  further  confirmed  in  human  embryological 
studies  by  Okamoto  and  Uedal.1  They  also  established  that 
neuroblasts  settle  throughout  the  length  of  the  small  intes- 
tine around  the  7th  week  of  gestation.  Epstein  et  al,'x  in  chick 


embryo  studies,  proved  once  again  that  the  origin  of  the 
neuroblast  was  from  the  neural  crest. 

Various  mechanisms  have  been  invoked  by  various  au- 
thors concerning  the  pathogenesis  of  distal  aganglionosis  and 
absence  of  intestinal  innervation.5  Webster16  described  an 
animal  model  in  Piebald-lethal  mice  with  aganglionic 
megacolon,  but  no  definitive  pathogenic  process  was  consid- 
ered. The  most  widely  accepted  basis  for  long  segment 
aganglionosis  was  suggested  by  Okamoto  et  al.20  They  pro- 
posed that  aganglionosis  resulted  from  an  imbalance  between 
the  migration  of  neural  crest  cells  and  the  longitudinal  growth 
of  the  bowel.  Jones,21  Kuntz,22  and  Huthera25  have  put  for- 
ward a hypothesis  that  neuroblast  migration  from  both  cra- 
nial and  caudal  locations  suddenly  terminates.  They  ascribed 
the  phenomenon  of  long  segment  aganglionosis  to  the  fail- 
ure of  the  migration  of  neuroblasts  from  the  caudal  end  of 
the  intestine  into  the  rectosigmoid  colon.  The  hypothesis, 
however,  was  refuted  by  Ynetema  and  Hammond.16 

Interestingly,  Vaos24  conducted  a study  to  support  the  pos- 
tulate of  bigradient  development  of  intestinal  innervation.  He 
used  histomorphometric  methods  to  study  the  development 
of  intraganglionic  tissue  in  the  myenteric  plexus  of  the  hu- 
man embryo  from  1 1 to  24  weeks  gestation.  He  was  able  to 
show  differential  rates  of  development  quantitatively  at  both 
ends  of  the  intestine.  However,  it  is  known  that  all  the 
neuroblasts  settle  throughout  the  entire  gut  by  the  7th  to  1 2th 
week  of  gestation18  and  therefore  better  development  at  the 
ends  does  not  necessarily  imply  dual  origin  of  the  neuroblast. 
It  would  seem  that  the  development  of  the  submucosal  plexus 
lags  behind  the  development  of  the  myenteric  plexus,  and 
therefore  it  is  very  likely  that  underdevelopment  of  the  myen- 
teric plexus  would  lead  to  the  absence  of  the  submucosal 
plexus. 

Little  is  known  of  the  development  of  the  extrinsic  ner- 
vous system16-25  which  is  basically  sympathetic  in  nature  and 
absent  in  the  case  we  report.  Norberg26  and  Baumgarten27 
have  shown  that  sympathetic  fibers  grow  into  the  large  bowel 
along  the  vasculature.  The  nervous  elements  terminate  in  a 
synaptic  network  around  the  ganglion  cell  of  parasympathetic 
origin  in  both  the  small  and  large  intestine.  The  pathogenesis 
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of  the  absence  of  both  intrinsic  and  extrinsic  innervation  of 
the  bowel  remains  obscure. 

Boggs  and  Kidd,11  described  the  possibility  of  a smooth 
muscle  barrier  but  this  is  unlikely,  as  the  neuroblast  invades 
the  bowel  before  differentiation  of  smooth  muscle  in  the 
bowel.'1 

In  the  pathologic  specimen  of  our  patient  there  was  a pro- 
gression from  total  absence  of  nervous  tissue  distally  to  a 
hyperganglionic  zone  proximally,  suggesting  the  possibility 
that  the  migration  of  the  nervous  tissue  was  blocked  at  a cer- 
tain stage  of  development.  It  is  possible  that  the  blood  supply 
to  the  gut  was  interrupted  at  a critical  time  and  place,  leading 
to  the  discontinuation  of  nervous  innervation.  Such  a change 
in  the  local  gut  environment  could  also  block  the  migration 
of  neuroblasts  from  the  neural  crest.  This  would  result  in  the 
accumulation  of  ganglionic  and  nervous  tissue  proximal  to 
the  area  of  vascular  interruption  in  the  developing  gut  and 
the  total  lack  of  neural  elements  in  the  avascular  segment. 
This  theory  would  assume  transient  ischemia  and  rapid  re- 
sumption of  vascular  supply  to  the  involved  area  by  means  of 
collateral  circulation,  as  well  as  an  altered  enteric  microenvi- 
ronment and  aberrant  phenotypic  expression  of  crest-derived 
cells  in  the  gut.16 

Combining  the  results  of  various  studies, llt‘25  it  can  be 
shown  that  failure  of  migration  of  neuroblasts  in  different 
stages  will  result  in  different  clinical  presentations.  If  the 
“event”  started  at  the  7th  week  of  gestation,  the  entire  colon 
and  segments  of  the  ileum  would  be  affected.  Similarly, 
“events”  around  the  eighth  week  of  gestation  would  lead  to 
aneuronosis  in  the  distal  colon.  However,  if  the  “event”  oc- 
curred around  the  ninth  week  of  gestation,  only  the  descend- 
ing and  recto-sigmoid  colon  would  be  affected.  During  the 
10th  to  the  12th  week  of  gestation  “events”  would  lead  to  an 
affected  segment  in  the  rectosigmoid  colon. 

It  would  seem  likely  that  in  our  patient  there  was  an  inter- 
ruption of  the  blood  supply  at  the  site  of  the  terminal  ileum, 
which  led  to  the  total  absence  of  enteric  nervous  supply  dis- 
tal to  that  part  of  the  bowel. 


Conclusion 

From  the  information  that  we  have  been  able  to  gather, 
we  hypothesize  that:  (1)  neuroblast  migration  occurs  in  a 
cranio-caudal  direction,  (2)  the  pathogenesis  of  total  absence 
of  enteric  innervation  is  different  from  that  of  classical  and 
long  segment  Hirschsprung’s  disease,  (3)  it  is  possible  that 
the  total  absence  of  enteric  innervation  is  due  to  a transient 
vascular  accident  and  altered  enteric  microenvironment.  We 
also  conclude  that  intestinal  aneuronosis  is  no  longer  a uni- 
formly fatal  condition. □ 
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HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doctors  who  are  suffering 
from  the  disease  of  chemical  dependence,  or  mental  or  emotional  illness,  or  both,  including  certain  behaviors  prob- 
lematic for  physicians.  The  thrust  of  the  program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of 
physicians  who  have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these 
illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The  Committee  urges  family,  friends, 
and  associates  to  avoid  misguided  sympathy  which  enables  a physician’s  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone  message  service  available 
around  the  clock. 
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Introduction 

In  1995,  the  U.S.  Department  of  Agriculture  (USDA)  and 
Best  Start  Social  Marketing  embarked  on  the  development 
of  a national  breastfeeding  promotion  campaign.  This  cam- 
paign was  launched  in  August  1997,  coinciding  with  the 
World  Health  Organization’s  observance  of  World  Breast- 
feeding Week  (August  1-7).  This  is  a year-long  promotion 
entitled  “Loving  Support  Makes  Breastfeeding  Work.”  The 
campaign  petitions  the  Special  Supplemental  Nutrition  Pro- 
gram for  Women,  Infants,  and  Children  (WIC)  to  use  the 
media  and  local  resources  to  raise  public  awareness  of  the 
health  and  social  benefits  of  breastfeeding.  The  ongoing  cam- 
paign focuses  on  increasing  the  breastfeeding  rate  among  par- 
ticipants of  the  WIC  Program.  A participant’s  decision  to 
breastfeed  is  affected  by  many  factors,  including  opinions 
from  families,  friends,  media,  and  society.1 

Breastfeeding  Rates  Increasing 

The  U.S.  Department  of  Health  and  Human  Service’s 
Healthy  People  2000  goal  is  to  increase  the  breastfeeding  rates 
to  75%  of  infants  at  hospital  discharge  and  50%  at  six  months.2 
The  1995  Ross  Laboratories’  Mothers  Survey  shows  that 
59.7%  of  women  discharged  from  the  hospital  breastfed  and 
21.6%  were  still  breastfeeding  at  six  months  (Table  l).* 

Women  participating  in  the  WIC  Program  breastfeed  at 
lower  rates  than  the  non-WIC  population.  Historically,  WIC 
has  been  a diligent  supporter  of  breastfeeding.  In  1989,  the 
U.S.  Congress  earmarked  $8  million  for  WIC  breastfeeding 
promotion.  In  1994,  WIC  was  reauthorized  to  spend  $21  per 
average  number  of  pregnant  and  breastfeeding  women  served 
per  month  for  the  last  three  months  for  which  there  is  close 
out  data.4  At  the  federal,  state,  and  local  levels,  breastfeeding 
promotion  efforts  have  increased  since  1989. 4 Breastfeeding 
rates  are  growing  faster  among  WIC  participants  than  among 
the  rest  of  the  population.  The  Ross  Laboratories’  survey 
showed  that  between  1989  and  1995,  the  percentage  of  WIC 

Ms.  Fleming  is  the  Breastfeeding  Promotion  Coordinator, 

TDH  Nutrition  Services  Section. 
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TABLE  1 

BREASTFEEDING  RATES 


Breastfeeding 

In  Hospital 

At  6 Months 

United  States 

59.7  % 

21.6  % 

Tennessee 

50.6  % 

16.1  % 

WIC  (Tennessee) 

36.3  % 

8.2  % 

NON-WIC  (Tennessee) 

68.7  % 

25.6  % 

Source:  Ross  Laboratories'  Mothers  Survey.’ 


mothers  breastfeeding  in  the  hospital  increased  by  more  than 
36%  while  the  percentage  for  non-WIC  mothers  breastfeeding 
in  the  hospital  increased  12. 9%. 5 

In  a study  designed  to  identify  attitudinal  factors  regard- 
ing infant  feeding  in  an  indigent  population,  the  researchers 
identified  factors  affecting  the  decision  to  bottle  feed.  They 
concluded  that  those  women  with  an  education  of  less  than 
12  years,  under  the  age  of  35  years  and,  most  importantly, 
without  support  from  a significant  other  were  less  likely  to 
breastfeed.'’  In  a press  conference  in  August  1997,  Agricul- 
ture Secretary  Dan  Glickman  stated  that  the  government 
should  not  be  alone  in  encouraging  women  to  breastfeed.  He 
also  stated  it  was  important  for  men  to  support  and  encour- 
age breastfeeding  women.7 

Public  Education  Campaign 

It  has  been  implied  that  educational  programs  directed 
only  at  women  may  not  further  increase  breastfeeding  in  the 
indigent  population.7  When  USDA  and  Best  Start  collectively 
developed  and  implemented  a national  campaign  to  increase 
awareness  of  breastfeeding,  data  on  attitudes  and  determi-  [ 
nants  of  breastfeeding  among  WIC  participants  were  col-  | 
lected  in  selected  pilot  states  from  WIC  participants,  their 
family  members,  WIC  staff,  and  health  care  providers.  From 
this  information,  goals  for  the  campaign  were  set  which  in- 
clude encouraging  WIC  participants  to  begin  and  to  continue 
breastfeeding,  increasing  referrals  to  WIC  for  breastfeeding 
support,  increasing  general  public  acceptance  and  support 
of  breastfeeding,  and  providing  support  and  technical  assis- 
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tance  to  WIC  state  and  local  professionals  in  the  promotion 
of  breastfeeding.*  The  campaign  focuses  on  coalition  build- 
ing, utilizing  local  media,  and  effectively  promoting  breast- 
feeding. The  campaign  was  initially  implemented  in  nine  pi- 
lot state  agencies  (Arkansas,  California,  Iowa,  New  Jersey, 
New  York,  Mississippi,  Nevada,  Ohio,  West  Virginia)  and  one 
Indian  Tribal  Organization  (the  Chickasaw  Indian  Tribal  Or- 
ganization). The  other  states  have  been  urged  to  participate 
as  their  resources  permit. 

Tennessee  plans  to  participate  in  this  campaign  in  1997- 
1998.  The  Tennessee  WIC  Program  is  reviewing  access  to 
providing  television  media  promotion  utilizing  campaign  pub- 
lic education  announcements.  The  Tennessee  Department  of 
Health’s  Breastfeeding  Promotion  Coordinator  is  working 
with  the  Tennessee  Breastfeeding  Promotion  Coordinator  of 
the  Tennessee  Chapter  of  the  Academy  of  Pediatrics  to  de- 
velop strategies  to  disseminate  campaign  materials  to  preg- 
nant women  and  their  significant  others  through  WIC  clinics 
and  to  interested  community  health  care  professionals. 


Conclusion 

Although  the  Ross  Laboratories’  Study  clearly  shows  an 
increase  in  the  number  of  women  choosing  to  breastfeed, 
there  still  is  resistance  in  acceptance  of  breastfeeding  in  the 
community.  This  national  campaign  focuses  on  educating  the 
community  about  breastfeeding.  The  Healthy  People  2000 
goal  for  increasing  breastfeeding  is  obtainable  if  health  pro- 
fessionals and  the  general  public  focus  on  accepting  breast- 
feeding as  the  standard  infant  feeding  method. □ 
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The  Journal 


Vanderbilt  Morning  Report 

A 63- Year-Old  Woman  With  Back  Pain 


Case  Report 

An  otherwise  healthy  63-year-old  white  woman  was  ad- 
mitted to  Vanderbilt  University  Hospital  for  severe  back  pain. 
Five  weeks  earlier  she  had  noticed  back  pain  after  vigorously 
waving  a heavy  flag  on  a boat  for  several  hours.  She  described 
the  pain  initially  as  a dull  ache  over  her  left  flank,  which  was 
most  notable  while  sitting  or  lying  down.  Over  the  next  sev- 
eral weeks  the  pain  progressed  and  began  to  radiate  to  her 
left  chest  wall  and  abdomen,  so  that  she  was  unable  to  find  a 
comfortable  position.  Non-steroidal  anti-inflammatory  drugs 
(NSAIDs),  codeine,  and  glucocorticoids  prescribed  by  her 
physician  did  not  relieve  it,  and  she  had  minimal  improve- 
ment with  rest  and  physical  therapy.  She  had  had  no  prior 
back  injury  and  had  never  experienced  this  pain  before.  Six 
weeks  after  onset  of  the  pain  she  developed  nausea  and  vague 
abdominal  discomfort.  On  review  of  systems  she  denied  weak- 
ness, paresthesias,  altered  coordination,  radicular  symptoms, 
or  incontinence. 

On  physical  examination  the  patient  was  afebrile  with 
blood  pressure  1 23/74  mm  Hg,  pulse  94/min,  respiratory  rate 
20/min.  She  had  no  bony  tenderness  over  her  spine,  and  had 
normal  range  of  motion  in  all  directions  without  pain.  Straight 
leg  raise  test  was  normal.  Reflexes  were  2+  and  symmetric  in 
all  extremities,  and  she  had  normal  gait.  Cranial  nerves, 
strength,  sensation,  and  coordination  were  normal.  Cardio- 
pulmonary examination  was  also  normal.  There  was  no  ab- 
dominal mass  and  bowel  sounds  were  active,  but  she  had  ten- 
derness over  the  left  paraspinal  muscles  from  the  fourth 
lumbar  area  to  the  subscapular  region  and  in  the  lower  left 
quadrant  of  her  abdomen,  without  rebound  tenderness  or 
guarding.  No  lymph  nodes  were  palpable.  Her  SMA-6  re- 
vealed potassium  4.9  mEq/L  (normal  3.5  to  5),  sodium  135 
mEq/L  (normal  135  to  145),  chloride  97  mEq/L  (normal  95 
to  105),  bicarbonate  24  mmol/L  (normal  23  to  30),  BUN  1 1 
mg/dl  (normal  15  to  25),  and  creatinine  0.8  mg/dl  (normal 
0.7  to  1 .5).  Complete  blood  count,  liver  profile,  calcium,  PT, 
PTT,  and  urinalysis  were  normal.  Lumbosacral  x-rays  and 
MRI  of  the  spine  demonstrated  mild  degenerative  changes 
without  significant  disc  herniation  or  bony  abnormality.  Chest 
x-ray  showed  only  chronic  scarring  at  the  left  costophrenic 
angle.  Because  she  had  developed  abdominal  pain  in  addi- 


Presented  by  Connie  L.  Allen,  MD,  third  year  medical  resident, 
and  Jim  N.  Jirjis,  MD,  chief  medical  resident,  Vanderbilt 
University  Medical  Center,  Nashville. 


tion  to  back  pain,  a CT  scan  of  the  abdomen  was  performed, 
and  revealed  bilateral  adrenal  hemorrhage.  A cortrosyn- 
stimulation  test  revealed  adrenal  insufficiency. 

Once  her  adrenal  insufficiency  was  recognized,  the  pa- 
tient was  treated  with  intravenous  hydrocortisone.  Because 
of  the  association  with  adrenal  hemorrhage  and  malignancy, 
CT-guided  needle  aspiration  of  the  left  adrenal  gland  was 
done,  which  revealed  only  necrotic,  hemorrhagic  tissue  with- 
out tumor.  Further  evaluation  included  a normal  mammogram 
and  bone  scan.  A Pap  smear  done  12  months  previously  had 
demonstrated  no  malignancy.  Stools  were  heme-negative. 
Adrenal  hemorrhage  has  also  been  associated  with  granu- 
lomatous disease,  but  the  patient’s  chest  x-ray,  PPD,  and  urine 
histoplasmosis  antigen  were  negative.  Thyroid  function  tests 
were  normal.  Work-up  for  a hypercoagulable  state  included 
normal  protein  C and  protein  S activity  and  a negative  screen 
for  antiphospholipid  antibodies,  factor  V leiden,  and  anti- 
cardiolipin  antibodies.  In  addition,  she  had  no  evidence  of  a 
hemorrhagic  diathesis  with  normal  coagulation  studies  and 
she  was  not  taking  anticoagulants.  The  patient  improved  dra- 
matically on  glucocorticoids.  Her  hydrocortisone  was  slowly 
tapered  to  chronic  replacement  doses  over  the  next  week  and 
a mineralocorticoid  agent  was  added. 

Discussion 

Acute  bilateral  adrenal  hemorrhage  (ABAH)  has  previ- 
ously been  considered  an  obscure  disease  typically  diagnosed 
postmortem.  With  the  advent  of  CT  scanning,  ABAH  is  be- 
ing diagnosed  with  increasing  frequency  in  critically  ill  pa- 
tients with  acute  adrenal  insufficiency.1'3  As  in  the  case  pre- 
sented here,  however,  ABAH  may  also  develop  insidiously 
in  seemingly  healthy  patients  with  nonspecific  complaints 
such  as  abdominal  or  back  pain,  fever,  weakness,  anorexia, 
nausea,  and  vomiting.  In  critically  ill  patients,  signs  of  adre- 
nal insufficiency  with  refractory  hypotension,  hyperkalemia, 
and  hyponatremia  may  be  more  prominent,  and  one  must 
consider  adrenal  hemorrhage  when  there  is  an  unidentified 
source  of  blood  loss.14  Regardless  of  how  it  presents  itself, 
ABAH  will  invariably  progress  to  adrenal  crisis  and  shock  if 
not  diagnosed  and  treated  expeditiously.  The  pathogenesis 
of  ABAH  is  thought  to  be  related  to  the  intrinsic  vulnerabil- 
ity of  the  adrenal  circulation  to  hemorrhage  from  the  high 
rate  of  blood  flow  into  the  glands,  with  drainage  from  a single 
central  vein.  Patients  at  greatest  risk  for  ABAH  include  those 
with  thromboembolic  disease,  coagulopathy,  including  iatro- 


32 


Tennessee  Medicine  ~ January , 1998 


genic  use  of  anticoagulants,  and  highly  stressful  conditions 
such  as  surgery,  trauma,  burns,  or  obstetric  complications. 
Cases  have  also  been  reported  in  association  with  medical 
illnesses  such  as  diabetes,  myocardial  infarction,  heart  fail- 
ure, cancer,  cirrhosis,  inflammatory  bowel  disease,  or  any 
severe  infection,  particularly  neonatal  sepsis. 1-3  Our  patient 
is  unusual  in  that  she  did  not  appear  to  have  any  of  the  classic 
predisposing  factors  for  ABAH,  and  the  literature  lacks  case 
reports  or  descriptions  of  such  patients. 

Diagnosis  of  ABAH  can  be  made  by  visualizing  bilateral 
adrenal  hemorrhage  on  CT  scan  and  by  confirming  hormonal 
dysfunction  with  an  abnormal  corticotrophin-stimulation  test. 
Acute  management  of  this  disease  depends  on  the  severity  of 
adrenal  insufficiency.  Patients  who  are  hemodynamically 


stable  should  be  treated  immediately  with  high-dose  glucocor- 
ticoid replacement.  Mineralocorticoid  therapy  can  be  added 
as  the  hydrocortisone  dose  is  tapered.  Those  who  are  unstable 
require  aggressive  resuscitation  with  fluids  and  high-dose  in- 
travenous dexamethasone  until  tests  confirm  adrenal  insuffi- 
ciency. Treatment  of  suspected  adrenal  insufficiency  should 
never  be  delayed,  as  favorable  prognosis  is  associated  with 
prompt  steroid  replacement.1 
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News  and  Views 


TMA  Alliance  Report 


SAVE-A-Shelter 

“For  years,  Johnson  City  lacked  a full-service 
domestic  violence  shelter;  instead,  the  victims  of 
domestic  abuse  were  “warehoused”  at  the  local 
homeless  shelter.  With  the  help  of  the  Medical 
Auxiliary  (Washington-Unicoi-Johnson  County 
Medical  Association),  our  dream  for  a freestand- 
ing “home”  for  these  women  and  children  is  now 
a reality. 

“The  new  Safe  Passage  Domestic  Violence  Shel- 
ter served  218  women  within  its  first  year  of  op- 
eration. The  Medical  Auxiliary’s  continual  effort 
to  create  public  awareness  of  domestic  violence  and 
their  on-going  fund-raising  activities  have  greatly 
aided  our  efforts  in  establishing  Safe  Passage.” 

Mickii  Carter 

Former  Mayor  of  Johnson  City 

The  AMA  Alliance’s  SAVE-A-Shelter  initiative  has  united 
physicians  and  physicians’  spouses  at  the  state  and  county  level 
to  adopt  shelters,  transition  homes,  rape  crisis  centers  and  other 
community  resources  for  abused  women  and  children  in  its  fight 
to  end  violence  and  abuse. 

In  Tennessee  alone,  more  than  46,000  women  and  children 
were  served  by  one  of  the  state’s  41  shelters  within  the  past 
year.  Creative  fund-raising  initiatives  such  as  Nashville’s 
Pcittycake  Tea  Party , a fashion  show  for  children  with  a Madeline 
theme,  and  Johnson  City’s  No  Show  Run  represent  an  unprec- 
edented effort  by  Tennessee’s  medical  alliances  to  support  do- 
mestic violence  shelters. 

The  SAVE-A-Shelter  Program  has  reached  millions  of 
children  through  its  distribution  of  materials  such  as  the  “I 
CAN  Choose”  workbooks  and  “Hands  Are  NOT  for  Hitting” 
place  mats  that  teach  children  nonviolent  means  of  conflict 
resolution. 

Other  Alliance  activities  include  organizing  candlelight 
memorial  vigils,  sponsoring  billboards  and  hotline  cards,  hold- 
ing shelter  drives  for  clothing,  toys  and  personal  toiletries,  host- 
ing seminars  to  increase  community  awareness  of  domestic 
violence,  and  promoting  continued  physician  education  on 
this  important  topic. 

Through  its  many  public  awareness  programs  on  domestic 
violence  and  its  fund-raising  efforts,  Tennessee’s  medical  alli- 
ances have  been  recognized  for  their  support  of  critical  public 
health  issues  that  affect  the  quality  of  life  and  health  care  of 
members  of  our  communities. 

SAVE-A-Shelter  is  an  extension  of  the  SAVE  Program  to 
Stop  America’s  Violence  Everywhere,  launched  by  the  AMA 
Alliance  in  October  1995  and  the  Physicians’  Campaign 
Against  Family  Violence,  launched  by  the  AMA  in  1991.  It 
is  the  1997  recipient  of  the  Summit  Award  from  the  Ameri- 
can Society  of  Association  Executives. 

Terry  M.  Brasfield 

Upper  East  Regional  Vice-President 


In  Memoriam 


Arden  J.  Butler,  MD,  age  66.  Died  October  24,  1997.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Northwest  Tennessee  Academy  of  Medicine. 

Rae  B.  Gibson,  MD,  age  91.  Died  October  5,  1997.  Graduate  of 
Loma  Linda  University  School  of  Medicine.  Member  of  Greene 
County  Medical  Society. 

William  P.  Hardy,  MD,  age  80.  Died  October  3,  1997.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Roane-Anderson  County  Medical  Society. 

A.  G.  Kennedy,  MD,  age  70.  Died  October  1997.  Graduate  of  j 
University  of  Tennessee  College  of  Medicine.  Member  of  Knox-  I 
ville  Academy  of  Medicine. 

Charles  W.  MacMillan  Jr.,  MD,  age  71 . Died  October  24,  1997. 
Graduate  of  Cornell  University  Medical  College.  Member  of  I 
Nashville  Academy  of  Medicine. 

Jesse  Quillian,  MD,  age  77.  Died  October  17,  1997.  Graduate 
of  Medical  College  of  Georgia.  Member  of  Chattanooga- 
Hamilton  County  Medical  Society. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new  : 
members  to  the  Tennesssee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Rickey  L.  Hutcheson,  DO,  Cleveland 
Scott  X.  Meisel,  DO,  Cleveland 
Gary  S.  Voytik,  DO,  Cleveland 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Padmaja  S.  Shinde,  MD,  Manchester 

LAKEWAY  MEDICINE  SOCIETY 

Laura  A.  Powell,  MD,  Morristown 

MAURY  COUNTY  MEDICAL  SOCIETY 

James  R.  Hayes  II,  MD,  Columbia 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

RaifW.  Elsakr,  MD,  Memphis 
John  W.  Hayden  Jr.,  MD,  Collierville 
Alton  L.  Hunter  Jr.,  MD,  Memphis 
Rolando  J.  Leal,  MD,  Memphis 
David  C.  Leggett,  MD,  Memphis 
Michael  C.  Levin,  MD,  Memphis 
Mark  D.  Logsdon,  MD,  Memphis 
Lisa  M.  Myers,  MD,  Memphis 
Charles  F.  Potter,  MD,  Cleveland,  OH 
James  T.  Rester,  MD,  Memphis 
Michelle  M.  Rester,  MD,  Memphis 
Richard  R.  Scallion,  MD,  Memphis 
Angela  M.  Schulz,  MD,  Memphis 
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Frank  D.  Vrionis,  MD,  Memphis 
Bradley  A.  Wolf,  MD,  Memphis 
Julianna  M.  Zei,  MD,  Cordova 


NASHVILLE  ACADEMY  OF  MEDICINE 

(Students) 

Yasmine  S.  Ali 

James  M.  Luther 

Julia  F.  Alvarado 

Stephanie  A.  McAbee 

William  B.  Burnette 

Heather  M.  McGehean 

Andrea  T.  Cruz 

Todd  A.  Michener 

Phillip  S.  Cuculich 

Frank  E.  Mullens 

Nicole  Daamen 

Samir  M.  Parikh 

Paul  T.  De  Florio 

Ellen  E.  Parker 

Jennifer  A.  Domm 

Barron  L.  Patterson 

Sister  Mary  Diana  Dreger 

Selina  Shah 

James  P.  Eaton 

Timothy  J.  Sherry 

Robert  F.  Garza 

Emily  S.  Thelen 

James  D.  Grippo 

Kenneth  T.  Thomas 

Cameron  C.  Johnson 

Don  N.  Udall 

Jesse  P.  Jorgensen 

Robert  C.  Van  Winkle 

Michael  R.  Konikoff 

Eric  L.  Wallace 

Amir  Lagstein 

Charles  J.  Wray 

Carisa  A.  Lee 

OVERTON  COUNTY  MEDICAL  SOCIETY 

Robert  B.  Nelson,  MD,  Livingston 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Mary  H.  Johnson,  MD,  Gallatin 
Neelam  M.  Kawatra,  MD,  Gallatin 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Bruce  S.  Rubinowicz,  DO,  Franklin 

WILSON  COUNTY  MEDICAL  SOCIETY 

Gregory  S.  Grant,  MD,  Lebanon 


[ AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  October  1997.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Lewis  J.  Bellardo,  MD,  Nashville 
Michael  W.  Bible,  MD,  Bristol 
David  B.  Dunn,  MD,  Hermitage 
Lawrence  G.  Gardner,  MD,  Memphis 
Michael  A.  McAdoo,  MD,  Milan 
Lawrence  S.  Nagle,  MD,  Chattanooga 
Bernard  L.  Parham,  MD,  Chattanooga 
Paul  E.  Perryman,  MD,  Columbia 
Jeffrey  P.  Robbins,  MD,  Bristol 
Jerome  W.  Thompson,  MD,  Germantown 
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Personal  News 


The  following  TMA  members  have  been  named  Fellows  of 
the  American  Academy  of  Family  Physicians:  Loren  Crown, 
MD,  Covington;  Anthony  G.  Lyon,  MD,  Knoxville;  Robert  E. 
McDonald  Jr.,  MD,  Knoxville. 

James  D.  King,  MD,  Selmer,  has  been  named  Family  Physician 
of  the  Year  by  the  Tennessee  Academy  of  Family  Physicians. 

Thomas  A.  Smith,  MD,  Winchester,  has  been  installed  as  presi- 
dent of  the  Tennessee  Academy  of  Family  Physicians. 


CME  Opportunities 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

Feb  16-19  10th  Annual  Update  in  Obstetrics  and  Gynecology — 
Grand  Cayman  Island,  BWI 
Feb  21-22  Radiology  Conference 

Feb  23-24  Pediatric  Advanced  Life  Support  Provider  Course 
March  7-14  Current  Issues  in  Obstetrics  and  Gynecology — 
Snowmass  Village,  Colo. 

March  15-20  31st  Annual  Review  Course  for  the  Family  Physician 
April  2-4  Symposium  on  Critical  Care  and  Emergency  Medi- 
cine— Hot  Springs,  Ark. 

April  20-21  Pediatric  Advanced  Life  Support  Provider  Course 
May  7-8  Update  ’98 

May  8 Maspen  1 1th  Annual  Nutrition  Symposium 
May  22  Pediatric  Advanced  Life  Support  Recertification 

Course 

May  30  Mempis  Eye  Convention 

June  4-5  1998  General  Surgery  Update 

June  15-16  Advanced  Pediatric  Life  Support  Provider  Course 

Aug  3-8  Contemporary  Issues  in  Obstetrics  and  Gynecology 

Sept  21-22  Pediatric  Advanced  Life  Support  Provider  Course 

Sept  24-25  29th  Memphis  Conference  on  the  Newborn 
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Nov  20  Pediatric  Advanced  Life  Support  Recertification 
Course 

Chattanooga 

Feb  22-27  Clinical  Medicine — Maui,  Hawaii 

April  12-16  Primary  Care  Medicine  Update — San  Juan,  P.R. 

June  10-13  Family  Medicine  Update 


For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and  departments 
in  the  medical  school  to  allow  practicing  physicians  to  participate  in 
the  service’s  activities  for  a period  of  one  day  to  one  week.  This 
program  provides  an  opportunity  for  physicians  to  study  in  depth 
for  a specified  period.  The  schedule  of  activities  is  individualized  in 
response  to  the  physician’s  request  by  the  participating  department. 
The  experience  includes  conferences,  ward  rounds,  audiovisual 
materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


Board  of  Medical  Examiners 

Board  of  Medical  Examiners  Reversed: 

Name:  Frank  McNiel,  MD,  and  Janet  McNiel,  MD 

The  Tennessee  Supreme  Court  concurred  with  a Court  of 
Appeals  opinion  dated  March  5,  1997,  in  which  the  appellate 
court  reversed  a 1995  Board  of  Medical  Examiners  sanction 
against  the  medical  licenses  of  both  Drs.  Frank  and  Janet  McNiel 
for  allegedly  overprescribing  controlled  substances.  The  Board 
had  sought  to  place  the  McNiels’  licenses  on  probation  and  to 
refer  them  to  the  TMF’s  Impaired  Physician  Program.  The  Court 
of  Appeals  noted  that  the  “conclusions  of  the  Board  and  its  judg- 
ment are  without  necessary  support  of  necessary  material  and 
substantial  evidence.”  Additionally,  the  Board  lacked  adequate 
expert  testimony  to  back  up  its  ruling. 

Tennessee  Medicine  Policy 

Tennessee  Medicine  publishes  the  actions  of  the  Board  of  Medi- 
cal Examiners  directly  from  the  Department  of  Health’s 
monthly  sunshine  notice.  TM  A policy  calls  for  Tennessee  Medi- 
cine to  print  corrections,  retractions,  or  case  updates  as  they 
are  received  from  the  Department  of  Health.  Physicians  whose 
case  results  are  overturned  or  modified  by  either  the  Board  of 
Medical  Examiners  or  final  judicial  action  may  request,  through 
appropriate  supporting  documentation,  that  Tennessee  Medi- 
cine print  an  update  in  the  next  possible  publication. 


Team  Health  has  Immediate  Opportunities 


Tri-Cities* 

NashviHe*  Knoxvj,|e. 


Chattanooga* 


Directorships  & Regular  Staffing  Opportunities 

Greater  Chattanooga  Area  — Annual  ED  patient  volumes  for 
these  facilities  in  the  Chattanooga  area  range  from  12,000  to  18,000. 
Chattanooga  is  home  to  the  Tennessee  Aquarium  and  the  Chatta- 
nooga Choo  Choo. 

Greater  Knoxville  Area  — These  facilities  in  the  Knoxville 
area  have  annual  ED  patient  volumes  ranging  from  12,000  to 
40,000.  Knoxville  is  located  in  the  foothills  of  the  Smoky  Mountains 
in  beautiful  East  Tennessee. 

Greater  Nashville  Area  — This  area  has  several  facilities  with 
ED  volumes  ranging  from  18,000  to  30,000.  There’s  never  a dull 
moment  with  all  of  the  recreational  and  cultural  opportunities 
provided  by  Tennessee’s  state  capital. 

Tri-cities  Area  — Approximate  annual  ED  patient  volume 
for  these  facilities  is  18,000  to  23,000.  The  Tri-cities  area  is 
nestled  in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  of  northeast  Tennessee. 

Team  Health  is  seeking  EM,  IM  or  FP  physicians  for  these 
emergency  medicine  opportunities.  We  offer  competitive 
compensation,  flexible  scheduling  with  no  on-call  and  paid 
malpractice  insurance. 

For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 

Visit  us  on  the  Internet  at  http:// www. team-health.com 


TEAM 

HEALTH 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  a physician 
staffing  group  located  in  Knoxville,  Tennessee,  has 
full-  or  part-time  opportunities  available  in  rural 
emergency  departments  in  Tennessee,  Kentucky,  Virginia 
and  Georgia.  Physicians  who  have  completed  a residency 
in  Emergency  Medicine  or  a Primary  Care  specialty  with 
Emergency  Medicine  experience  will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid  malprac- 
tice insurance. 


For  more  Information,  fax  your  C V 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

1-800-577-7707 


ECC 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for  the  first  50 
words  ($25  for  TMA  members),  25  cents  for  each  additional  word. 
Count  as  one  word  all  single  words,  two  initials  of  a name,  single  num- 
bers, groups  of  numbers,  hyphenated  words,  and  abbreviations.  Adver- 
tisers may  utilize  a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN  37212-0909.  Use 
of  this  box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd  month 
preceding  the  desired  month  of  publication,  and  will  be  subject  to  ap- 
proval. No  phone  orders  will  be  accepted.  Payment  must  accompany 
order.  Each  listing  will  be  removed  after  its  first  publication  unless  oth- 
erwise instructed.  Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box  120909,  2301 
21st  Ave.  South,  Nashville,  TN  37212-0909.  Phone  (615)  385-2100. 


OB/GYN  NEEDED 

NORTHERN  ARKANSAS 

Busy,  collegial  group  of  five  seeks  BC/BE  OB/GYN.  Beau- 
tiful, spacious  offices  directly  across  street  from  state-of- 
the-art  hospital.  Charming  university  community  one  hour 
from  Memphis. 

Contact:  Sherry  Andrews,  1-800/546-0954,  ID#5425JT, 
FAX:  314/726-3009,  e-mail:  careers@cejka.com. 


National  HIV  Telephone 
Consultation  Service 

800-933-3413 

This  toll-free  “Warmline”  telephone  consulta- 
tion service,  based  at  San  Francisco  General 
Hospital,  is  available  to  physicians  and  other 
health  care  providers  with  HIV-related  clinical 
management  questions. 

Calls  are  answered  by  a team  of  HIV  experts 
consisting  of  physicians,  nurse  practitioners, 
and  clinical  pharmacists. 

Consultants  are  on  duty  between  1 0:30  am  and 
8:00  pm  EST.  Calls  at  other  times  are  recorded 
and  returned  as  soon  as  possible. 

Funded  through: 

Health  Resources  and  Service  Administration, 
AIDS  Education  and  Training  Centers,  and  the 
American  Academy  of  Family  Physicians. 


NORTHEASTTENNESSEE  OPPORTUNITIES 

NORTHEAST  TENNESSEE  POSITIONS  AVAILABLE— All  located  in  the  same  area. 

Family-oriented  community,  with  the  beauty  of  the  mountains  and  lakes.  Population  57,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  six  already  established  primary  care  physi- 
cians. The  practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Excel- 
lent call  schedule! 

#2  Have  need  for  Family  Practice,  IM/Peds,  or  Peds  physicians  to  form  a multispecialty  group  or  general 
Family  Practice.  Will  discuss  either  salaried  or  guarantee  assistance.  Office  space  is  available. 

#3  Need  one  Family  Practice  physician  to  join  two  other  FPs.  Will  work  with  them  in  their  office  while  they 
phase  out  toward  retirement,  therefore  leaving  their  practice  to  someone  they  are  sure  will  give  their 
patients  quality  care.  Will  share  call  with  six  other  primary  care  physicians. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact: 

Anne  Helvey,  Director  of  Physician  Services 
North  Side  Hospital,  Sycamore  Shoals  Hospital 
Johnson  City  Specialty  Hospitals 
401  Princeton  Road, 

Johnson  City,  TN  37601 
Telephone  (423)  854-5805 
Fax  (423)  854-5748 
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List  of  Advertisers 


TMA  PHYSICIAN  SERVICES,  INC. 

A Subsidiary  ai  THE  TENNESSEE  MEDICAL  ASSOCIATION 

2301  21st  Avenue  South  • PO  Box  120909  • Nashville.  Tennessee  37212-0909 
Phone  (615)  38S-2IOO  • Far  (61S)  383-S9I8 

April  25,  1997 

Dear  Doctor: 

We  are  pleased  to  announce  that  TMA  Physician  Services  has 
entered  an  agreement  with  American  Business  Forms  and 
Promotions  (ABF),  the  third  largest  independent  distributor  of 
office/computer  supplies  and  business  forms  in  the  U.S.,  as  the 
vendor  of  choice  to  bring  you  a new  membership  benefit.  This 
program  has  been  designed  exclusively  for  TMA  members  and 
offers  a high  quality  and  cost  effective  office  products  group 
purchasing  program  that  guarantees  to  reduce  your  costs. 

The  American  Business  Forms  and  Promotions  will  arrange  an 
exclusive  toll-free  number  to  facilitate  the  ease  of  ordering  and 
will  be  promoting  in  the  near  future  a website  for  on-line  orders  as 
well.  American  guarantees  savings  and,  in  most  cases,  overnight 
delivery  regardless  of  the  size  of  the  order  with  no  shipping 
charges.  If  a product  or  special  item  is  not  in  stock,  American  will 
locate  it  for  you. 

We  invite  your  consideration  of  this  quality  product  and  cost 
effective  program. 

Sincerely, 

Charles  W.  White,  M.D. 

President 


GUARANTEED  VENDOR  NO  FREIGHT 
SAVINGS  OF  CHOICE  CHARGES 


0 YES,  PLEASE  RUSH  ME  THE  TMA 
MEMBER  KIT!  FAX  1-800-440-9807 
AND  START  SAVING  MONEY  TODAY! 


PRACTICE  NAME 

CONTACT 

ADDRESS 

CITY STATE ZIP. 


FAX  NO. 

PHONE  NO. 


TOLL  FREE 

FAX  800-440-9807  PHONE  888-921-7283 


*OFFICE  SUPPLIES*COMPUTER  SUPPLIES  & 
EQUIPMENT*MEDICAL  FORMS  &PRINTING 
♦MEDICAL  SUPPLIES*INDEX'S*PATIENT 
FOLDERS* HYGIENE  SUPPLIES*PROMOTIONAL 
ITEMS*COMMUNICATIONS* 
♦UNIFORMS* 


TMA/AMERICAN 
Group  Purchasing  Program 

TMA 
Physician 
'Services,  iv, 


American  Business  Forms 38 

Biosite  Diagnostics 6 

Carolyn  Avery  & Associates,  Inc 20 

Carter,  Young,  Lankford,  & Roach,  PC 13 

Cejka  & Company 37 

Emergency  Coverage  Corporation 36 

Healthline  Management  Inc 16 

Hoover  & Associates 3 1 

Johnson  City  Hospitals 37 

Passport  Health  Communications 39 

Staff  Care,  Inc 20 

State  Volunteer  Mutual  Insurance  Company 40 

Team  Health 36 

The  TMA  Association  Insurance  Agency,  Inc 4,  33 

U.S.  Army  Reserve 1 1 

U.S.  Medical  Management 2 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References— References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  ah 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
"top,"  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 


TMA® 

Endorsed 
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Searching  the  WORLD 
Wide  Web  for  H 


The  k^^oreaching  these  on  the  World  Wide  Web. 

Passport  Health  Communications  offers  cost-effective,  easy  to 
understand  Internet  solutions  for  the  health  care  industry. 


• Practice.Net  — easy,  inexpensive  access  to  the  future 
with  your  own  custom-designed  Web  page. 

• OneSource  — immediate  access  to  eligibility,  claims 
status,  provider  panels  and  more  with  just  a point 
and  click. 

• Internet  Consulting  — development  of  long-term 
communications  strategy  utilizing  the  Internet. 


For  more  information,  check  out  our  web  site: 

www.passporthealth.com  or  call  1-888-661-5657 


II  PASSPORT  HEALTH  COMMUNICATIONS 


Your  ticket  to  the  Internet 
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A Subsidiary  of  the 
Tennessee  Medical  Association 
230 1 2 1 st  Avenue  South 
P.O.  Box  120909 
Nashville,  TN  37212-0909 

Marketing  Inquiries  Contact 
Director  of  Marketing 
1089  Bailey  Avenue 
P.O.  Box  1 1 09 

Chattanooga,  TN  3 740 1-1 109 
1-888-616-7873 


Dedicated  to 
adding  value 
to  your  TMA 
Membership! 


■ Car  Rental 

• Alamo  Rent-A-Car,  Inc.  — 1-800-354-2322 
With  Alamo's  great  rates,  you  get  everything  you 

need  for  the  road  at  less  than  you 've  ever  expected.  Simply 
call  1-800-354-2322  (request  rate  code  by  ID#  93128). 

■ Collection  Services 

• I.C.  System  — 1-800-685-0595 

Offering  TMA  members  the  finest  account  receivable 
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President’s  Comments 


R.  Benton  Adkins,  MD 


Neighbors 

I was  one  of  the  invited  guests  at  the  North  Carolina  Medical  Society’s  annual  meeting  in 
November  at  Pinehurst,  North  Carolina.  What  a wonderful  experience!  I was  included  in  their 
meeting  at  every  level  in  a very  special  way.  My  family  and  I were  given  one  of  the  best  rooms. 
I had  a dear  friend  Dr.  Bob  Youngblood,  the  current  president  of  the  North  Carolina  Surgical 
Association,  act  as  my  assigned  host.  Their  president,  Dr.  Caroline  Ferree,  had  us  sit  at  her  table 
for  the  annual  past  president’s  black  tie  banquet.  I was  introduced  at  each  House  of  Delegate’s 
meeting  and  was  asked  to  participate  in  the  meeting  of  the  AMA  Federation  Team  Committee’s 
regular  meeting,  being  held  there  at  the  same  time. 

Pinehurst’s  famous  “Old  Second”  golf  course  will  be  the  site  of  the  1999  U.S.  Open  Golf 
Tournament.  It  is  one  of  the  prettiest  and  best  courses  in  the  country,  I am  told.  The  hotel  is  a 
magnificent  old  structure  with  modern  guest  rooms,  elegant  meeting  rooms,  ballrooms,  and 
dining  rooms.  Fall  came  late  in  the  Piedmont  this  past  year  and  the  third  weekend  of  November 
found  the  hardwoods  at  their  peak  of  color  for  the  meeting.  I understand  the  leaves  all  fell  off 
the  week  after  we  left,  but  for  those  four  or  five  days  that  we  were  there  they  were  spectacular. 

Our  neighbors  to  the  east  hold  their  State  Medical  Society  annual  meeting  at  the  Pinehurst 
Resort  and  Country  Club  each  year.  They  invite  the  presidents  of  their  bordering  states  to  be 
their  guests,  and  they  pay  all  their  expenses.  They  take  great  pride  in  having  all  their  past  presi- 
dents, county  society  delegates  and  officers,  and  state  specialty  society  leaders  meeting  to- 
gether each  year.  Meeting  in  a nice  place,  inviting  their  neighbors,  talking  about  medicine  and 
surgery  and  the  business  at  hand  for  the  doctors  and  their  patients — they  have  a real  meeting. 

North  Carolina  doctors  also  have  a physician-owned  and  operated  managed  care  organiza- 
tion, competing  with  the  other  managed  care  groups  being  run  by  the  type  of  non-doctor  man- 
agers who  would  have  failed  to  make  an  A in  organic  chemistry. 

The  North  Carolina  Medical  Society  has  retained  a level  of  class  and  elegance  from  the  past 
as  it  prepares  itself  for  the  next  century.  It  serves  the  members  and  the  specialty  groups  in  a 
wonderful  way.  It  deserves  and  receives  the  overwhelming  support  of  the  physicians  of  the 
state.  They  take  great  pride  in  its  ownership,  its  management,  and  its  success.  We  could  learn  a 
lot  from  our  neighbors  in  North  Carolina.  They  have  had  two  women  serve  as  president,  with 
Dr.  Ferree  being  the  most  recent. 

I would  like  to  see  the  Tennessee  Medical  Association  begin  to  function  in  a way  that  would 
encourage  a resurgence  of  the  interest  and  enthusiasm  that  it  once  had.  It  would  always  meet  in 
a nice  place — convenient  and  beautiful.  The  general  educational  program  would  have  students 
and  residents  from  all  of  the  four  schools  and  all  training  programs  giving  papers  and  discuss- 
ing scientific  subjects.  The  medical  and  surgical  specialty  societies  would  have  their  own  meet- 
ings, and  they  would  be  followed  in  the  evenings  by  great  banquets  with  dancing  and  camarade- 
rie. Issues  of  pressing  importance  and  interest  for  the  House  of  Delegates  would  be  discussed  in 
the  halls  and  at  meals.  The  past  presidents  of  the  TMA  would  attend,  dress  up,  and  wear  their 
medallions,  meet  for  breakfast  and  have  a formal  banquet  just  for  them  and  their  guests.  This 
would  be  done  with  the  help  and  encouragement  of  our  willing  and  able  staff  seeing  to  the 
details  and  making  it  happen.  I have  that  dream  for  the  TMA. 

I saw  it  all  happen  at  Pinehurst  in  November.  I feel  very  fortunate  just  to  be  a neighbor  of  a 
state  whose  medical  society  functions  with  such  grace  and  elegance. 
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Editorials 


John  B.  Thomison,  MD 


A Valentine  for  You — Sort  of 

It  is  right  now  a week  before  Christmas,  and  the  absolute  deadline  for  anything  to  go  into  this 
publication  went  scampering  by  three  days  ago.  At  that  time  we  were  still  lacking  about  a third 
of  its  contents,  including  the  President’s  contribution.  And  mine,  too,  because  I have  to  see  what 
comes  in  before  I write  some  editorials.  However,  this  month  this  is  all  you  get.  Our  deadline  for 
contributors  used  to  be  (as  it  actually  still  is)  the  tenth  of  the  month,  but  now,  with  desktop 
publication  having  reached  a level  of  sophistication  and  perfection  rivaling  the  best  the  publica- 
tion houses  have  to  offer,  our  efficient,  talented  managing  editor  can  knock  out  an  edition  of  this 
journal  in  record  time,  and  all  the  printing  house  has  to  do  is  run  its  presses  and  mail  out  the 
product.  This  month,  though,  our  efficient,  talented  managing  editor,  though  her  talents  remain 
intact,  has  joined  the  rest  of  us  laggards  in  not  reaching  her  usual  level  of  efficiency.  You  might 
notice  the  effects  of  this  office-wide,  nay  worldwide,  sloth  in  the  arrival  of  your  magazine  a bit 
later  than  usual,  though  it  is  hard  for  me  to  imagine  that  you  will  have  exactly  been  turning  blue 
from  holding  your  breath. 

Having  now  used  up  about  a third  of  the  length  more  or  less  expected  for  this  page  without 
having  said  anything,  I shall  attempt  to  say  something  to  fill  up  the  rest  of  it.  If  you  have  perused 
your  table  of  contents,  which  according  to  our  own  polls  and  those  of  others  indicate  most 
readers  do  first,  you  will  likely  have  noticed  that  our  Journal  section  is  concerned  with  diseases 
of  the  elderly,  a category  into  which,  at  least  according  to  the  calendar,  I myself  fit,  though  I 
have  to  say  that  date  of  birth  is  the  only  criterion  that  places  me  there — or  so  / think.  Or  at  least 
most  of  the  time  that’s  what  I think.  Right  now  I’m  not  so  sure. 

Up  to  this  point  I haven’t  been  able  even  to  come  to  grips  with  Christmas.  And  now  I am 
supposed  to  be  thinking  of  a Valentine  editorial,  or  at  least  that’s  what  the  title  of  this  piece 
suggests  I am  about.  Valentine  is  a thought  that  keeps  scurrying  around  in  my  brain,  and  some- 
times manages  to  surface.  But  more  often  it  is  unfulfilled  Christmas  intentions  and  wishes  that 
push  all  thoughts  of  Saint  Valentine  and  his  day  into  its  nether  reaches.  Such  are  the  vagaries  of 
the  aging  brain — lack  of  concentration,  forgetfulness,  procrastination,  “puttering” — especially 
puttering.  If  my  aging  brain  were  working  better  I could  probably  think  of  others,  and  if  I sit 
here  long  enough,  and  quit  trying  to  think  of  them,  they  will  eventually  show  up.  But  I’m  not 
going  to,  because  for  reasons  that  I’ve  already  alluded  to  I haven’t  the  time.  I’ve  already  taxed 
to  the  limit  the  patience  of  my  temporarily  less  than  efficient  but  still  talented  managing  editor 
whose  job  it  is  to  get  this  journal  out  on  time. 

But,  have  I got  news  for  you!  Well,  no.  What  I was  about  to  tell  you,  and  will  anyway,  is  after 
all  not  news,  first  because  I’ve  already  told  you,  and  then  because  the  Journal  is  already  late 
coming  into  your  hands.  And  now  to  the  Valentine  part.  But  before  I tell  you  about  that,  I need 
to  say  something  more  about  the  aging  brain. 

I guess  aging  is  something  that  eventually  enters  the  thinking  of  everyone.  The  process  is 
hard  to  ignore  these  days  for  several  reasons,  the  most  persistent  being  the  pervasiveness  of 
press  coverage  of  the  various  forms  of  dementia  of  the  aged.  When  I was  growing  up  my  80- 
something-year-old  grandmother  lived  with  us.  She  was  what  when  I was  in  medical  school  we 
referred  to  in  some  of  our  kinder  and  more  generous  moments  as  a noncompetitive  citizen.  But 
then  she  was  ancient.  My  parents  were  old.  I and  my  friends  were  young.  This  distinction  held 
fast,  with  little  change,  until  the  senior  members  died.  Someday  I’ll  likely  come  to  look  on 
myself  as  old.  I must  say  my  youthful  view  of  myself  suffers  ever-increasing  insult  when  Christ- 
mas comes  around  and  I find  myself  unable  to  deal  with  it.  But  yesterday  my  30-something- 
year-old  former  secretary  (FS)  confessed  to  the  same  inertia  and  confusion.  I suspect  that  she 
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will  eventually  do  better  with  it  in  the  week  we  both  have  left  than  I will.  Whether  I will  manage 
to  get  the  tree  up  is  problematic,  since  my  grandchildren,  being  late-teenagers,  are  no  longer 
anxious  to  help.  My  FS  won’t  have  to  get  hers  up.  She’s  going  home  to  Indiana  for  the  first  time 
in  eight  years,  since  her  parents  (my  age)  feel  unable  for  the  first  time  to  come  down  here. 

Then  there’s  the  matter  of  having  to  return  to  the  scene  of  the  crime  to  remember  that  I left 
the  den  to  go  to  the  bedroom  to  retrieve  my  reading  glasses.  But  I find  that  my  40-something  to 
50-year-old  children  have  the  same  problem,  and  worry  about  Alzheimer’s  disease.  I comfort 
them  by  telling  them  that  everybody  does  that,  and  that  forgetting  where  the  car  keys  are  and 
then  forgetting  that  you’re  looking  for  them  is  a function  of  a lot  of  things,  among  them  the 
amount  of  stuff  that’s  been  crowded  into  your  brain  for  40  or  50  years.  It’s  when  after  you  find 
the  keys  you  can’t  remember  what  their  function  is  that  there’s  a problem.  A lot  of  information 
about  the  elderly,  which  I guess  is  set  arbitrarily  at  65,  with  the  “old  old”  being  those  75  and 
over,  is  packed  into  the  Journal  this  month.  I of  course  have  a problem  with  that  age  perception, 
since  I’m  not  even  old,  much  less  old  old. 

The  paper  Valentine,  which  originated  during  the  16th  century,  is  believed  to  be  the  first  of 
all  greeting  cards.  St.  Valentine,  whose  name  has  been  connected  with  the  custom,  was  a Third 
century  Christian  martyr  commemorated  on  Feb.  14.  The  saint  apparently  has  no  connection 
with  the  sending  of  special  greetings  by  young  lovers,  the  timing  of  which  is  said  to  be  related 
either  to  the  Roman  fertility  festival  of  the  Lupercalia,  celebrated  on  Feb.  15,  or  to  the  mating 
season  of  birds,  or  both,  since  either  I guess  would  be  appropriate,  certainly  more  so  than  the 
commercial  avarice  to  which  the  celebration  has  come  to  be  most  closely  associated  nowadays. 
Though  I had  mostly  forsworn  recognition  of  the  day  as  special,  I have  with  this  missive  to  you 
just  repented  my  decision,  possibly  to  allay  any  intimations  I might  have  of  my  own  mortality. 
But  having  taken  that  giant  step,  either  to  dispel  any  notion  that  I am  ancient  by  any  other 
measure  than  the  calendar,  which  can  lie,  or  to  prove  that  ancient  persons  can  still  have  a stake 
in  it,  too,  I just  might  put  some  paper  in  the  mail.O 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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e professional  advice? 


1-800-442-8862 


That’s  the  toll-free  number  for  the 
Tennessee  Consultation  Center  (TCC) 
at  The  University  of  Tennessee  Medical 
Center  at  Knoxville.  TCC  is  a physician 
to  physician  consultation  service  pro- 
viding fast  access  to  medical  and  dental 


THE  UNIVERSITY  OF  TENNESSEE 
Medical  Center  at  Knoxville 


Exceptional  medicine.  Exceptional  people. 


specialists  and  advanced  clinical  infor- 
mation in  virtually  all  fields. 

Dial  1-800-442-8862,  and  the  TCC’s 
trained  information  specialists  will 
connect  you  with  medical  and  dental 
professionals  at  the  University  Medical 
Center  who  will  answer  your  questions 
quickly,  competently  and  at  no  charge. 


For  a free  copy  of  the  Tennessee 
Consultation  Center’s  Directory  of 
Consultants,  call  1-800-442-8862. 


Tennessee  Consultation  Center 


f 


The  University  of  Tennessee  Medical  Center  at  Knoxville  is  comprised  of  University  Memorial  Hospital  and  the  Graduate  School  of  Medicine  Together, 
these  entities  embody  the  Medical  Center  s philosophy  and  mission  through  the  spirit  of  exploration,  the  passion  for  teaching,  and  the  compassion  to  restore 
The  University  of  Tennessee  is  an  EEO/AA/Title  IX/  Section  504/ADA  employer 
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Physician  Practice  Management 
Companies:  Look  Before  You  Leap 

Angela  Meyer;  Matthew  Pulle 


The  pressures  of  managed  care  both  in  Tennessee  and  na- 
tionwide have  broadened  the  appeal  of  physician  practice 
management  companies  (PPMs).  While  solo  practitioners  and 
independent  physician  groups  struggle  to  practice  medicine 
in  a managed  care  climate,  established  PPMs — which  can 
combine  the  leveraged  strength  of  hundreds  of  physician 
groups — have  inherently  greater  bargaining  power  with 
HMOs  and  other  payers.  Of  course,  there’s  also  the  attraction 
of  having  someone  else  take  care  of  billing,  keep  records, 
and  look  after  the  other  business  aspects  that  accompany  the 
practice  of  medicine. 

Less  than  10%  of  the  nation’s  physicians  are  involved  in 
PPMs,  but  then,  PPMs  didn’t 
exist  10  years  ago,  and  indus- 
try experts  expect  that  figure 
to  climb  rapidly  in  the  next 
few  years. 

“I  think  the  growth  of 
PPMs  is  a result  of  the  envi- 
ronment that  we’re  in,”  says 
Cliff  Adler,  chief  operating 
officer  for  Uniphy,  in  Nash- 
ville. “It’s  very  hard  for  indi- 
vidual groups  to  finance  a 
managed  care  infrastructure.” 

Sean  Carter,  director  of 
investor  relations  for  PhyCor, 
agrees:  “Managed  care  is 
what’s  driving  the  industry. 

Markets  around  the  country 
are  moving  to  managed  care 
and  most  physicians  don’t 
have  too  much  experience 
with  that.” 

But  managed  care  is  only  a part  of  the  story  on  the  growth 
of  PPMs.  Margot  Darrow,  a health  care  securities  analyst  for 
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communication  consulting  and  publication  production  firm 
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Vector  Securities  in  Chicago,  says  that  in  the  last  few  years 
physicians  have  been  joining  PPMs  for  other  less  clear-cut 
reasons,  which  range  from  being  linked  with  more  patients 
to  having  access  to  more  capital.  Additional  advantages  she 
lists  include  access  to  new  services  and  a greater  availability 
of  data,  including  clinical  systems,  protocols,  and  economic 
and  comparative  data. 

But  despite  encouraging  signs,  the  long-term  success  of 
the  relatively  young  PPM  industry  is  by  no  means  a sure 
thing.  In  general,  the  business  of  acquiring  and  managing 
physician  practices  is  a risky  one.  Hospitals,  once  excited  by 
the  idea,  have  had  only  mixed  success  at  the  physician  man- 
agement game  to  date.  Most 
importantly,  many  physicians 
remain  reluctant  to  have  any- 
one other  than  themselves  run 
their  practice. 

Dr.  Jennifer  Oakley,  a 
Nashville  OB/GYN,  has  lis-  ! 
tened  to  offers  from  both 
PPMs  and  hospitals,  but  has 
remained  a solo  practitioner. 
“At  this  point  our  patients  are 
happy  and  we’re  happy  with 
the  way  things  are,”  she  says. 

Although  she’s  keeping  her 
options  open,  Oakley  hasn’t 
joined  a PPM  because  she 
worries  about  having  less  au- 
tonomy if  her  practice  were 
managed  from  another  office. 

“My  employees  would 
become  their  employees,  and 
while  that  could  be  beneficial  to  them,  they  could  also  get 
fired,”  she  says. 

In  addition,  Oakley  thinks  she  would  actually  have  more 
paperwork,  not  less,  if  she  joined  a PPM,  and  believes  her 
overhead  would  actually  increase.  She  maintains  that  it  would 
be  harder  for  her  to  control  expenses  if  her  practice  were 
managed  from  a central  office. 

However,  many  physicians  see  PPMs  as  the  lesser  of  two 
evils.  That’s  because  PPMs  can  take  HMOs  out  of  the  “clini- 


“ Physicians  who  are  considering  a 
PPM  should  look  at  the  reputation  of 
the  company  and  whether  it  has  an 
established  presence  in  the  local  mar- 
ket. A good  PPM  will  have  a large 
capital  base  to  achieve  economies  of 
scale,  sufficient  clout  in  the  local  mar- 
ket to  get  favorable  contract  terms,  and 
an  established  network  with  the  poten- 
tial to  drive  some  business.” 

Andy  Demetriou,  Partner 

Jones,  Day,  Reavis  & Pogue  Law  Firm 
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cal  loop”  says  Darrow.  By  contracting  with  HMOs  and  giv- 
ing them  access  to  their  physician  networks,  PPMs  usually 
gain  control  of  defining  protocols  and  collecting  (and  in  some 
cases  interpreting)  outcomes  data.  And  since  physicians  are 
more  likely  to  have  management  roles  in  PPMs  than  in  HMOs, 
many  believe  it  is  the  best  way  to  regain  at  least  some  of  the 
control  they  enjoyed  before  managed  care  became  prevalent. 

However,  like  many  HMOs,  PPMs  can  run  into  trouble 
when  they  grow  too  quickly.  PhyCor  recently  saw  its  stock 
drop  more  than  20%  the  week  after  the  company  merged 
with  MedPartners.  Surprised  analysts  were  concerned  that  it 
would  be  a struggle  for  PhyCor  to  integrate  such  a large 
company,  while  some  MedPartners  physicians  worried  they’d 
have  less  input  on  the  day-to-day  decisions  of  the  new  con- 
glomerate. 

Dr.  Jeff  Brown,  a California  family  physician  formerly 
with  MedPartners,  told  American  Medical  News  that  his  prac- 
tice had  four  owners  in  four  and  one-half  years.  During  that 
time  his  practice  dwindled  from  five  offices  with  15  physi- 
cians to  a single  office  with  three  physicians.  Brown  told  AMN 
that  doctors  have  rushed  to  sell  their  practices  “out  of  panic 
and  fear  and  lack  of  understanding”  of  the  effects  of  man- 
aged care. 

Andy  Demetriou,  partner  with  the  law  firm  of  Jones,  Day, 
Reavis  & Pogue  in  Los  Angeles,  says  that  since  PPM  acqui- 
sitions are  often  done  in  rapid-fire  order,  some  people  are 
indeed  surprised  at  how  things  shake  out.  And  while  a 
physician’s  practice  is  not  usually  directly  affected  by  a PPM 
merger,  before  entering  an  agreement  with  a PPM  physicians 
should  make  sure  they  have  a way  out  if  they  do  not  approve 
of  a merger. 

“There  are  a lot  of  PPMs  out  there  whose  strategic  busi- 
ness plan  is  to  sell  their  company,”  says  Demetriou. 

Physicians  who  are  considering  a PPM  should  look  at  the 
reputation  of  the  company  and  whether  it  has  an  established 
presence  in  the  local  market.  Demetriou  says  a good  PPM 
will  have  a large  capital  base  to  achieve  economies  of  scale, 
sufficient  clout  in  the  local  market  to  get  favorable  contract 
terms,  and  an  established  network  with  the  potential  to  drive 
some  business.  Demetriou  cautions  against  going  with  start- 
up PPMs  because  it’s  likely  they  can’t  deliver  on  at  least  two 
of  those  three  criteria.  And  those  that  promise  to  set  up 
ancillaries  for  physicians  may  run  afoul  of  Stark  self-referral 
laws.  That’s  just  one  of  the  many  reasons  why  it  is  critically 
important  to  get  legal  advice  on  the  front  end.  Even  larger 

I 


PPMs  that  are  new  to  the  area  may  not  be  attuned  to  state  and 
local  laws. 

“Some  representatives  of  PPMs  are  insensitive  to  the  laws 
and  issues  at  work  in  a particular  market.  They  are  salesmen 
who  tell  doctors  what  they  want  to  hear,”  says  Demetriou. 

Before  signing  with  a PPM,  Demetriou  advises  physicians 
to  meet  the  operations  people  they’ll  be  working  with  to  en- 
sure that  both  parties  see  eye-to-eye  on  key  issues,  and  to 
make  sure  the  technology  systems  are  better,  and  not  just 
different,  than  those  systems  the  physician  currently  uses. 

That’s  the  approach  Nashville  OB/GYN,  Dr.  Jack  Cothren, 
and  Women’s  Health  Alliance  took  a couple  of  years  ago  when 
the  36-physician  group  realized  they  didn’t  have  the  time  or 
resources  to  keep  up  with  the  rapid  changes  in  the  health 
care  market. 

“We  wanted  to  be  able  to  service  contracts  and  negotiate 
with  managed  care,  but  physicians  don’t  have  the  infrastruc- 
ture and  don't  have  the  organization  to  do  that,”  says  Cothren. 

For  six  months,  the  group  considered  several  promising 
offers  from  various  multispecialty  physician  management 
companies  including  PhyCor  and  Uniphy,  as  well  as  a few  hos- 
pitals. Ultimately,  they  settled  on  Women’s  Health  Partners,  a 
Nashville-based  company  that  acquires  and  manages  wo- 
men’s health  practices  in  Kentucky,  Tennessee,  and  Indiana. 

A little  more  than  a year  after  joining  Women’s  Health 
Partners,  Cothren  and  his  colleagues  remain  satisfied  with 
their  decision.  Women’s  Health  Alliance  now  has  access  to  a 
new  imaging  center  and  four  new  satellite  offices.  They’ve 
received  a 35%  lower  bid  on  malpractice  insurance  and  are 
getting  the  better  shake  with  managed  care  contracts.  In  ad- 
dition, the  group  has  been  able  to  cut  staff  expenses,  since 
Women’s  Health  Partners  handles  many  central  services  like 
insurance  work,  billing,  bookkeeping,  and  managing  the  of- 
fice. Finally,  and  perhaps  most  importantly,  the  physicians  in 
Women’s  Health  Alliance  still  own  75%  of  the  group  prac- 
tice. Any  time  they  want  to  leave,  they  can  do  so  without 
penalty  (and  without  having  to  move  offices),  and  each  phy- 
sician still  retains  hiring  and  firing  power  over  his  own  staff. 

Ultimately,  a physician’s  success  with  a PPM  depends  on 
getting  good  legal  advice  up  front  so  the  PPM  contract  meets 
the  ongoing  interests  of  the  physician.  If  physicians  can  re- 
tain a good  part  of  their  autonomy,  they  may  be  able  to  have 
the  best  of  both  the  medical  and  managed  care  worlds. 

“We  still  have  our  own  identity  and  we  run  our  own  busi- 
ness,” says  Cothren.  “We’re  just  part  of  a larger  group.”G 
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Innovation  Can  Be  Either 
Low-Tech  or  High-Tech 

Irish  Bahan  Park 


Providing  good  quality 
medical  care  isn’t  always 
enough  to  keep  patients 
happy.  Even  if  people  could 
easily  get  valid  information 
for  choosing  medical  pro- 
viders, they  may  not  act  on 
it.  We’re  human.  We  make 
choices  based  on  individual 
preferences  rather  than  the 
reasons  someone  else  might  consider  the  “best.”  How  many 
of  us  choose  an  airline  because  the  seats  are  advertised  as 
more  comfortable?  Will  changing  the  name  of  Oilers  football 
team  make  fans  buy  tickets  and  keep  coming  back?  Is  the  per- 
son who  services  your  car  or  cuts  your  hair  honestly  the  best, 
or  did  you  choose  the  place  simply  because  of  convenience? 

Physicians  treat  people,  not  diseases.  Some  practices  across 
the  state  and  across  the  country  are  using  innovative  service 
techniques  to  attract  patients,  retain  them,  and  improve  their 
standing  on  patient  satisfaction  surveys.  Also  important  is  the 
“street  talk”  that  innovation  can  create.  “Street  talk”  builds 
corporate  identity  as  tangible  as  the  sign  in  front  of  your  of- 
fice, and  positive  “street  talk”  can  go  hand-in-hand  with  pa- 
tient referrals.  On  the  other  hand,  distinguishing  a physician 
practice  is  not  easy,  even  though  you  may  be  aware  that  your 
competitors  are  probably  trying  as  hard  as  you  are,  within 
the  confines  of  ethics  and  medical  tradition. 

Tennessee  Medicine  interviewed  practice  managers  in  Ten- 
nessee and  practice  management  consultants  across  the  coun- 
try to  identify  innovative  ways  to  set  practices  apart.  From 
his  vantage  point  as  a consultant  for  the  national  Medical 
Group  Management  Association.  Dick  Hansen  says,  “The 
people  who  are  going  to  be  most  successful  will  be  able  to 
deliver  both  clinical  quality  and  patient  satisfaction,  and  then 
to  measure  both  of  them.” 

Information  as  Service 

Access  to  information  can  be  a valuable  service.  Heritage 
Medical  Associates  in  Nashville  recently  made  the  leap  to 
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cyberspace  to  reach  out  to 
patients.  Most  of  the  group  of 
30  physicians  in  three  loca- 
tions use  one  central  phone 
number.  Practice  manager 
Rick  White  explains,  “Three 
thousand  calls  a day  come 
into  our  switchboard.  Any 
way  that  will  allow  us  to  re- 
route calls  not  demanding 
immediate  attention  is  helpful.”  Their  website  is  brand-new, 
and  promotion  is  just  beginning.  Already,  however,  patients 
can  request  appointments,  have  prescriptions  refilled,  check 
their  bill,  and  even  register  as  a new  patient.  In  addition,  the 
website  provides  background  information  on  the  physicians, 
revealing  their  human  side  along  with  their  educational  back- 
ground and  credentials.  White  concedes  that  a website  might 
not  work  for  some  practices.  “National  statistics  show  home 
internet  connection  at  a little  over  12%.  Our  best  judgment, 
based  on  the  zip  codes  in  or  data  base,  leads  us  to  believe 
that  a much  larger  percentage  of  our  patient  population  has 
access  to  the  internet,  either  at  home  or  at  work.” 

Dan  Proctor  of  Passport  Healthcare  Communications,  a 
software  consultant,  reports  that  a large  practice  in  Rome, 
GA,  established  their  website  address  as  well  as  a progres- 
sive identity  by  painting  the  white  vans  that  service  their  lo- 
cations with  a starkly  simple  address  www.harbinclinic.com. 

Aggressive  patient  teaching  for  disease  management  is 
nothing  new,  but  a group  at  Vanderbilt  has  taken  it  to  a new 
level.  Selected  pediatric  patients  with  a higher  need  to  learn 
self-management  are  seen  by  a multidisciplinary  group  that 
can  include  a pulmonologist,  allergy  specialist,  pharmacist, 
nurse  educator,  and  respiratory  therapist.  Along  with  deliv- 
ering care,  the  clinicians  teach  from  a prepared,  child-friendly 
“curriculum.”  Documentation  of  the  patient’s  progress  through 
the  “curriculum”  is  made  a part  of  the  medical  record.  Thus, 
whether  a patient  is  seen  as  an  outpatient  or  an  inpatient,  any 
clinician  can  have  some  indication  of  the  patient’s  level  of 
knowledge  in  order  to  more  efficiently  review,  reinforce,  or 
perhaps  correct  misconceptions.  In  addition,  because  the' 
“curriculum”  is  established,  the  teaching  messages  are  more; 
consistent  and  thus  more  effective. 


“The  people  who  are  going  to  be  most 
successful  will  be  able  to  deliver  both 
clinical  quality  and  patient  satisfaction, 
and  then  to  measure  both  of  them.” 

Dick  Hansen,  Consultant 

Medical  Group  Management  Association 
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Community  Service 

Service  to  the  community  is  an  integral  part  of  the  mis- 
sion of  Clarksville’s  Premier  Medical  Group,  which  has  43 
physicians  in  eight  locations.  Administrator  Bob  McCorkle 
describes  how  the  practice 
provides  a physician  at  no 
charge  for  nearly  every  high 
school  football  game  in  the 
county,  and  a sports  trainer 
from  their  physical  therapy 
department  for  Clarksville’s 
class  “B”  professional  base- 
ball games.  Wearing  a jacket 
with  Premier’s  name  on  the 
back  provides  excellent  vis- 
ibility for  the  group  practice, 
along  with  a welcome  medi- 
cal presence  in  case  of  injury. 

Also,  the  group  is  a major 
corporate  sponsor  for  Austin 
Peay  State  University,  with  a 
variety  of  bridge-building  relationships.  In  another  mutually 
beneficial  relationship,  their  OB/GYNs  recently  offered  all 
new  patients  a free  session  at  a new  health  spa.  The  practice 
also  participates  in  many  community  fund-raiser  events,  from 
collecting  shoes  for  distribution  to  less  fortunate  people,  to 
sponsoring  Camp  Rainbow,  to  setting  up  a low-cost  immuni- 
zation program  for  children,  to  providing  flu  shots  at  low 
cost  on-site  for  large  groups. 

Convenience  is  service.  Hansen  described  another  flu  shot 
outreach.  “Here  in  Menlo  Park,  the  Menlo  Medical  Clinic  let 
its  patients  know  that  they  could  drop  in  on  one  of  several 
dates  to  get  a low-cost  flu  shot.”  Hansen  reported  that  he  took 
advantage  of  it,  and  was  out  in  less  than  five  minutes.  “That’s 
service,”  he  notes. 

Physician  Behavior 

Physician  behavior  inside  the  examining  room  can  be  a 
low-tech,  low-investment  service  innovation.  Meryl  D.  Luallin, 
of  Sullivan/Luallin,  Inc.,  a health  care  marketing  manage- 
ment consulting  firm  in  San  Diego,  CA,  states  that  studies 
show  physicians  in  an  examining  room  allow  patients  to  de- 
scribe their  conditions  for  an  average  of  18  seconds.  Typi- 
cally, the  physician  hears  enough  to  make  a decision,  inter- 
rupts, and  then  goes  on  with  advising  treatment.  Luallin 
explains  that  if  a physician  allows  a patient  to  continue  de- 
scribing conditions  without  interruption,  most  patients  will 
speak  no  longer  than  60  seconds.  Rarely  will  a patient  speak 
for  two  minutes.  By  allowing  patients  to  feel  as  if  they  had 
ample  time  to  talk,  the  patient  is  more  satisfied,  the  physician 
is  much  more  likely  to  get  valuable  information,  and  it  takes 
no  more  than  a minute  or  two  longer. 


Patient  encounters  are  largely  private,  yet  patients  judge 
medical  care  on  personal  interaction.  HMOs  reportedly  are 
using  video  cameras  in  training  sessions  with  physicians 
whose  patient  satisfaction  surveys  reveal  personality  traits  or 
listening  habits  that  need  improvement.  Training  videos  are 
also  available  on  the  market. 

Waiting  Room  Solutions 

Waiting  rooms  provide  a clear-cut  opportunity  to  estab- 
lish a reputation  for  compassion  and  service.  One  physician 
practice  across  the  street  from  a yogurt  shop  offers  a coupon 
for  free  yogurt  to  patients  who  experience  a long  wait.  An 
OB/GYN  practice  places  writing  materials  in  the  waiting 
room  with  a sign  “Have  you  written  your  mother  lately?” 
Patients  are  even  offered  a stamped  envelope  to  mail  their 
letter. 

A minor  tweak  with  positive  implications  for  waiting  room 
waits,  is  timing  patient  visits  to  fit  the  patient’s  need.  Luallin 
explains  that,  as  an  example,  in  most  cases  a young  OB/GYN 
patient  will  require  a much  shorter  visit  for  a Pap  smear  than 
an  older  patient  who  might  have  more  complex  needs.  If  a 
receptionist  knows  the  patients  well  enough  to  predict,  sched- 
uling can  be  much  more  realistic. 

Over  the  past  two  years  Penny  Richards,  office  adminis- 
trator of  a Johnson  City  gastroenterology  practice  with  an 
ambulatory  surgery  center,  has  collected  patient  satisfaction 
data  from  over  500  patient  visits.  “We  don’t  assume  that 
nurses  and  office  staff  who  first  come  to  work  for  us  auto- 
matically understand  that  patients  want  to  be  treated  like 
people,”  she  says.  “Our  training  for  new  staff  emphasizes 
things  like  greeting  patients  with  a few  seconds  of  pleasant 
human-to-human  connection  before  getting  down  to  busi- 
ness.” The  customer-satisfaction  focus  also  extends  to  third- 
party  payors  and  primary  care  physicians  who  interact  with 
the  practice. 

Recently  the  San  Francisco  Chronicle  listed  ratings  on  20 
physicians’  groups.  Based  on  iarge  consumer  surveys  that 
asked  patients  whether  they  had  received  counseling  on  keep- 
ing their  blood  pressure  and  cholesterol  under  control — and 
whether  it  was  actually  under  control — and  also  “ease  of  get- 
ting care”  and  “doctor  communication  skills.”  Consumer 
groups  in  Tennessee  are  not  organized  as  much  as  California’s 
to  gather  and  publish  this  kind  of  comparative  report  card, 
but  it  could  happen. 

Though  patients  may  not  judge  a physician  totally  by  per- 
ceived skill  in  diagnosis  and  treatment,  they  have  expecta- 
tions of  the  way  “their  doctor”  should  conduct  business.  These 
examples  of  innovative  patient  service  clearly  go  beyond  the 
traditional,  yet  they  are  characterized  by  validity  of  service 
from  the  patient’s  perspective.  In  marketing  and  outreach, 
the  need  for  credibility  is  paramount.  The  challenge  is  to 
balance  innovation  with  the  dignity  of  the  profession. □ 


Tennessee  Medicine  ~ February,  1998 


53 


Practicing  Medicine 


Ask  TMA  . . . . 


Q:  Must  a hospital  reasonably  accommodate  a physician 
who  suffers  from  attention  deficit  disorder  ( ADD ) by  allow- 
ing him  48  hours  to  dictate  patient  charts  when  all  other  staff 
members  must  abide  by  a 24-hour  dictation  rule? 

A:  The  law  is  unclear  on  this  point.  This  lack  of  clarity 
stems  from  Congress’s  desire  to  leave  it  to  the  federal  courts 
to  decide  what  the  Americans  With  Disabilities  Act  (ADA) 
meant  in  terms  of  disabilities  that  employers  must  reason- 
ably accommodate.  Thus,  physician  practice  groups  and  hos- 
pitals should  consider  several  factors  when  deciding  whether 
and  to  what  extent  accommodations  must  be  made  for  physi- 
cians affected  by  ADD.  Key  questions  to  ask  include: 

• Whether  there  is  a “direct  threat”  to  patient  health  care 
from  any  delay  that  results  from  a “reasonable  accommoda- 
tion” may  make  a difference.  [Example:  The  hospital  may  suc- 
cessfully argue  that  patient  quality  care  issues  should  control 
the  turn-around  time  for  dictating  chart  notes.  Forty-eight  hours 
might  be  too  long,  especially  in  complex  or  emergency  cases.] 

• Fortunately,  providing  a “reasonable  accommodation” 
under  the  ADA  does  not  mean  an  employer  must  agree  with 
the  employee’s  request.  See  Beck  v.  Univ.  of  Wisconsin,  75 
F.3d  1130,  1137  (7th  Cir.  1996).  The  Beck  court  held  that 
courts  should  look  to  whether  both  the  employer  and  the 
employee  participated  in  good  faith  in  an  “interactive  pro- 
cess” to  determine  what  reasonable  accommodations  the 
employer  needed  to  make  for  the  employee’s  osteoarthritis 
and  depression. 

• The  case  of  Knapp  v.  Northwestern  University,  101  F.3d 
473  (7th  Cir.  1996),  suggests  that  an  employer’s  reasonable 
assessment  of  the  potential  for  harm  to  a patient  should  be 
accorded  deference  by  a reviewing  court.  In  this  case,  a col- 


If  you  have  a question  that  TMA  may  be  able  to  address, 
contact  “Ask  TMA,”  PO  Box  120909,  Nashville,  TN  37212- 
0909,  or  fax  your  question  to  "Ask  TMA”  at  (615)  383-5918. 
TMA  will  respond  in  writing  and  later  reprint  summaries  of 
key  answers  that  will  assist  other  TMA  members.  (Please  in- 
clude a daytime  phone  number  in  case  TMA  staff  needs  to  clarify 
an  issue  or  provide  follow-up.)  You  may  also  submit  your  ques- 
tions and  read  responses  online  through  TMA’s  homepage 
MEDWIRE  (http://www.medwire.org). 

Disclaimer:  The  information  provided  by  the  TMA  Legal 
Department  in  this  regular  Journal  feature  is  intended  for  infor- 
mational purposes  only  and  is  not  meant  to  provide  (or  be  a 
substitute  for)  particularized  legal  advice  to  or  for  TMA  mem- 
bers or  other  individuals  who  read  this  feature.  Please  consult 
with  your  own  attorney  before  relying  or  acting  upon  any  of  the 
information  provided  here. 
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lege  barred  a student  with  a heart  defect  from  participating 
in  intercollegiate  basketball.  The  student  filed  suit  alleging  the 
college’s  action  violated  the  Rehabilitation  Act.  The  court  held 
that  the  risk  of  potential  harm  to  the  student  should  be  deter- 
mined by  the  university  as  a decision  maker,  and  this  determi- 
nation should  be  upheld  if  it  was  based  on  reliable  evidence. 

• It  is  important  to  know  whether  the  physician  in  ques- 
tion is  an  employee  of  the  group  or  the  hospital.  If  so,  certain 
other  state  and  federal  laws  may  apply,  including  Title  VII  of 
the  Civil  Rights  Act.  Tennessee’s  handicapped  discrimina- 
tion statute,  set  forth  at  TCA  §8-50- 103(a),  also  prohibits 
discrimination  in  the  hiring,  firing  and  other  terms  and  con- 
ditions of  employment.  See  the  TMA  Physician’s  Guide  to 
Health  Law  and  Practice  Management , pages  50  and  63-67 
for  a brief  summary  of  these  laws.  [See,  for  example:  Cilecek 
v.  Inova  Health  System  Services,  73  FEP  Cases  1764,  1766 
(CA  4 1 997).  In  Cilecek,  a hospital  terminated  an  emergency 
room  physician  after  he  testified  in  support  of  a hospital  em- 
ployee who  had  alleged  sexual  harassment.  The  court  held  that 
the  hospital’s  action  did  not  constitute  retaliatory  discharge 
under  Title  VII  because  the  physician  was  an  independent  con- 
tractor, not  an  employee.  See  also,  Alexander  v.  Rush  North 
Shore  Med.  Cte,  72  FEP  Cases  742,  101  F.3d487(CA7  1996). 
The  court  in  Alexander  held  that  an  on-call  anesthesiologist 
could  not  bring  a Title  VII  action  against  a medical  center 
for  revoking  his  staff  privileges  on  the  basis  of  race  because 
he  was  an  independent  contractor,  not  an  employee.] 

• Court  decisions  differ  on  the  question  of  whether  or  not 
ADD  even  qualifies  as  a disability.  Most  courts  analyze  the 
question  starting  with  the  impact  on  the  individual  who  is 
bringing  the  action. 

Q:  Did  the  new  medical  records  law  change  billing  for 
medical  reports  in  workers  compensation  cases? 

A:  No.  The  fee  for  medical  records  copies  in  workers  com- 
pensation cases  still  is  limited  to  ten  dollars  ($10.00)  for 
medical  reports  20  pages  or  less  and  twenty-five  cents  ($.25) 
per  page  thereafter  (TCA  §50-6-204).  See  generally  the  TMA 
Physician ’s  Guide  to  Health  Law  and  Practice  Management 
at  pages  418-450  for  a summary  of  the  current  law.  Page  20 
refers  to  charges  for  medical  reports.  [Note:  The  law  does 
not  allow  physicians  or  their  staff  to  threaten  to  withhold 
medical  reports  as  a way  to  collect  outstanding  or  overdue 
fee  for  treatment  or  services  from  their  patients.  See  the  No- 
vember and  December  “Ask  TMA”  articles  for  a discussion 
of  the  Board  of  Medical  Examiners’  regulations  and  the  AMA 
ethical  rules  on  charges  for  medical  records.] □ 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Technology  Limitation  Not  Recognized 

J.  Kelley  Avery,  MD 


Case  Report 

A 33-year-old  woman 
made  an  appointment  with 
her  OB/GYN  because  of  a 
lump  in  her  right  breast.  She 
was  seen  by  the  physician’s 
nurse  practitioner  who  was 
not  able  to  palpate  the  mass, 
but  immediately  referred  the 
patient  for  a mammogram. 
The  report  stated  that  there 
were  calcifications  in  the  left 
breast  and  recommended 
comparison  with  previous 
studies.  These  studies  were 
obtained  by  the  radiologist 
who,  after  comparing  the 
films  with  the  current  ones, 
concluded  that  there  was  no 
malignancy,  but  recommen- 
ded follow-up  with  a repeat 
mammogram  on  the  right 
breast  in  four  to  six  months. 

The  patient  called  the  ra- 
diologist for  an  appointment 
for  the  repeat  mammogram 
four  months  after  the  first 
examination.  The  test  was 
done  five  months  after  the 
initial  examination  and  mam- 
mogram. Again  the  radiologist  reported  no  evidence  of  ma- 
lignancy. The  patient  was  instructed  to  return  to  her 
physician’s  office  for  an  examination  in  three  months.  It  was 
five  months  before  she  returned. 

Ten  months  after  the  identification  of  the  mass  by  the  pa- 
tient, she  saw  her  OB/GYN  because  the  mass  seemed  to  have 
increased  in  size.  The  physician,  who  had  not  seen  the  pa- 
tient for  this  complaint  until  this  visit,  ordered  an  ultrasound 
examination  which  showed  the  mass  to  be  solid.  She  was 
next  seen  by  a surgeon,  whose  excisional  biopsy  showed  a 
stage  II  infiltrating  intraductal  carcinoma.  The  treatment  cho- 
sen was  a modified  radical  mastectomy  and  axillary  node 


dissection  followed  by  chemotherapy. 

A lawsuit  was  filed  charging  loss  of  chance  for  survival, 
loss  of  chance  for  lumpectomy,  and  delay  necessitating  che- 
motherapy. The  demand  was  for  $3  million. 

Loss  Prevention  Comments 

This  very  serious  case  was  managed  in  such  a way  as  to 
insure  a victory  for  the  patient  in  the  lawsuit.  The  very  vital 
part  of  the  evaluation  of  this  patient’s  presenting  complaint 
was  done  by  a nurse  practitioner  who  could  not  feel  the  mass, 
and  without  the  input  of  the  supervising  physician.  The  re- 
ferral of  the  patient  for  mammogram  may  have  been  done 
under  existing  protocol,  but  if  so,  the  danger  of  such  a pro- 
tocol is  illustrated  by  this  case.  The  final  responsibility  for 
management  of  a patient  rests  with  the  physician  and  not  the 
nurse  practitioner  unless  there  is  a violation  of  the  existing 
protocol  by  the  licensed  employee.  This  was  not  the  case 
here.  The  doctor-patient  relationship  is  a very  personal  one, 
and  cannot  be  delegated  to  assisting  personnel.  Both  case 
law  and  medical  ethics  hold  this  to  be  true. 

The  responsibility  of  the  radiologist  in  this  case  is  not  ap- 
parent. There  may  have  been  no  way  for  her  to  tell  that  the 
referring  physician  was  not  personally  involved  in  the  man- 
agement of  this  patient.  If  the  radiologist  had  known  that  this 
woman’s  doctor  had  not  seen  the  patient  and  tried  to  confirm 
the  presence  of  the  mass,  she  probably  would  have  made 
contact  directly  with  the  attending  physician.  We  have  to  as- 
sume that  the  radiologist  handled  the  requests  for  examina- 
tions thinking  that  the  attending  physician  was  directly  in- 
volved in  the  management  decisions  for  his  patient. 

We  know  of  no  technology  used  in  the  practice  of  medi- 
cine that  is  infallible!  The  failure  rate  may  be  very  low,  but 
there  is  a failure  rate.  Mammograms  are  no  exception!  When 
a patient  reports  the  presence  of  a lump  in  her  breast,  we  had 
better  act  as  if  that  were  a fact,  whether  or  not  we  can  con- 
firm it  by  our  physical  examination.  Certainly  after  the  fol- 
low-up mammogram,  even  in  the  presence  of  a negative  re- 
port, the  physician  should  have  again  tried  to  confirm  the 
presence  of  a mass  by  physical  examination  and  any  other 
test  that  might  have  been  helpful. 

The  overriding  necessity  in  such  a case  as  this  is  a defini- 
tive diagnosis!  With  the  first  encounter  and  the  negative  mam- 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
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mogram  report,  it  would  have  been  expected  that  the  physi- 
cian involve  himself  in  the  decision-making  and  carefully 
examine  the  breast,  order  additional  studies,  and  at  that  point 
educate  his  patient  about  the  seriousness  of  her  finding.  The 
physician  might  have  been  able  to  palpate  the  mass.  Certainly 
he  would  have  been  able  to  order  additional  studies  as  he  did 
ten  months  later.  The  technology  available  to  us,  while  not  per- 
fect, is  complimentary  to  the  search  for  that  definite  diagnosis. 
Perhaps  the  most  important  aspect  of  physician  involvement 
is  the  ability  to  gain  more  patient  cooperation  in  this  search. 

A very  high  jury  award  in  this  case  indicated  that  they 
believed  that  the  lack  of  physician  involvement  in  the  man- 
agement of  his  patient  and  the  absolute  reliance  on  the  mam- 
mogram in  spite  of  a known  failure  rate  for  that  examination 
proved  the  negligence  of  the  physician. 

Good  lessons  are:  (1)  You  should  closely  supervise  the 
work  of  mid-level  practitioners  by  well-written  protocols  and 
personal  involvement  in  decision-making  with  respect  to  your 
patients,  (2)  The  patient  who  says  she  has  a lump  in  her  breast 
should  be  managed  as  if  you  knew  she  did,  whether  or  not 
you  can  feel  it,  and  (3)  You  should  pull  out  all  the  stops  to  get 
an  early  tissue  diagnosis. □ 


MARKYOUR 
CALENDARS  NOW 


TENNESSEE 

MEDICAL 

ASSOCIATION 

163RD  ANNUAL  MEETING 

April  16-18, 1998 

Peabody  Hotel,  Memphis 


Need  a New  Vehicle?  I’ll  Save  You  Time  and  Money! 


THINKING  ABOUT  A NEW*  CAR,  TRUCK,  VAN,  OR  SPORT  UTILITY  VEHICLE? 
THEN  BUY  OR  LEASE  FROM  MILLER  ROBINSON... 


FOR  5 GOOD  REASONS 


1 ALL  MAKES  AND  MODELS  OF  VEHICLES  A VAILABLE 

2 PERSONALIZED  SERVICE  - that  you  won’t  get  anywhere  else. 

3 THE  BEST  NEGOTIATED  LEASE  OR  PURCHASE  PRICE  AVAILABLE 
- probably  better  than  what  you  would  get  if  you  shopped  3 or  4 dealers. 

4 TOP  DOLLAR  FOR  YOUR  TRADE-IN  - no  classified  ads  or  haggling 
with  tire  kickers. 

5 YOU  CHOOSE  WHERE  WE  CLOSE  THE  SALE  OR  LEASE  TRANSAC- 
TION - your  home  or  office,  our  office,  wherever  it’s  convenient  for  you. 

*or  quality  pre-owned 


“If  you  want  a nice  change  from  the  usual  vehicle  shopping 
experience,  give  me  a call.  > I’ll  show  you  how  simple  and 
affordable  it  can  be."  h // 


MILLER  ROBINSON 

391-3000 


Hoover  & Associates 

Auto  Leasing/Sales 

217  Donelson  Pike 
Nashville,  TN  37214 
615-391-3000 
Fax  615-391-0158 


56 


Tennessee  Medicine  - February,  1998 


J 


A. 


The  Journal 


Original  Contribution 

Diffuse  Lewy  Body  Disease: 

A Common  Yet  Misdiagnosed  Dementia  in 
Which  Neuroleptics  May  Be  Contraindicated 


Todd  J.  Scarbrough 


Introduction 

Dementia  is  a prevalent  cause  of  morbidity  and  mortality 
among  the  elderly,  a condition  characterized  by  memory  defi- 
cits and  at  least  one  of  the  following:  aphasia,  apraxia,  agnosia, 
or  decreases  in  executive  functioning.1  The  number  one  cause 
of  dementia  among  all  elderly  patients  is  of  the  Alzheimer 
type,  accounting  for  approximately  60%  of  all  cases.2  The 
fact  that  Lewy  body  dementia  is  a prevalent  cause  of 
dementia  in  the  elderly  population  is  not  generally  recog- 
nized. Multi-infarct  or  vascular  dementia  is  commonly 
cited  by  most  physicians  as  the  second  most  common  cause 
of  dementia.  However,  research  (a  substantial  body  of  which 
has  been  accumulating  over  the  past  decade)  now  shows  that 
the  second  most  common  cause  of  dementia  is  diffuse  Lewy 
Body  disease  (DLBD),  or  dementia  of  the  Lewy  body  type 
(Table  1 ).2'5  Terminology  and  classification  of  DLBD  and  its 
relationship  to  Alzheimer’s  disease  are  still  being  intensely 
debated,  yet  evidence  steadily  mounts  that  the  disease  is  in- 
deed a separate  entity.6  The  following  review  article  addresses 
the  pathology,  clinical  features,  and  challenges  in  manage- 
ment of  this  not  uncommon  type  of  dementia. 

Pathologic  Features 

First  note  of  Lewy  bodies  scattered  throughout  the  cere- 
bral cortex  came  from  the  United  States  in  1961,  when  two 
men  with  “progressive  dementia  and  quadriparesis  in  flex- 
ion” were  described.7  Still,  no  one  recognized  the  clinical 
signs  or  postmortem  features  as  a distinct  disease  entity. 
In  1983,  Yoshimura*  first  used  the  term  “diffuse  Lewy  body 
disease,”  yet  remarked  on  the  cortical  features  as  being  vari- 
ants of  the  “parkinsonian  brain.”  By  the  late  1980s,  consen- 
sus began  to  emerge  in  the  scientific  and  medical  literature 
that  DLBD  was  indeed  a distinct  clinicopathologic  entity. 


From  the  James  H.  Quillen  College  of  Medicine,  East  Tennessee 
State  University,  Johnson  City.  Mr.  Scarbrough  is  a 4th  year 
medical  student. 

Reprint  requests  to  2700  Indian  Ridge  Road,  No.  7,  Johnson  City, 
TN  37601  (Mr.  Scarbrough). 


TABLE  1 

PREVALENCE  OF  DLBD  AS  CAUSE  OF  PRIMARY  DEMENTIA* 


Source  (N) 

DLBD 

Prevalence,  % 

Rank  as  Cause 
of  1°  Dementia 

Dickson  et  al.  (207) 3 

27 

13 

2nd 

Kalra  et  al.  (102) 2 

16 

16 

2nd 

Perry  et  al.  (93) 4 

18 

19 

2nd 

Lennox  et  al.  (57) 5 

15 

26 

2nd 

‘Adapted  from  Kalra  et  al,  1996. 


The  common  features  of  DLBD  are  seen  on  postmortem 
analysis.  Clinical  features  aid  in  the  antemortem  diagnosis, 
yet  necropsy  is  the  standard  for  diagnosing  DLBD.  It  seems 
that  DLBD  is  a combination  histologically  and  neuro- 
chemically  of  Alzheimer’s  and  Parkinson’s,  in  addition  to 
facets  that  are  unique  to  either.  On  gross  examination  of  the 
brain,  there  is  the  characteristic  change  that  is  seen  typically 
within  the  midbrains  of  those  with  Parkinson’s  disease:  pal- 
lor of  the  substantia  nigra,  the  neuromelanin-rich  center  of 
the  brainstem.  Histologically,  nerve  cells  of  the  substantia 
nigra  that  have  not  died  in  DLBD  contain  Lewy  bodies,  a 
feature  seen  in  Parkinson’s  disease,  as  well. 

DLBD  patients  have  many  or  all  of  the  cortical  changes 
seen  in  Alzheimer’s,  including  amyloid  buildup,  neurofibril- 
lary tangles,  and  decreased  acetylcholine  function.  Unlike 
Alzheimer’s  patients,  though,  the  brains  of  DLBD  patients 
contain  diffuse  neocortical,  limbic,  and  subcortical  Lewy 
bodies.  These  Lewy  bodies  stain  richly  for  ubiquitin.  Occa- 
sionally, there  is  spongiform  vacuolization  of  the  temporal 
lobes  in  DLBD.9 

Clinical  Features 

DLBD  is  often  misdiagnosed.  The  disease  does  not  even 
appear  in  many  physicians’  lists  of  differential  diagnoses  for 
a patient  with  dementia.  Although  DLBD  has  been  well 
known  in  Europe  for  almost  a decade,  only  now  are  clini- 
cians in  North  America  beginning  to  recognize  it  as  a diag- 
nosable  disorder. 

McKeith  et  al1(l  was  one  of  the  first  physicians  to  propose 
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operational  criteria  for  DLBD  (Table  2).  Evaluation  of 
McKeith’s  criteria  among  a mixed  population  of  demented  pa- 
tients (N=50)  indicates  a sensitivity  of  85%  and  specificity  of 
97%  using  the  guidelines  to  diagnose  DLBD,  with  postmor- 
tem pathologic  diagnosis  being  the  standard  for  verification. 

Recent  research  into  the  temporal  patterns  of  cognitive 
decline  and  onset  of  incontinence  in  dementia  may  also  be  of 
clinical  import.  The  onset  of  urinary  incontinence  seems  to 
occur  earlier  in  DLBD  than  in  Alzheimer’s  disease  (AD)  or 
Alzheimer’s  disease  with  vascular  lesions  (AD+VL).  Urinary 
incontinence  onset  is  associated  with  markedly  decreased 
cognition  in  Alzheimer’s  disease  (AD)  and  Alzheimer’s  dis- 
ease with  vascular  lesions  (AD+VL).  In  DLBD,  however,  in- 
continence occurs  at  levels  of  cognition  higher  than  that  in 
AD  or  AD+VL.  In  a study  by  Del-Ser  et  al, 1 1 the  mean  onset 
of  incontinence  for  DLBD  was  found  to  be  3.2  years;  for 
AD,  5.9  years;  and  for  AD+VL,  6.5  years.  At  the  onset  of 
incontinence,  the  mean  score  on  the  Extended  Dementia 
Scale  was  higher  (i.e.,  cognition  was  better)  in  DLBD  (109.3) 
than  that  of  AD  (2 1 .3)  or  AD+VL  (39.2).  Hence,  a demented 
patient  with  a history  of  onset  of  incontinence  prior  to  severe 
deficits  in  cognition  may  raise  the  clinical  suspicion  for 
DLBD.  Conversely,  a demented  patient  with  a history  of  on- 
set of  incontinence  at  very  decreased  levels  of  cognition  may 
lower  the  clinical  suspicion  for  DLBD. 

Other  tests  of  clinically  significant  value  may  be  EEG  (in 
which  there  has  been  found  focal  fronto-temporal  slowing  in 
DLBD)  and  neuropsychological  testing  (shown  to  demon- 
strate greater  deficits  of  attention,  fluency,  and  visuospatial 
processing  in  DLBD  than  in  Alzheimer’s  disease).1213  More 
controlled  studies  need  to  be  done  in  these  areas  before  any 
definitive  statements  can  be  made.  However,  radiographic 
CT,  MRI,  or  SPECT  scans  are  likely  of  no  benefit  in  diag- 
nosing DLBD.  Shrinkage  of  the  brain  in  the  temporal/pari- 
etal lobes  and  cingulate  gyrus  may  be  seen  in  any  of  these 
studies  with  DLBD,  yet  these  findings  are  nonspecific. 

Management 

Good  palliative  treatment  is  the  goal  for  any  clinician 
in  the  face  of  a degenerative  disease  such  as  DLBD  or 
Alzheimer’s  disease.  Unfortunately,  DLBD  is  largely  refrac- 
tory to  the  physician’s  armamentarium. 

Neuroleptics  are  commonly  used  in  the  management  of 
demented  patients.  Specific  symptoms  such  as  hallucinations 
' or  delusions  are  the  usual  targets  for  intervention;  achieve- 
ment of  sedation  in  an  agitated,  demented  patient  is  an  indi- 
cation, as  well.  In  Alzheimer’s  dementia,  response  to  neuro- 
leptics is  usually  desirable  and  effective.  Preliminary  research 
into  neuroleptic  response  among  those  with  DLBD  appears 
less  than  promising,  however.  In  a small  prospective  study 
reviewing  those  with  autopsy-verified  DLBD,  McKeith  et  al14 
showed  that  among  16  patients  who  received  neuroleptics, 


TABLE  2 

OPERATIONAL  CRITERIA  FOR  DLBD* 


(a)  Fluctuating  cognitive  impairment  affecting  both  memory  and  higher  corti- 
cal functions  (such  as  language,  visuospatial  ability,  praxis  or  reasoning 
skills).  Fluctuation  is  marked  with  the  occurrence  of  both  episodic  confu- 
sion and  lucid  intervals,  as  in  delirium,  and  is  evident  either  on  cognitive 
testing  or  by  variable  performance  in  daily  living  skills. 

(b)  At  least  one  of  the  following 

(i)  Visual  and/or  auditory  hallucinations  which  are  usually  accom- 
panied by  secondary  paranoid  delusions. 

(ii)  Mild  spontaneous  extrapyramidal  features  or  neuroleptic  sen- 
sitivity syndrome;  i.e.,  exaggerated  adverse  responses  to  stan- 
dard doses  of  neuroleptic  medication. 

(iii)  Repeated  unexplained  falls  and/or  transient  clouding  or  loss 
of  consciousness. 

(c)  Despite  the  fluctuating  pattern  the  clinical  features  persist  over  a long 
period  of  time  (weeks  or  months)  unlike  delirium  which  rarely  persists  as 
long.  The  illness  progresses,  often  rapidly,  to  an  end  stage  of  severe 
dementia. 

(d)  Exclusion  of  any  underlying  physical  illness  adequate  to  account  for  the 
fluctuating  cognitive  state. 

(e)  Exclusion  of  past  history  of  confirmed  stroke  and/or  evidence  of  cerebral 
ischemic  damage  on  physical  examination  or  brain  imaging. 


'Adapted  from  McKeith  et  al,  1994. 


81%  reacted  severely  and  54%  died  within  20  weeks;  only 
7%  (N=14)  of  those  with  pure  AD  reacted  adversely. 

Results  from  research  involving  other  drugs  is  equivocal. 
Studies  have  shown  that  there  appear  to  be  greater  deficits  of 
cholinergic  neurotransmission  in  DLBD  than  in  Alzheimer’s. 
Cholinergic  replacement  therapy  (such  as  the  cholinesterase- 
inhibitor  tacrine)  has  demonstrated  favorable  results  in  DLBD, 
but  these  positive  outcomes  have  not  been  seen  exclusively 
among  those  with  DLBD.2 

Reasons  for  Emergence 

Kalra  et  al2  offer  intriguing  reasons  as  to  why  only  now 
DLBD  is  being  recognized  as  a common  form  of  dementia. 
Prior  to  advanced  immunocytochemical  methods,  DLBD  was 
diagnosed  definitively  via  hematoxylin-eosin  staining.  Im- 
munocytochemistry  is  at  least  twice  as  sensitive  a method 
for  diagnosing  DLBD  as  hematoxylin-eosin  staining.  Also, 
there  has  been  increased  awareness  of  dementia  in  general  as 
the  U.S.  population  grows  gradually  older,  leading  to  eluci- 
dation of  different  types  of  dementia  as  more  research  has 
been  done  in  this  area.  McKeith  has  made  the  proposal  that 
there  may  be  a newly  developing  epidemic — either  viral  or 
perhaps  involving  an  environmental  toxin — causing  an  in- 
crease in  incidence. 
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Conclusions 

Alzheimer’s  and  DLBD  are  the  most  common  forms  of 
dementia  in  the  elderly  population  today.  With  reasonable 
certainty,  an  observant  physician  should  be  able  to  distinguish 
DLBD  from  other  types  of  dementia  using  the  existing  guide- 
lines and  newer  criteria,  such  as  temporal  patterns  of  cogni- 
tive decline  in  relation  to  onset  of  incontinence.  Physician 
awareness  and  accurate  diagnosis  of  DLBD  will  become  the 
norm  as  more  data  become  available.  Since  neuroleptics  are 
sometimes  used  as  a treatment  for  either  hallucinations,  de- 
lusions or  agitation  in  the  elderly  demented  population,  it  is 
vitally  important  to  recognize  that  neuroleptics  may  cause 
death  among  those  with  the  second  most  common  type  of 
dementia.  As  seniors  begin  to  comprise  more  of  the  practic- 
ing physician’s  patient  base  over  the  next  two  to  three  de- 
cades, recognizing  dementia  of  the  Lewy  body  type — and 
distinguishing  it  from  Alzheimer’s  disease  and  vascular 
dementia — promises  to  play  an  important  part  in  the  delivery 
of  health  care.Q 
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Introduction.  Fortunately,  in  a vast  majority  of  elderly 
patients  diagnosis  of  disease  can  be  made  with  reasonable 
accuracy  and  dispatch.  In  some  elderly  patients,  however, 
more  attention  must  be  given  to  history  taking,  use  of  objec- 
tive studies  and  discriminate  utilization  of  diagnostic  and 
therapeutic  options. 

Manifestations  of  disease  in  the  aged  are  often  perverse,  atypi- 
cal, attenuated,  and  varied  and  may  be  vicariously  expressed. 
For  instance,  cardiac  disease  or  febrile  illnesses  may  manifest 
themselves  as  disturbances  of  central  nervous  system  (CNS) 
function.  Altered  CNS  function  is,  therefore,  a frequent  non- 
specific manifestation  of  the  stress  of  disease  in  the  aged. 

Psychologic  factors  such  as  stoicism,  independence,  de- 
pendence, disease  denial,  and  interpersonal  dynamism  may 
profoundly  alter  the  picture.  The  family  constellation  of  which 
the  patient  is  a part  may  determine  the  somatic  and  psycho- 
logic expression  or  lack  of  expression  of  diseases.  Emotional 
and  financial  insecurity  and  interaction  with  other  members 
of  the  family  may  alter  or  color  the  symptom  pattern. 

Physiologic  and  psychologic  responses  to  stress  are  often 
attenuated  or  atypical  in  the  aged.  For  instance,  the  meta- 
bolic response  to  stress,  traumatic,  operative  or  inflamma- 
tory, as  contrasted  with  that  of  a younger  adult,  may  be  strik- 
ing. Elderly  patients  may  occasionally  be  afebrile  in  the  face 
of  acute  appendicitis,  acute  cholecystitis,  or  pneumonia.  The 
acute  surgical  abdomen  in  the  aged  is  usually  a greater  diag- 
nostic and  therapeutic  challenge. 

Response  to  medication  may  be  exaggerated.  Medication 
effect  can  cloud  the  clinical  picture,  and  in  so  doing  mimic 
certain  disease  processes.1  Coexisting  disease  processes  com- 
plicate the  picture  and  may  actually  alter  the  symptomatic 
expression  of  a given  disease  process.  Preexisting  multisys- 
tem diseases  or  impairments  may  camouflage  the  clinical 
expression  of  an  emerging  disease  in  another  or  the  same 
system.  These  and  other  unique  and  unusual  manifestations 
of  disease  in  the  aged  will  be  discussed.  The  need  for  a disci- 
plined, holistic  approach  will  be  emphasized.  Allusions  will 
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be  made  to  the  changing  demography  of  medical  practice 
occasioned  by  the  aging  of  our  population.  Some  observa- 
tions regarding  ethical  relationships  will  be  made.  Finally,  a 
few  illustrations  of  unusual  clinical  and  laboratory  manifes- 
tations of  specific  disease  states  will  be  discussed.  Some  of 
the  pathophysiologic  and  psychophysiologic  aberrances  that 
may  explain  these  unique  manifestations  will  be  discussed. 

Some  of  the  vicarious  symptoms  and  signs  of  disease  in 
the  aged  are  as  listed  in  Table  1 . 

The  diagnosis  may  not  be  that  which  seems  obvious.  Con- 
fusion, delirium  and  disorientation  may  relate  to  fever  from 
any  source  rather  than  to  primary  disease  of  the  CNS.  What 
appears  to  be  classic  transient  ischemic  attacks  due  to  intrin- 
sic cerebral  arterial  insufficiency  may  instead  relate  to  a car- 
diac arrhythmia  or  postural  hypotension.  The  same  can  be 
said  of  syncope.2  Cough  can  cause  syncope  and  can  also  at 
times  be  a prominent  manifestation  of  cardiac  failure.  Ane- 
mia may  relate  to  several  entities  that  do  not  primarily  in- 
volve the  blood-forming  organs.  Chest  pain  can  arise  from 
disease  in  the  upper  abdomen  and  vice  versa.  Depression  is 
often  manifest  in  the  cloak  of  somatic  or  visceral  disease, 
particularly  in  its  early  stages.  The  same  can  be  true  of  anxi- 
ety. It  should  be  added  that  the  elderly  have  no  monopoly  on 
this  vicarious  technique  of  psychosomatic  and  psychiatric 
expression  of  disease. 

It  is  obviously  desirable,  and  often  imperative,  to  obtain 
historical  information  from  sources  other  than  the  patient.  It 
should  again  be  emphasized  that  most  elderly  patients  are 
able  to  supply  an  adequate  history,  though  it  may  require 
more  patience  and  time  on  the  part  of  the  examiner.3 4 5 6 7 8 

TABLE  1 

VICARIOUS  SYMPTOMS  AND  SIGNS  OF  DISEASE  IN  THE  AGED 

1.  Confusion  and  disorientation 

2.  Symptoms  suggesting  transient  ischemic  attacks 

3.  Syncope 

4.  Cough 

5.  Anemia 

6.  Visceral  and  somatic  symptoms  of  depression 

7.  Visceral  and  somatic  symptoms  of  anxiety 

8.  Chest  pain 
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Classifying  the  elderly  population  as  young  old  (65-75) 
and  old  old  (75-85)  is  helpful.  Generally  the  incidence  of 
unusual  manifestations  increase  with  age  and  their  incidence 
is  greater  in  the  75-95  age  group. 

Some  of  the  factors  which  alter  or  modify  the  clinical  and 
laboratory  expression  of  disease  in  the  elderly  are  listed  in 
Table  2. 

There  is  an  altered  capacity  to  handle  drugs  in  the  elderly 
as  enumerated  in  Table  3. 

It  has  been  estimated  that  the  elderly  take  25%  of  all  pre- 
scription drugs  and  that  they  experience  about  30%  of  the 
drug  reactions.  About  20%  of  hospital  admissions  can  be  re- 
lated in  some  way  to  drugs.1 2 3 4 5 6 

Biological  variables  may  be  responsible  in  part  for  some 
of  the  unique  manifestations  of  disease  in  the  aged.5,6  Reduc- 
tion in  the  production  of  neurotransmitters,  increase  in 
monoamine  oxidase,  and  diminished  physical  and  emotional 
stamina  may  increase  the  vulnerability  of  the  aged  to  depres- 
sion. Somatogenic  depression  is  prevalent  in  the  aged.  It  is 
often  difficult  to  differentiate  symptoms  arising  from  depres- 
sion from  those  arising  from  physical  illness.  In  fact,  they 
frequently  coexist  in  patients  who  are  physically  ill.  Careful 
analysis  of  the  symptoms,  illness,  history,  and  family  con- 
stellation is  imperative  in  determining  the  extent  to  which 
symptoms  of  depression  are  responsible  for  a given  clinical 
picture.  Elderly  patients  can  at  times  appear  more  demented 
than  depressed  (pseudodementia).  Pseudodementia  can  be  a 
difficult  diagnosis  to  establish  and  often  requires  the  assis- 
tance of  a psychiatrist.  Anxiety  and  somatization  may  domi- 
nate the  picture. 

Depression  depletes  the  physical  resources  of  the  patient. 
The  picture  is  often  characterized  by  anorexia,  insomnia,  rest- 
lessness, and  withdrawal.  The  need  for  early  diagnosis  and  treat- 
ment is  obvious.7 8  The  availability  of  selective  serotonin  reen- 
try inhibitors  and  other  newer  antidepressant  agents  brighten 
the  therapeutic  horizon  for  this  subset  of  elderly  patients.* 

The  clinical  and  metabolic  picture  of  diabetes  mellitus  in 
the  aged  is  determined  and  altered  to  some  extent  in  the  aged 

TABLE  2 

FACTORS  THAT  ALTER  CLINICAL  AND  LABORATORY  EXPRESSION 

1.  Attenuated  leukocytic  and  febrile  response  to  infection 

2.  Attenuated  metabolic  response  to  stress 

3.  Coexisting  disease  processes 

4.  Polypharmacy 

5.  Altered  pharmacodynamics 

6.  Altered  pharmacokinetics 

7.  Diminished  heat  dissipation 

8.  Senescent  changes  in  vital  organ  structure  and  function 

9.  Diminished  perception  of  pain 

10.  Stoicism  and  dependency 

11.  Altered  immunologic  status 

12.  Reduction  in  urinary  acid  secretion 

13.  Reduction  in  ventilatory  defense  against  acid-base  challenge 


by  the  factors  listed  in  Table  4. 

Diabetes  mellitus  may  masquerade  in  several  clinical 
cloaks  in  the  aged.  Its  onset  is  often  insidious.  Consequently, 
the  genesis  of  the  clinical  picture  occurs  over  a period  of 
time  during  which  one  must  be  careful  in  avoiding  therapeu- 
tic misadventures.  Patients  may  have  a blood  glucose  level 
of  300  mg/dl  or  more  without  glycosuria  and  without  symp- 
toms. Weight  loss,  polyphagia,  polydipsia  and  polyuria,  fre- 
quent manifestations  in  younger  patients,  are  rare  in  the  aged. 
Peripheral  and  autonomic  neuropathy  may  be  relatively  early 
manifestations.  Diabetes  can  be  outwardly  asymptomatic 
while  genesis  of  complications,  which  will  later  become  mani- 
fest, are  occurring. 

Acute  appendicitis  in  the  aged  can  be  an  elusive  and  diffi- 
cult diagnosis.  A review  of  24  consecutive  admissions  to  the 
East  Tennessee  Baptist  Hospital  with  acute  appendicitis 
yielded  the  following  findings  as  listed  in  Table  5. 

This  small  series  of  patients  yielded  a picture  consistent 
with  the  general  experience  with  acute  appendicitis  in  the 
aged.  It  reflects  delay  in  seeking  medical  attention,  delay  in 
diagnosis,  high  incidence  of  perforations,  protracted  conva- 
lescence, and  prolonged  hospitalization.  Pain  is  often  atypi- 
cal or  absent,  and  fever  may  be  absent.  The  history  and  physi- 
cal findings  in  some  patients  is  of  little  help.  A high  index  of 
suspicion  is  important.*'9 

The  incidence  of  infective  endocarditis  is  increasing  in 
the  aged,  with  frequent  involvement  of  the  aortic  valve.9  Here, 
again,  the  symptoms  may  be  unusual  with  prominence  of 
symptoms  relating  to  the  CNS  consisting  of  personality  change, 
confusion,  new  seizure  activity,  mini-strokes,  and  infections 
such  as  meningitis  and  brain  abscess.  Musculoskeletal  mani- 
festations such  as  arthralgia  and  myalgia  are  frequent.10 

Diagnosis  of  the  acute  abdomen  in  the  elderly  is  often 
difficult.  The  need  for  urgency  in  establishing  the  diagnosis 
is  obvious.  Kauk  and  Penham10  reported  on  38  cases  of  per- 
forated duodenal  ulcer.  In  these  38  cases  rigidity  was  present 
in  22  and  absent  in  1 1 . Guarding  was  present  in  21  and  ab- 
sent in  17.  Confusion  was  present  in  4 and  absent  in  34.  The 
availability  of  new  imaging  procedures  will  frequently  expe- 
dite diagnosis  in  this  group  of  patients,  as  well  as  in  younger 
patients  with  acute  abdomen. 

TABLE  3 


1' 


FACTORS  THAT  ALTER  CAPACITY  TO  HANDLE  DRUGS 


1.  Increase  in  the  proportion  of  body  fat 

2.  Serum  albumen  level  is  decreased 

3.  Creatinine  clearance  levels  are  decreased 

4.  Body  water  content  decreases 

5.  Polypharmacy 

6.  Different  metabolic  rates  of  degradation  of  drugs  in  the  aged 

7.  Hepatic  metabolism  and  excretion  for  some  drugs  may  be  relatively 
impaired 

8.  Relative  impairment  of  renal  function  may  be  present15 
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TABLE  4 

FACTORS  ALTERING  DIAGNOSIS  OF  DIABETES  MELLITUS 

1.  Decreased  supply  of  insulin  or  of  insulin  activity 

2.  Decreased  lean  body  mass 

3.  Increased  relative  or  absolute  body  fat 

4.  Less  physical  activity 

5.  Decreased  metabolic  response  to  stress 

6.  Decreased  awareness  of  the  often  subtle  symptoms  of  diabetes 

7.  Keto-acidosis  is  rare 


Applegate  reported  on  the  atypical  manifestations  of  heart 
disease  in  the  elderly.  Chest  pain  was  atypical  or  absent  in 
38%  of  55  patients  with  acute  myocardial  infarction.  Typical 
QRS  complex  changes  were  present  in  47%  of  elderly  pa- 
tients as  contrasted  with  72%  of  younger  patients.  Evidence 
of  congestive  heart  failure  was  present  in  48%  of  the  elderly 
as  contrasted  with  1 6%  of  those  under  65  years  of  age.  Some- 
what similar  observations  were  made  by  Sigurdson  et  al." 

Symptoms  of  cardiac  disease  in  the  aged  can  therefore  be 
atypical,  vicarious,  perverse,  and  misleading.  Symptoms  of 
coronary  insufficiency  are  less  clear-cut  and  generally  less 
| severe,  and  the  pattern  of  symptom  expression  less  charac- 
teristic. Angina  equivalents  such  as  dyspnea,  fatigue,  insom- 
nia, and  apprehension  may  be  the  only  or  early  manifesta- 
tions of  the  underlying  disorder.  Symptoms  of  cardiac 
insufficiency  may  include  fatigue,  lethargy,  insomnia,  non- 
productive cough,  cerebral  dysfunction,  vague  indisposition, 
dizziness,  and  anorexia.  Cardiac  symptoms  in  the  aged,  there- 
fore, may  vicariously  suggest  disease  in  the  CNS,  gastrointes- 
tinal system,  and  neuromuscular  system,  particularly  in  the 
early  course  of  the  disease.  Objective  studies  may  have  to  be 
utilized  more  than  in  younger  patients. 

Early  in  this  century  pneumonia  was  referred  to  by  Osier 
i as  “the  captain  of  the  men  of  death.”  Pneumonia,  despite  so- 
phisticated antibiotics  and  improved  diagnostic  techniques, 
is  still  a leading  cause  of  death  in  the  aged  population.  Stud- 
ies disclose  that  there  is  a gradual  increase  in  the  incidence  of 
pneumonia  with  advancing  age  and  that  about  50%  of  aged 
patients  with  pneumonia  acquire  it  in  the  hospital  setting.  Also 
about  20%  of  these  hospital-acquired  infections  are  due  to 
aspiration.  The  hospitalized  aged  patient  is  vulnerable  to  ac- 
quiring pneumonia  because  of  many  factors  including  use  of 
nasogastric  tubes,  decreased  cough  reflex,  upper  tract  colo- 
nization with  gram-negative  organisms,  impaired  tussive 
power,  decreased  muco-ciliary  clearance  rates,  special  care 
unit  environment,  and  immunologic  changes  in  the  aged.  To 
v further  compound  the  clinical  picture,  the  onset  of  pneumo- 
nia in  the  aged  is  often  very  gradual.  The  febrile  and  leuko- 
cytic responses  may  be  attenuated.  Symptoms  such  as  leth- 
argy, drowsiness,  and  confusion  may  dominate  the  early 
clinical  picture.  The  usual  manifestations  of  pneumonia  in 
younger  patients,  such  as  cough,  pleuritic  pain,  increased 
sputum  production  and  dyspnea,  may  be  absent.  The  bacte- 


TABLE  5 

FINDINGS  IN  24  PATIENTS  WITH  ACUTE  APPENDICITIS 

1 . The  average  age  was  73  years 

2.  Eleven  patients  were  men  and  13  were  women 

3.  The  duration  of  illness  prior  to  admission  was  six  days 

4.  Fifteen  of  these  patients  exhibited  a leukocytosis 

5.  Fifteen  already  had  perforation  of  the  appendix 

6.  The  average  hospital  stay  was  13  days 

rial  etiology  of  pneumonia  in  the  aged  is  more  apt  to  be  ex- 
otic, thus  necessitating  time-consuming  bacterial  studies. 
Often  it  is  desirable  to  initiate  treatment  on  clinical  grounds 
prior  to  the  identification  of  the  offending  organism,  because 
of  coexisting  disease,  impaired  immunologic  status,  and  the 
need  to  effect  a therapeutic  response  as  soon  as  possible.12'14 

Finally,  in  approaching  the  elderly  patient  we  must  avoid 
adding  an  iatrogenic  component  to  the  illness  (Primum  non 
nocere).13  Many  medications  that  are  useful  in  the  aged  may 
produce  postural  hypotension,  depression,  electrolyte  distur- 
bances, and  CNS  dysfunction.  The  need  for  attention  to  ini- 
tial dosage,  judicious  use  of  new  agents,  and  the  probable 
need  for  interim  dosage  adjustments  must  be  kept  in  mind. 
We  should  heed  the  admonition  of  Alexander  Pope  when  he 
said  “Be  not  the  first  by  whom  the  new  is  tried  nor  yet  the 
last  to  lay  the  old  aside.” 

Hyperthyroidism  in  the  aged  may  not  be  immediately  evi- 
dent.1316 The  usual  manifestations  such  as  restlessness, 
hyperkinesis,  intolerance  for  heat,  increased  appetite,  weight 
loss,  and  ophthalmopathy  may  be  absent.  Hence,  the  term 
apathetic  hyperthyroidism.  Instead,  the  elderly  patients  may 
be  anorectic.  They  may  present  with  atrial  fibrillation, 
thyrotoxic  myopathy,  or  personality  change.  Atrial  fibril- 
lation in  the  thyrotoxic  elderly  patient  is  much  more  diffi- 
cult to  convert  to  a normal  sinus  rhythm  than  is  the  case  in 
younger  patients.  Conversion  can  be  effected  in  approxi- 
mately 50%  of  cases  whereas  about  95%  of  younger  thyro- 
toxic patients  can  be  converted.  Only  about  40%  of  elderly 
thyrotoxic  patients  will  have  a goiter.1415 

Asymptomatic  disease  is  more  apt  to  exist  in  the  aged. 
Good  examples  of  this  are  insulin-independent  diabetes  and 
some  of  the  hematologic  malignancies  in  their  early  phases. 
Hypertensive  vascular  disease  increases  with  age,  and  is  of- 
ten asymptomatic.  This  highlights  the  need  for  routine  peri- 
odic medical  evaluations. 

Societal  ambiance  of  the  elderly,  particularly  those  who 
are  retired,  inevitably  may  alter  the  complexion  of  illnesses 
in  the  aged.  This  is  illustrated  by  the  enumeration  of  losses 
by  Pfeiffer  and  others  as  listed  in  Table  6. 

It  is  easy  to  see  how  one  or  more  of  these  losses  can  alter 
symptomatic  expression  of  disease  and  lifestyle  as  well.  While 
these  losses  singly  or  in  varying  combinations  and  varying 
degrees  are  inevitable  during  the  latter  decades  of  life,  they 
need  not  be  overwhelming.  Adjustments  can  and  are  often 
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TABLE  6 

SOCIETAL  AMBIENCE  ALTERING  THE  COMPLEXION  OF  ILLNESSES 

1 . Loss  of  physical  stamina 

2.  Loss  of  social  status 

3.  Loss  of  financial  status 

4.  Loss  of  friends 

5.  Loss  of  family  members 

6.  Loss  of  self-esteem 

7.  Loss  of  health 

8.  Loss  of  physical  agility  and  intellectual  alertness 

9.  Loss  of  occupation 


made  that  utilize  the  assets  of  the  aged  and  which  contribute 
to  the  happiness  and  productivity  of  the  aged. 

It  is  estimated  that  by  the  year  2000,  over  45%  of  the  eld- 
erly will  be  over  75  years  of  age.  The  fastest  growing  age 
group  in  our  society  are  those  from  75-95  years  of  age.  With 
the  “graying  of  America”  the  elderly  will  be  requiring  more 
in  the  way  of  hospital,  social,  and  professional  services. 

Multisystem  Failure  Syndrome.  One  also  sees  with  dis- 
tressing frequency  what  I prefer  to  call  the  multisystem  fail- 
ure syndrome.  This  is  usually  characterized  by  a cascading 
pattern  of  organ  failure.  It  is  precipitous  in  onset,  the  precipi- 
tating illness  is  variable,  prompt  treatment  is  urgent  and,  the 
prognosis  is  poor.  It  is  more  prevalent  in  the  “old  old”  cat- 
egory of  patients.  An  illustration  of  this  syndrome  is  as  fol- 
lows: an  elderly  patient  develops  atrial  fibrillation.  This  is 
followed  by  the  development  of  congestive  heart  failure  and 
renal  failure,  as  well  as  disturbed  CNS  function  with  confu- 
sion and  disorientation.  A similar  sequence  of  events  can  be 
initiated  by  a febrile  illness  such  as  pneumonia.  The  combi- 
nation of  organ  system  failure  will  differ  from  patient  to  pa- 
tient dependent  on  age  of  patient,  preexisting  organ  compro- 
mise or  disease,  the  speed  with  which  treatment  is  instituted, 
and  many  other  factors. 

Unique  Ethical  Problems  in  the  Elderly.  The  majority 
of  elderly  patients  are  competent  and  can  be  dealt  with  from 
an  ethical  standpoint  much  as  younger  patients  are  dealt  with. 
Some  elderly  patients,  however,  may  be  impaired  cognitively 
as  well  as  in  the  special  senses.  Some  may  assume  that  their 
symptoms  of  illness  are  a natural  consequence  of  the  aging 
process.  The  patient's  attitude  toward  his  illness  may  be  al- 
tered or  colored  by  drug  therapy.  The  patient  often  has  mor- 
bidity or  disability  referable  to  multiple  disease  processes. 
The  patient  may,  for  social,  economic,  and  personal  reasons, 
deny  the  existence  of  disease.  The  elderly  will  often  display 
less  curiosity  and  anxiety  about  his  health  or  illness  than  is 
the  case  with  younger  patients.  The  physician  should  factor 
all  of  these  possibilities  into  the  discharge  of  his  ethical  re- 
sponsibilities toward  the  patient  and  family.2 

The  memory  of  the  patients  may  be  impaired,  causing  them 
to  often  omit  germane  information  in  the  medical  history. 

Ethical  considerations  that  the  physician  must  confront  in 


his  elderly  patients  are  many  and  often  unique.  Is  the  history 
supplied  by  the  patient  sufficiently  adequate  and  reliable?  Is 
this  information  adequate  for  workable  diagnostic  and  thera- 
peutic conclusions?  Should  other  sources  of  information  be 
sought?  Can  the  physician  anticipate  compliance  with  the 
prescribed  therapeutic  regimen?  Should  information  relative 
to  the  diagnosis,  treatment,  and  prognosis  be  disclosed  to  the 
patient  or  to  a responsible  relative  or  family  member?  He 
should  be  able  to  visualize  the  family  constellation  of  which 
the  patient  is  a part.  He  should  gain  an  impression  of  the 
patient’s  attitude  toward  illness.  Is  the  patient  a stoic?  Is  the 
patient  neurotically  inclined?  To  what  extent  are  allied  health 
professionals  needed  in  supplying  the  medical  needs  of  the 
patient?  These  considerations  are  necessary  in  order  to  es- 
tablish a therapeutic  personality  profile. 

In  the  end  the  physician  should  make  a special  effort  to 
see  that  his  ethical  responsibilities  toward  his  elderly,  often 
less  demanding  patient,  are  discharged.  A holistic  approach 
should  be  employed.  In  achieving  this  objective,  it  is  often 
desirable  to  enlist  the  assistance  of  allied  health  profession- 
als in  seeing  that  all  the  needs  that  affect  his  health  care  are 
met.  The  physician  should  regard  himself  as  the  advocate  of 
the  patient  in  guiding  him  through  a system  that  may  involve 
multidisciplinary  approaches  and  the  judicious  utilization  of 
community  support  systems. 

In  my  opinion,  the  physician  should  make  a special  effort 
to  recognize,  preserve,  and  nuture  productive  and  rehabilita- 
tion potential.  He  should  encourage  useful  and  healthful  in- 
tegration of  the  elderly  in  the  family  and  community  of  which 
he  is  a part.  He  should  resist  the  ever-present  tendency  to  pro- 
mote dependency. 

Finally,  the  physician  cannot  escape  eschatologic  consid- 
erations. The  extent  of  involvement  of  the  physician  in  mat- 
ters relating  to  death  depends  on  the  family,  the  patient,  and  the 
physician’s  own  capabilities.  The  physician  should  inform  the 
family,  and  often  the  patient,  regarding  prognosis  and  the 
changing  status  of  the  patient.  If  death  seems  imminent  or 
inevitable  he  should  prepare  the  family  for  this  eventuality. 
Beyond  this  point  the  clergy  is  much  better  equipped  to  minis- 
ter to  the  supportive  and  spiritual  needs  of  the  family,  and 
friends  and  the  physician  should  defer  to  them  at  this  juncture. 

Conclusions.  Because  of  the  unusual  and  atypical  mani- 
festations of  disease  in  the  aged,  the  clinician  often  needs  to 
seek  auxiliary  sources  of  historical  information.  The  impor- 
tance of  time-honored  history  taking  cannot  be  over  empha- 
sized. Also,  it  is  often  necessary  to  employ  objective  studies 
more  than  in  younger  patients.  Coexisting  disease  or  drug 
effect  may  confuse  or  camouflage  the  symptoms  of  an  emerg- 
ing new  disease  process.  Ethical  problems  in  aged  patients  are 
important.  □ 

References  are  available  on  request  from  the  author. 
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Introduction 

Traumatic  thoracic  injury  and  its  management  have  been 
well  described  with  one  of  the  earliest  literary  descriptions 
written  in  the  Smith  Papyrus  in  the  year  3000  BC.1'5  Manda- 
tory operative  exploration  of  penetrating  thoracic  injury  in 
close  proximity  to  the  heart  and/or  great  vessels  has  resulted 
in  reported  negative  exploration  rates  of  38%  to  76%  and  up 
to  a 52%  complication  rate.6'10  Current  treatment  of  this  po- 
tentially fatal  injury  is  dependent  upon  clinical  index  of  sus- 
picion for  major  injury  and  the  patient’s  clinical  condition, 
with  a trend  toward  a nonoperative  approach  in  evaluation 
and  management.6"  Minimally  invasive  endoscopic  tech- 
niques have  proven  themselves  to  be  safe,  accurate,  and  cost- 
effective  in  decreasing  the  morbidity  of  surgical  exploration 
and  complications  associated  with  nonsurgical  means  for 
evaluating  the  chest.12'14 

Each  penetrating  injury  to  the  chest  is  unique.  Pulmonary 
injuries  peripheral  to  vital  structures  can  be  evaluated  by  chest 
x-ray  and  managed  with  chest  tube  placement  for  the  evacu- 
ation of  blood  and  air,  with  anticipated  complete  resolution 
of  the  injury.  Anatomic  injuries  violating  the  “cardiac  box” 
carry  grave  potential  for  fatal  outcome.  The  cardiac  box  is 
defined  as  a rectangle,  bounded  laterally  by  the  midclavicular 
line,  superiorly  by  the  clavicles,  and  inferiorly  by  the  costal 
margin  (Fig.  I).5  Any  penetrating  injury  to  this  area  warrants 
aggressive  evaluation,  given  the  vital  structures  it  incorporates: 
heart,  great  vessels,  trachea,  mainstem  bronchi,  and  esophagus. 

The  following  discussion  presents  four  brief  case  histo- 
ries of  penetrating  injury  to  the  cardiac  box,  and  describes 
the  various  approaches  utilized  in  their  evaluation  and  man- 
agement. A discussion  of  contemporary  options  emphasiz- 
ing a minimally  invasive  surgical  approach  for  the  evaluation 
of  this  injury  follows. 

Case  Reports 

Case  1.  A 48-year-old  man  sustained  a self-inflicted  gun- 
shot wound  with  an  entrance  wound  at  the  left  midclavicular 


From  the  Department  of  Surgery,  University  of  Tennessee  College 
of  Medicine,  Chattanooga  Unit. 


Figure  1.  “Cardiac  box"  area  designated  by  dotted  lines.  (Reproduced 
with  permission  from  publisher  and  authors.5) 


line  in  the  third  intercostal  space,  and  a posterior-lateral  exit 
wound  at  the  chest  at  the  ninth  intercostal  space.  He  arrived  in 
the  emergency  department  with  a blood  pressure  of  66  mm  Hg 
systolic  and  a heart  rate  of  104/min.  He  was  tracheally  intu- 
bated and  taken  directly  to  the  operating  room,  where  peri- 
cardial exploration  was  performed  through  a median  sternot- 
omy. The  lingula  of  the  lung  was  resected  for  extensive  tissue 
damage  and  bleeding.  The  patient  was  taken  to  the  ICU  post- 
operatively  in  guarded  condition,  but  his  hospital  course  was 
uneventful  and  he  was  discharged  on  hospital  day  23. 
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Case  2.  A 39-year-old  woman  sustained  a self-inflicted 
.38  caliber  gunshot  wound  to  the  chest  with  an  entrance  wound 
at  the  left  nipple  and  an  exit  wound  at  the  left  lateral  poste- 
rior axilla.  She  was  hemodynamically  stable  at  an  outlying 
hospital  where  a left  chest  tube  was  placed.  She  was  trans- 
ferred by  air  ambulance  and  en  route  was  tracheally  intubated 
due  to  a decreased  level  of  consciousness.  She  was  resusci- 
tated with  4,800  cc  of  crystalloid  and  250  cc  of  blood  prior  to 
her  arrival  at  the  trauma  center.  She  arrived  in  the  emergency 
department  with  a blood  pressure  of  174/90  mm  Hg  and  pulse 
of  84/min.  Her  hemoglobin  and  hematocrit  were  1 1 .6  gm/dl 
and  34.4%,  respectively.  She  was  taken  to  the  operating  room, 
where  a substernal  pericardial  window  showed  no  evidence 
of  cardiac  injury.  The  chest  tube  was  repositioned  and  she 
was  sent  to  the  ICU,  where  her  postoperative  course  was 
complicated  by  a hemopneumothorax,  which  was  drained 
by  CT  guidance.  She  recovered  and  was  discharged  on  hos- 
pital day  22. 

Case  3.  An  18-year-old  woman  sustained  a self-inflicted 
.22  caliber  gunshot  wound  to  the  left  chest  in  the  midclavicular 
line  below  the  left  nipple,  with  no  exit.  She  was  hypotensive, 
with  a decreased  level  of  consciousness.  She  was  tracheally 
intubated  by  prehospital  personnel,  had  a left  thoracic  needle 


Penetrating  Injury  to  Cardiac  Box 
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CXR 

Chest  Tube  Placement 

Injured  Side 

or  Bilateral  if  clinically  indicated 
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Clinical  Evaluation 

Following  2-3  liters  of  fluid  resuscitation 


UNSTABLE 

BP  < 90  systolic 
HR  > 1 00  bpm 
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> 200cc/hr  x 3 hrs 
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diaphragm,  & esophagus 
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Bronchoscopy 

Bronchoscopy 

Bronchoscopy 

Figure  2.  Algorithm  for  evaluation  options  for  penetrating  injury  to  the 
cardiac  box  (CXR=chest  x-ray). 


decompression,  and  was  given  3,000  cc  of  crystalloid  and 
250  cc  of  blood  intravenously.  She  was  taken  directly  to  the 
operating  room  from  the  helipad  with  a blood  pressure  of  70 
mm  Hg  systolic  and  a pulse  of  120/min.  A hemothorax  was 
evacuated  and  a substernal  pericardial  window  showed  no 
signs  of  injury.  She  was  taken  to  the  ICU  for  recovery  and 
after  an  uneventful  hospital  course  was  discharged  on  hospi- 
tal day  7. 

Case  4.  A 30-year-old  man  sustained  a stab  wound  to  the 
chest  below  the  left  nipple.  He  arrived  in  the  emergency  de- 
partment with  a blood  pressure  of  1 22/80  mm  Hg,  pulse  1 1 5/ 
min,  and  respirations  23/min.  He  was  short  of  breath,  and 
breath  sounds  in  the  left  hemithorax  were  decreased.  After  a 
chest  tube  was  inserted  he  was  taken  to  the  operating  room, 
where  thoracoscopic  examination  showed  no  cardiac  or  great 
vessel  injury.  A penetrating  injury  to  the  left  lower  lobe  of 
the  lung  was  causing  a minimal  air  leak  but  no  significant 
bleeding.  Bronchoscopy  permitted  aspiration  of  intrabron- 
chial  blood  that  was  contributing  to  his  atelectasis,  and  after 
an  uneventful  four-day  hospital  stay  he  was  discharged. 

Discussion 

The  goal  in  the  management  of  penetrating  chest  injuries 
includes  expeditious  resuscitation  with  simultaneous  evalua- 
tion of  potentially  life-threatening  injuries.  The  method  of 
evaluation  should  provide  the  most  accurate  assessment  with 
a probability  of  false-negative  results  approximating  zero. 
The  potential  for  morbidity  must  be  balanced  with  the  risks 
and  benefits  of  the  intervention.  Due  to  the  organs  at  risk  in 
the  area  of  the  cardiac  box,  evaluation  is  a complicated  pro- 
cess and  should  include  evaluation  of  the  thoracic  cavity  for 
hemopneumothorax  and  lung  injury,  the  pericardium  for  pen- 
etration or  tamponade,  injury  to  the  heart  and  the  great  ves- 
sels (aorta  and  its  branches  and  the  major  pulmonary  ves- 
sels), and  the  esophagus. 

The  evaluation  of  patients  with  injury  to  the  cardiac  box 
has  been  conducted  in  a variety  of  ways.  The  important  com- 
ponent of  all  protocols  is  the  thorough  evaluation  of  all  or- 
gan systems  at  risk.  We  have  developed  an  algorithm  based 
upon  stability  of  the  patient,  and  present  the  diagnostic  op- 
tions based  upon  historical  practice  patterns  and  contempo- 
rary diagnostic  technology  (Fig.  2).  All  penetrating  injuries 
to  the  cardiac  box  should  receive  a chest  x-ray  and  chest  tube 
placement  in  the  appropriate  hemithorax.  Although  not  ab- 
solutely specific,  appropriate  placement  of  the  chest  tube  can 
be  determined  by  clinical  examination,  entrance  and  exit 
wounds,  and/or  chest  x-ray  findings.  On  occasion  it  is  neces- 
sary to  move  immediately  to  median  sternotomy  or  thora- 
cotomy. This  decision  is  based  upon  suspected  location  of 
injury,  stability  of  the  patient,  and  initial  quantity  and  subse- 
quent rate  of  chest  tube  drainage.  Indications  for  immediate 
operative  intervention  include  an  initial  chest  tube  output  of 


STABLE 

BP  > 90  systolic 
HR  < 100  bpni 
Chest  tube  output. 
<1500cc  initial 
< 200cc/hr  x 3 hrs 
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Figure  3.  Thoracoscopic  view  of  lung,  heart,  and  diaphragm  (Adung, 
B=heart,  C=diaphragm). 


< 1 ,500  cc  or  continuing  output  of  <200  cc/hr  for  three  con- 
secutive hours.15 

The  evaluation  of  the  stable  patient  with  penetrating  in- 
jury to  the  cardiac  box  becomes  more  controversial.  The  stan- 
dard for  evaluation  of  patients  with  suspected  injury  to  the 
heart  is  the  pericardial  window.1617  The  possible  morbidity 
associated  with  this  approach  is  procedural,  with  potential 
injury  to  the  heart  and  infectious  or  inflammatory  pericarditis. 
The  anesthetic  risk  is  not  dissimilar  to  that  of  other  operative 
interventions.  An  alternative  approach  to  evaluation  of  the 
heart  is  echocardiogram.  Two-dimensional  echocardiography 
was  found  to  have  >96%  accuracy,  >97%  specificity,  and 
>90%  sensitivity  in  detecting  penetrating  cardiac  injury  in 
stable  patients  in  two  studies.618  Echocardiography  has  sev- 
eral advantages.  The  study  can  be  completed  in  the  operating 
room,  it  is  noninvasive,  and  it  can  be  performed  by  most 
trauma  surgeons  with  training  in  ultrasonography.  The  main 
disadvantages  include  varying  technical  proficiency  and 
availability  and  sophistication  of  equipment.  False-positive 
echoes  have  also  resulted  in  negative  subxiphoid  pericardial 
windows  because  the  echo  cannot  distinguish  between  physi- 
ologic fluid  and  blood.6  Other  studies  have  shown  that  ech- 
oes are  less  sensitive  in  identifying  injuries  in  patients  with  a 
hemothorax.19 

The  aorta  and  great  vessels  can  be  evaluated  by  contrast 
angiography,  which  is  usually  done  in  the  radiology  depart- 
ment, remote  from  the  operating  room.  Unanticipated  dete- 
rioration of  the  patient  in  this  location  can  be  catastrophic. 
Other  risks  of  angiographic  investigation  include  reactions 
to  intravenous  contrast  media,  and  retroperitoneal  hematomas. 

Evaluation  of  the  bronchi  is  easily  performed  by  fiberoptic 
bronchoscopy.  There  is  a minimal  danger  of  iatrogenic  per- 
foration, and  therapeutic  bronchoscopy  can  produce  severe 
bronchospasm  of  the  airway,  resulting  in  respiratory  insuffi- 
ciency that  can  be  difficult  to  reverse. 
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Unrecognized  and  untreated  esophageal  injury  is  poten- 
tially fatal.  The  esophagus  can  be  evaluated  by  esophagoscopy 
and  contrast  esophagram.  Esophagoscopy  carries  the  risk  of 
iatrogenic  perforation,  and  the  esophagram  has  the  risk  of 
aspiration,  as  well  as  the  risks  associated  with  the  remote 
distance  of  the  patient  from  the  surgical  suite. 

In  contrast  to  the  above  diagnostic  methods,  thoracoscopic 
evaluation  is  a minimally  invasive  surgical  procedure,  which 
allows  not  only  the  diagnosis  of  injury,  but  frequently  allows 
immediate  and  definitive  treatment  by  using  endoscopic  in- 
struments and  stapling  devices.  Cardiac  tamponade  can  be 
reduced  by  direct  visualization  as  a temporizing  measure  until 
the  patient  can  be  positioned  for  an  open  procedure.  It  is 
possible  to  control  intercostal  bleeding  and  repair  injuries  to 
the  diaphragm  endoscopically.  Thoracoscopy  allows  the  com- 
plete evacuation  of  a hemothorax  in  traumatic  injury  under 
direct  visualization.  Even  esophageal  injuries  have  the  poten- 
tial for  repair.  Like  the  formation  of  a pericardial  window,  this 
procedure  carries  the  inherent  risk  of  general  anesthesia.12'14 

Esophagoscopy  should  always  be  accompanied  by  thora- 
coscopy to  exclude  injury  to  the  esophagus.  Bronchoscopy 
should  also  be  performed  to  exclude  possible  bronchial  in- 
jury or  plugging  that  might  have  caused  collapse  of  the  lung 
during  thoracoscopy.  Unlike  radiologic  studies,  endoscopic 
evaluation  can  be  performed  in  the  operative  suite  with  the 
patient  continuously  in  the  care  of  the  surgeon.  If  the  patient 
should  require  emergency  surgical  measures,  they  are  not  in 
the  radiologic  suite,  but  rather  in  a controlled  operative  envi- 
ronment, which  gives  them  the  best  chance  of  survival.2 

Thoracoscopic  surgery  is  performed  in  the  operating  room 
under  general  anesthesia  using  a double-lumen  endotracheal 
tube.  Patients  are  positioned  in  the  left  or  right  lateral  posi- 
tion, depending  upon  the  suspected  injury.  Three  to  four  small 
incisions  are  made  for  placement  of  trocars  for  the  thoraco- 
scope and  instruments.  Standard  videoscopic  techniques  are 
employed  using  both  0°  and  30°  thoracoscopes.  Staples,  suc- 
tion devices,  and  electrocautery  are  used  to  stop  hemorrhage, 
repair  injury,  and  remove  blood.12  Evaluation  of  the  entire 
mediastinum,  lung  parenchyma,  and  diaphragm  are  made 
with  direct  visualization  by  collapsing  the  lung  on  the  side 
of  the  suspected  injury.  The  heart  can  be  visualized  by  re- 
tracting the  lower  lobe  of  the  left  lung,  and  if  necessary  in- 
cising its  ligament  (Fig.  3).  This  allows  direct  visualization 
of  the  diaphragm  as  well.  Direct  visualization  of  the  pericar- 
dium allows  identification  of  injury.  Direct  pericardiocentesis 
can  be  performed  by  using  a grasper  and  passing  a needle 
through  the  trocar  site  with  long  intravenous  extension  tub- 
ing. Aspiration  of  clear  fluid  indicates  no  injury.  Injury  to 
the  great  vessels  can  be  seen  as  hematoma  or  bleeding  (Figs. 
4 and  5).  Thoracoscopy  must  be  done  on  the  right  side  in 
order  to  visualize  the  esophagus  if  there  is  a high  index  of 
suspicion  for  injury.  Reflection  of  the  parietal  pleura  and  ex- 
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Figure  4.  Thoracoscopic  mobilization  of  lung  to  demonstrate  aorta  (A=lung, 
B=aorta). 


posure  of  the  esophagus  should  identify  injury  with  signs  of 
bleeding,  hematoma,  discoloration,  and  swelling. 

In  the  evaluation  of  penetrating  injury  to  the  cardiac  box, 
the  estimated  charge  for  option  A of  the  algorithm  (cardiac 
echo,  aortogram,  esophagram,  esophagoscopy,  bronchos- 
copy) is  $8,277.  Estimated  charge  for  option  B (pericardial 
window,  aortogram,  esophagram,  esophagoscopy,  bronchos- 
copy) is  $10,930.  Estimated  charge  for  option  C (thoraco- 
scopic evaluation  of  the  pericardium,  great  vessels,  lung,  dia- 
phragm, and  esophagus,  ± pericardiocentesis  under  direct 
visualization,  esophagoscopy,  bronchoscopy)  is  $9,200.  Al- 
though the  total  charges  are  modestly  less  for  option  A,  the 
patient  is  out  of  the  operative  environment,  increasing  poten- 
tial risk.  Furthermore,  in  accepting  option  A,  one  accepts  some 
degree  of  false-negative  in  the  evaluation  of  the  heart  by  echo- 
cardiography. In  comparing  option  B to  C,  cost  is  not  a large 
issue,  although  thoracoscopy  allows  definitive  treatment  if 
an  injury  is  found.  Thoracoscopic  evaluation  presents  a safe, 
reliable,  cost-effective  surgical  alternative  for  the  evaluation 
and  management  of  these  injuries.12'14 

Conclusion 

The  thoracoscopic  approach  to  evaluation  of  penetrating 
injuries  to  the  cardiac  box  in  the  stable  patient  appears  to  be 
safe  and  reliable,  and  has  both  therapeutic  and  diagnostic 
capabilities.  In  comparison  to  the  historical  approach  of  opera- 


Figure 5.  Thoracoscopic  inspection  of  lung,  aorta  and  subclavian  artery 
(A=lung,  B=aorta,  C=subclavian  artery). 

tive  exploration  for  all  injuries  in  the  cardiac  box,  this  approach 
can  result  in  less  morbidity  and  shorter  hospital  stays. □ 
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The  Journal 


Department  of  Health  Report 

A Quiz  for  Tobacco  Control  Advocates 

Cornelia  M.  Pearson,  RN,  MN 


Physicians  have  the  opportunity  to  be  influential  in  efforts  to 
establish  community-based  tobacco  prevention  and  control 
initiatives.  When  acting  as  a spokesperson,  it  is  important  to 
know  the  facts  about  tobacco  use  and  smoking.  The  follow- 
ing quiz  is  written  to  test  knowledge  of  the  prevalence,  health 
consequence  and  economic  burden  of  tobacco  use. 

Quiz: 

1 . Every  day, children  in  the  US  start  smoking.1 

a.  500  c.  3,000 

b.  1,000  d.  5,000 

2.  Approximately of  the  children  in  the  US  who 

become  addicted  to  smoking  today  will  eventually 
die  from  a tobacco-related  illness.1 

a.  1/3  c.  1/5 

b.  1/4  d.  1/10 

3.  The  average  age  people  first  try  smoking  is 

years  of  age.2 

a.  10  c.  14 

b.  12  d.  16 

4.  Of  adults  who  ever  smoked, percent  had 

their  first  cigarette  by  their  18th  birthday.3 

a.  100  c.  69 

b.  82  d.  55 

5.  Almost percent  of  women  in  Tennessee 

whose  infants  were  born  in  1996  reported  using 
tobacco  during  their  pregnancy.4 

a.  18  c.  26 

b.  22  d.  30 


This  publication  is  an  adaptation  of  a quiz  developed  by  Jill  Waalen, 
fourth  year  medical  student  at  the  University  of  Wisconsin,  Madison  and 
Patrick  Remington,  MD,  MPH,  State  Chronic  Disease  Epidemiologist, 
Wisconsin  Division  of  Health  for  the  Wisconsin  Medical  Journal, 
November  1 996.  Permission  was  granted  by  Dr.  Remington  to  replicate 
the  quiz  for  this  publication  using  Tennessee  data  where  applicable. 

From  the  Health  Promotion/Disease  Control  Section,  Tennessee 
Department  of  Health,  Nashville.  Ms.  Pearson  is  the  director  of  the 
Tobacco  Prevention  and  Control  Program. 


6.  About percent  of  adults  in  Tennessee 

currently  smoke. 

a.  18-19  c.  26-27 

b.  22-23  d.  29-30 

7.  About percent  of  high  school  seniors  in 

Tennessee  have  smoked  at  least  one  cigarette 
in  the  last  30  days.5 

a.  26  c.  40 

b.  35  d.  47 

8.  Tennessee  must  reduce  its  youth  smoking  rate 

by  the  year  2002  to percent  to  avoid  a sub- 

stantial loss  of  federal  block  grant  dollars.6 

a.  12  c.  25 

b.  20  d.  30 


9.  Cigarettes  contain  more  than chemical 

compounds.7 

a.  40  c.  1,000 

b.  300  d.  4,000 

10.  Which  of  the  following  diseases  has  been  shown 
to  be  related  to  smoking:* 

a.  childhood  asthma 

b.  sudden  infant  death  syndrome 

c.  cervical  cancer 

d.  stroke 

e.  all  of  the  above 

1 1.  Each  year,  approximately people  in  Tennessee 

die  from  smoking-related  illnesses.9 

a.  2,000  c.  10,000 

b.  5,000  d.  20,000 


12.  Each  year,  approximately people  in  the  US 

die  from  smoking-related  illnesses.9 

a.  100,000  c.  400,000 

b.  200,000  d.  1,000,000 
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13.  Environmental  tobacco  smoke  is  responsible  for 

about deaths  from  lung  cancer  and  heart  dis- 

ease combined  in  the  US  each  year.11’ 

a.  3,000  c.  15,000 

b.  5,000  d.  50,000 

14.  The  leading  cause  of  cancer  deaths  among 
women  in  Tennessee  is:" 

a.  lung  cancer  c.  cervical  cancer 

b.  breast  cancer  d.  colon  cancer 

15.  Tennessee’s  “Children’s  Act  for  Clean  Indoor 
Air,”  1995  provides  for  a smoke-free  environ- 
ment in  which  of  the  following:12 

a.  in-home  day  care  centers 

b.  group-care  homes 

c.  museums 

d.  youth  development  centers 

e.  none  of  the  above 

16.  Studies  show  that  minors  succeed  in  buying 

cigarettes  over  the  counter  nearly percent 

of  time" 

a.  40  c.  70 

b.  50  d.  90 

17.  Current  FDA  measures  designed  to  reduce 
tobacco  consumption  by  youth  include: 

(choose  all  that  apply)3 

a.  no  sales  of  cigarettes  or  smokeless 
tobacco  to  anyone  under  18 

b.  no  vending  machines  or  self-service 
displays  except  in  places  that  never  have 
anyone  under  18  present 

c.  photo  ID  check  required  for  anyone 
under  the  age  of  27 

d.  no  free  samples  of  cigarettes  or 
smokeless  tobacco 

1 8.  The  state  excise  tax  on  cigarettes  in  Tennessee 

is cents  per  pack.13 

a.  13  c.  21 

b.  18  d.  25 

19.  What  effect  would  raising  the  price  of  cigarettes 
by  30%  have  on  cigarette  consumption  in  smokers 
under  the  age  of  18?14 

a.  none  c.  decrease  by  30% 

b.  decrease  by  5%  d.  decrease  by  50% 


20.  The  annual  direct  medical  costs  in  Tennessee 
attributed  to  cigarette  smoking  totals 
approximately:9 

a.  $100  million  c.  $800  million 

b.  $400  million  d.  $1  billion 

21.  Retail  customers  witnessing  the  sale  of  tobacco 
products  to  a minor  can  report  it  by  calling:3 

a.  l-888-FDA-4KIDs 

b.  1 -888-FDA-OSAFe 

c.  1 -888-FOR-SYNAr 

d.  1 -888-EPA-CFEAn 

Answers: 

1(c),  2(a),  3(c),  4(b),  5(a)  increases  the  risk  of  low  birth  weight  - about 
8.8  percent  of  babies  in  Tennessee  are  bom  at  low  birth  weight  (less  than 
2,500  grams),  6(c),  7(d),  8(b),  9(d),  10(e),  1 1(c),  12(c),  13(d),  14(a), 

15(e)  smoking  is  allowed  indoors  at  those  sites  listed  in  designated 
smoking  areas,  16(c),  17(a  and  c)  the  implementation  of  additional  FDA 
regulations  has  been  delayed,  18(a),  19(c),  20(c),  21(a). 
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Non-Invasive  Brain  Surgery 

Over  300  Patients  Treated 
90%  Success  Rate 


Dr.  David  L.  Cunningham,  Medical  Director 

220  S.  Claybrook,  Suite  710,  Memphis  • Referrals  call  (901)  726-6444 


News  and  Views 


TMA  Alliance  Report 


Medical  Alliance  Month — March,  1998 

Tennessee  Medical  Association  alliances  (and  auxiliaries) 
will  join  with  others  across  the  nation  to  celebrate  Medical  Al- 
liance Month,  March  1998.  With  hundreds  of  health  projects 
ranging  from  immunizations  and  teen  pregnancy  to  AIDS/HIV 
education  and  organ  donor  programs,  state  and  county  alliances 
have  been  dedicated  for  decades  to  improving  community  health. 
Planned  for  March  1998,  the  fourth  annual  Medical  Alliance 
Month  is  an  opportunity  for  alliances  across  the  country  to  cel- 
ebrate what  they  do  to  improve  the  health  of  people  in  their 
communities. 

This  past  March,  hundreds  of  programs  were  held  during 
Medical  Alliance  Month,  resulting  in  media  attention  and  in- 
creased public  awareness  of  alliance  programs.  Here  are  some 
suggestions: 

• Plan  an  event  during  March  1998.  Choose  a health  focus, 
such  as  adolescent  health,  substance  abuse,  or  teen  stress,  and 
plan  an  event  to  showcase  your  efforts. 

• Work  with  the  media  to  publicize  your  project.  Bring  aware- 
ness to  your  projects  via  your  local  media.  With  a little  advance 
planning,  you  can  place  notices  in  community  calendars  or  work 
with  local  magazines  to  plan  a feature  story  about  your  Medical 
Alliance  Month  project. 

• Promote  the  event  in  the  community.  Enhance  your  public- 
ity efforts  with  promotion  through  a variety  of  non-media  av- 
enues, such  as  printing  ads  on  grocery  bags,  distributing  fliers 
at  the  local  shopping  mall,  or  placing  ads  on  billboards  or  buses. 

How  does  the  Medical  Alliance  Month  differ  from  the  SAVE 
(Stop  America’s  Violence  Everywhere)  Program?  While  SAVE 
Today  and  year-round  SAVE  Programs  are  designed  to  bring 
widespread  attention  to  violence  issues.  Medical  Alliance  Month 
is  an  opportunity  for  physicians’  spouses  to  celebrate  how  all 
their  health  promotion  efforts  improve  community  health. 

Dolores  Chandra  TMA 
Alliance  President-Elect 


New  Members 


Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

(Students) 

Amber  L.  Allen 
Nathan  K.  Allison 
Daniel  Baker 
Hima  B.  Bareddy 
Bryant  E.  Benson 
Mark  A.  Bittles 
Michael  C.  Blakely 
Brana  Brugner 


Kimberly  A.  Burke 
Cory  L.  Calendine 
Stephen  L.  Carter 
Melissa  M.  Chardos 
Kerri  M.  Charles 
Ruth  W.  Cheney 
Gurpreet  S.  Chopra 
Christopher  B.  Connor 


Vincent  C.  Daniel 
James  P.  Darke 
Asma  Dilawart 
Benetta  H.  Duhart 
Mary  F.  Dunlap 
Melissa  R.  Eaton 
Kelly  M.  Englund 
Jill  C.  Fichtel 
James  F.  Fiechtl 
Rimma  Finkel 
Michael  Gage 
Radha  K.  Gandhi 
Charles  J.  Garrett 
Charles  E.  Garten  II 
Dobie  L.  Giles 
James  C.  Godfrey  III 
Christopher  N.  Henley 
Holly  L.  Hilsenbeck 
Julie  L.  Jeter 
Martin  Jordanov 
Narnita  Kedia 
Matthew  Koury 
Matthew  T.  Kraus 
Danny  L.  Leatherwood 
Roy  A.  Mages 
Joshua  A.  Maksi 
Sandra  J.  McCarty’ 
Russell  C.  McKissick 
Susan  S.  Monroe 


Elizabeth  R.  Morgan 
Bryan  C.  Myers 
Kendra  Norwood 
William  J.  Parker 
Nikhil  Parsh 
Kyle  P.  Patterson 
Kurt  T.  Patton 
Jason  K.  Pereira 
Lee  Perkins 
Kirk  A.  Ramsey 
Heather  R.  Ransome 
Mario  M.  Ray 
Tonia  Richardson 
Mark  Rimer 
Ben  H.  Rowan  III 
David  Sapp 
Armughan  Sarwar 
Riddell  W.  Scott 
Sarah  E.  Sherr 
Scot  H.  Sherwood 
Laura  L.  Sisterhen 
Sharon  M.  Snapp 
Cynthia  Stimbert 
Jennifer  Swoboda 
Lora  A.  Taylor 
Bryan  J.  Tigner 
Victor  A.  Vallejo 
Seema  Venkatachala 
Gregory  M.  Wells 
Robert  J.  Wilmoth 


PUTNAM  COUNTY  MEDICAL  SOCIETY 

Timothy  Collins,  MD,  Cookeville 
David  Seitzinger,  MD,  Cookeville 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Paul  S.  Daugherty,  MD,  Hendersonville 


In  Memoriam 


J.  Thomas  Bry  an,  MD,  age  82.  Died  November  18,  1997.  Gradu- 
ate of  Vanderbilt  University  School  of  Medicine.  Member  of 
Nashville  Academy  of  Medicine. 

L.  Warren  Chesney,  MD,  age  83.  Died  November  9,  1997.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Knoxville  Academy  of  Medicine. 

Albert  J.  Grobmeyer  Jr,  MD,  age  87.  Died  November  22,  1997. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 

James  S.  Haimsohn,  MD,  age  79.  Died  November  26,  1997. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 

Henry  Hedden  Jr,  MD,  age  73.  Died  November  19,  1997.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Roane-Anderson  County  Medical  Society. 
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Oliver  S.  Matthews,  MD,  age  83.  Died  November  18,  1997. 
Graduate  of  University  of  Louisville  School  of  Medicine.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 

William  Alexander  Nelson  Jr.,  MD,  age  76.  Died  November  2, 
1997.  Graduate  of  Emory  University  School  of  Medicine.  Mem- 
ber of  Knoxville  Academy  of  Medicine. 

Edward  F.  Skinner,  MD,  age  88.  Died  October  23,  1997.  Gradu- 
ate of  Wayne  State  University  School  of  Medicine.  Member  of 
Memphis-Shelby  County  Medical  Society. 

Henry  Lewis  Thomas,  MD,  age  69.  Died  November  10,  1997. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Lawrence  County  Medical  Society. 

Leon  S.  Ward,  MD,  age  90.  Died  December  10,  1997.  Graduate 
of  Tulane  University  School  of  Medicine.  Member  of  Maury 
County  Medical  Society. 


TMA  Board  of  Trustees  Meeting  Minutes 


The  following  is  a summary  of  actions  taken  by  the  Board 
of  Trustees  of  the  Tennessee  Medical  Association  at  its  regular 
fourth  quarter  meeting  at  TMA  Headquarters,  Nashville,  No- 
vember 2,  1997. 

THE  BOARD: 

TMA  Strategic  Plan — Reviewed,  modified,  and  added  new 
initiatives  to  the  TMA  Strategic  Plan. 

Patient  Satisfaction  Response  Update — Received  a report 
on  physician  response  to  the  patient  satisfaction  survey  update 
program  recently  implemented. 

Consultant  Referral  Databank  Task  Force — Agreed  a task 
force  should  be  implemented  to  review  application  forms  for 
entities  interested  in  partnering  or  entering  into  a joint  market- 
ing venture  with  the  Tennessee  Medical  Association.  Directed 
the  Executive  Committee  to  appoint  the  task  force. 

L.  Hadley  Williams  Jr.  Memorial  Fund — Agreed  to  re- 
quest that  the  TMASEF  Board  of  Directors  develop  an  ongoing 
scholarship  in  the  name  of  L.  Hadley  Williams  Jr. 

TMA  Student  Education  Fund,  Inc. — Received  a report 
from  the  TMASEF  concerning  the  contract  with  Educational 
Funding  of  the  South,  Inc.  (EdSouth).  EdSouth  would  be  re- 
sponsible with  conducting  loan  application  processing,  fund 
disbursement,  and  managing  all  receivables  from  the  repayment 
of  loans. 

Appointments — Agreed  to  submit  the  names  of  the  follow- 
ing physicians  for  consideration  of  appointment  to  the  Medical 
Laboratory  Board:  Drs.  Dennis  C.  Carter,  Murfreesboro;  Ray 
C.  Johnson,  Murfreesboro;  and  Tracy  Doring,  Nashville. 

Quarterly  Reports — Received  quarterly  reports  from:  Ten- 
nessee Medical  Foundation,  Tennessee  Delegation  to  the  AMA, 
TMA  Alliance,  SVMIC,  TMA  Physician  Services,  Inc.,  TN 
Physicians  Credentials  Verification  Organization. 

TMA  Standing  Committees— Received  reports  from  the 


following  TMA  committees  and  took  the  following  actions: 
Membership  Committee,  Communications  and  Public  Relations 
Committee,  Medwire  Committee,  Committee  on  Legislation, 
Committee  on  Continuing  Medical  Education,  Committee  on 
Governmental  Medical  Services  and  Third  Party  Payors: 

• Agreed  to  implement  a controlled  access  listserve  for  a six- 
month  trial  basis; 

• Agreed  to  approve  an  expenditure  limit  of  up  to  $20,000 
for  public  relations  work  related  to  the  Patient  Advocacy  Act; 

• Agreed  to  request  that  the  Director  of  the  Office  of  Health 
Access  make  the  Health  Access  Update  of  1997  available  on 
the  Internet  and  to  author  a summary  of  that  document  for  in- 
clusion in  Tennessee  Medicine. 

AMA  State  of  Collaborative  Intent — Agreed  to  adopt  the 
AMA  Statement  of  Collaborative  Intent. 

Resolutions  to  Sunset — Reviewed  all  TMA  resolutions 
adopted  in  1991  for  the  purpose  of  allowing  them  to  sunset,  and 
adopted  positions  for  recommendation  to  the  TMA  House  of 
Delegates. 

Third  Quarter  Financial  Statement — Received  the  third 
quarter  financial  statement  from  Dr.  James  Chris  Fleming,  TMA 
secretary /treasurer. 

1998  Budget — Approved  the  Finance  Committee’s  tentative 
budget  recommendation  for  1 998  for  a budget  of  $2,704,000. □ 


Board  of  Medical  Examiners 


Minutes  - November  1997 

Name:  Arthur  Burroughs,  MD  (Prescott,  AR) 

Violation:  Offering  to  exchange  drugs  for  sexual  favors;  fal- 
sification of  license  renewal  application. 

Action:  Per  agreed  order,  license  suspended  for  at  least  18 
months;  must  surrender  DEA  certificate;  suspension  may  not 
be  lifted  until  respondent  provides  evidence  that  he  is  compe- 
tent to  re-enter  the  practice  of  medicine,  that  he  has  received 
the  continuous  advocacy  of  the  Physicians  Health  Program,  that 
he  has  a psychiatrist’s  report  that  he  is  not  a threat  to  public 
health,  safety  and  welfare,  and  the  he  is  willing  to  re-enter  prac- 
tice on  probation  status. 

Name:  J.  Vance  Fentress,  MD  (Ardmore,  TN  and  AL) 

Violation:  Prescribing  amphetamines  or  amphetamine-like 
substances  for  weight  loss  in  violation  of  Tennessee  regulations. 

Action:  Per  agreed  order,  license  placed  on  probation  for  one 
year;  assessed  civil  penalty  of  $250. 


Tennessee  Medicine  Policy 

Tennessee  Medicine  publishes  the  actions  of  the  Board  of  Medi- 
cal Examiners  directly  from  the  Department  of  Health’s 
monthly  sunshine  notice.  TMA  policy  calls  for  Tennessee  Medi- 
cine to  print  corrections,  retractions,  or  case  updates  as  they 
are  received  from  the  Department  of  Health.  Physicians  whose 
case  results  are  overturned  or  modified  by  either  the  Board  of 
Medical  Examiners  or  final  judicial  action  may  request,  through 
appropriate  supporting  documentation,  that  Tennessee  Medi- 
cine print  an  update  in  the  next  possible  publication. 
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AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician's  Recognition  Award  during  November  1997.  This 
list,  supplied  by  the  AMA,  does  not  include  members  who  reside 
in  other  states.  Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two,  or  three  years.  For  the  one-year  award,  physicians 
report  50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Larry  H.  Cox,  MD,  Kingsport 
Robert  S.  Francis,  MD,  Nashville 
James  W.  Giles,  MD,  LaFollette 
Kenneth  L.  Hill,  MD,  White  Pine 
Robert  A.  Vegors,  MD,  Jackson 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

For  information  contact  Division  of  CME.  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

March  7-14  Current  Issues  in  Obstetrics  and  Gynecology — 
Snowmass  Village,  Colo. 

March  15-20  31st  Annual  Review  Course  for  the  Family  Physician 
April  2-4  Symposium  on  Critical  Care  and  Emergency  Medi- 
cine— Hot  Springs,  Ark. 

April  20-21  Pediatric  Advanced  Life  Support  Provider  Course 
May  7-8  Update  ’98 

May  8 Maspen  1 1th  Annual  Nutrition  Symposium 
May  22  Pediatric  Advanced  Life  Support  Recertification 

Course 

May  30  Mempis  Eye  Convention 

June  4-5  1998  General  Surgery  Update 

June  15-16  Advanced  Pediatric  Life  Support  Provider  Course 


Aug  3-8  Contemporary  Issues  in  Obstetrics  and  Gynecology 
Sept  21-22  Pediatric  Advanced  Life  Support  Provider  Course 
Sept  24-25  29th  Memphis  Conference  on  the  Newborn 


Chattanooga 

April  12-16  Primary  Care  Medicine  Update — San  Juan,  PR. 

June  10-13  Family  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME,  j 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163,  | 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and  departments 
in  the  medical  school  to  allow  practicing  physicians  to  participate  in 
the  service’s  activities  for  a period  of  one  day  to  one  week.  This 
program  provides  an  opportunity  for  physicians  to  study  in  depth 
for  a specified  period.  The  schedule  of  activities  is  individualized 
in  response  to  the  physician's  request  by  the  participating 
department.  The  experience  includes  conferences,  ward  rounds, 
audiovisual  materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


CAA 

Carolyn  Avery  & 
Associates,  Inc. 

♦ Physician  and/or 
Staff  Consulting 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 

♦ Employee  Handbooks 

POB  1 5901 2 • Nashville,  TN  3721 5-901 2 

(615)383-6321  • Fax  (615)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment” 
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PICTURESQUE 
NORTHEASTTENNESSEE 
PRIMARY  CARE  POSITIONS  AVAILABLE 

Peace  and  serenity  are  still  available  in  some  parts  of  the  country  and  NE  Tennessee  is  one  of  them.  All  positions  are 
located  within  a 20-mile  radius  of  each  other  and  all  have  the  same  beauty  of  gorgeous  mountains  and  lakes.  We  offer 
an  excellent  lifestyle  and  wonderful  outdoor  activities  for  the  whole  family.  We  have  a very  progressive  program  of 
education  with  a University  and  Medical  School  located  in  the  heart  of  the  Tri-Cities  area.  Population  is  57,000  and  a 
service  area  of  over  100,000. 

#1  An  already  established,  two-hysician  practice  looking  to  add  three  BC/BE  primary  care  physicians  to  their  practice 
over  the  next  1 8 months.  Positions  can  be  filled  by  FP,  IM,  Peds  or  IM/Peds  physicians.  Income  guarantee  plus 
incentives. 

#2  Need  one  to  two  BC/BE  Family  Physicians  to  join  a group  of  six  already  established  Family  Practice  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  excellent  benefits,  plus  incentives.  Call  schedule  a real  plus! 

#3  Large,  highly  respected,  1 1 -physician  Internal  Medicine  Group  seeking  BC/BE  IM  physician  with  an  interest  in  a 
Hospitalist  position.  Excellent  compensation  package  with  benefits.  Great  opportunity! 

#4  Large,  highly  respected,  1 1 -physician  Internal  Medicine  Group  seeking  general  internist  to  join  their  office  practice. 
New  office  building,  excellent  compensation  package  with  benefits.  The  call  schedule  is  a plus  giving  you  an  excel- 
lent quality  of  life. 

#5  One  Family  Practice  and  two  IM  physicians  in  private  practice  seeking  BC/BE  FP  physician  to  join  their  group. 
Ground  has  been  broken  for  new  office  building.  Income  guarantee  plus  incentives. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact:  Anne  Helvey, 
Director  of  Physician  Services.  Telephone:  (423)  854-5805  or  Fax  CV  to  (423)  854-5748. 


& 


CARTER 
YOUNG 
LANKFORD 
ROACH  p.c. 

Certified  Public  Accountants 

615-859-9880 


Navigating  the  Health  Care  Maze 


Carter,  Young,  Lankford  & Roach,  P.C.  has  helped  over  100  medical  practices  in  middle 
Tennessee  find  practical  solutions  for  today's  healthcare  issues.  Our  services  include: 

• Practice  Valuation  • Computerized  Accounting  Consultation  • Practice  Management  Review 

• Business  Plan  Development  • Managed  Care  Contract  Negotiations  • Accounting  and  Audit  Services 

• Tax  Preparation  & Planning  • Reimbursement  and  Capitation  Analysis  • Physician  Income  Distribution 


To  receive  a complimentary  issue  of  our  □ Forward  my  complimentary  issue  of  Practice  Management  Advisor  to: 

newsletter,  please  return  this  reply  form  today! 

Name 

CARTER,  YOUNG,  LANKFORD  & ROACH,  P.C. 

314  Bluebird  Drive  Address 

Goodlettsville,  TN  37072 

□ Yes,  Please  contact  me  for  a consultation  at: 

615-859-9880 

Fax:  615-859-0057  Name 

CYLRCPAS@AOL.com 

Phone 
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Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  a physician 
staffing  group  located  in  Knoxville,  Tennessee,  has 
full-  or  part-time  opportunities  available  in  rural 
emergency  departments  in  Tennessee,  Kentucky,  Virginia 
and  Georgia.  Physicians  who  have  completed  a residency 
in  Emergency  Medicine  or  a Primary  Care  specialty  with 
Emergency  Medicine  experience  will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid  malprac- 
tice insurance. 

For  more  information,  fax  your  C V 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

t -800-577-7707 


ECC 

EMERGENCY  COVERAGE 
( ()  R P O R \ I I U N 


harting  a new  career  course  doesn't 
have  to  feel  like  re-discovering  the  New  World. 
Staff  Care  keeps  the  adventure  of  LOCUMS 
exciting  without  the  fear  of  getting  lost  in  the  shuffle. 
We  lead  the  industry  with  our  national  medical  staffing 
resources  and  confidently  guide  our  physicians  with  expe- 
rienced personnel  dedicated  to  service  and  satisfaction. 
r r toore  information  about  our  LOCUM  TENENS  call: 

800.685.2272 

Midwest  & Eastern 
Destinations 

800.211.4971 

Western  Destinations 

on  the  Internethtjt  http://www.locumsnet.com 
UNABIE  TO  PLACE  J-l  OR  H-l  PHYSICIANS 


Salt 


STatTirM  v 


INC. 


the  Nation  in  Staffing 


TELEPHONE  TRIAGE 


Professional  nurses  offer  physician-approved 
treatments,  provide  seif  care  advice  or 
direct  patients  to  the  appropriate  level  of  care. 


from  Park  Med,  an  affiliate  of  Team  Health 

The  Cost-Effective  Answer  to  Your  After-Hours  Patient  Calls 


♦ Decreases  patient  calls  requiring  physician  response 

♦ Increases  patient  satisfaction 

♦ Assists  in  controlling  your  bottom  line 

♦ Provides  appropriate  referrals  with  complete 
documentation 


For  more  information,  call  Park  Med  at  1-800-818-2648. 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for  each 
additional  word.  Count  as  one  word  all  single  words,  two  initials 
of  a name,  single  numbers,  groups  of  numbers,  hyphenated 
words,  and  abbreviations.  Advertisers  may  utilize  a box  number 
for  confidentiality,  if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this  box  in 
an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd 
month  preceding  the  desired  month  of  publication,  and  will  be 
subject  to  approval.  No  phone  orders  will  be  accepted.  Pay- 
ment must  accompany  order.  Each  listing  will  be  removed  after 
its  first  publication  unless  otherwise  instructed.  Fee-for-service 
agency  advertisements  are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

PICTURESQUE  NORTHEAST  TENNESSEE  PEDIATRIC  POSI- 
TION AVAILABLE — An  already  established,  two-physician  prac- 
tice looking  to  add  three  BC/BE  primary  care  physicians  to  their 
practice  over  the  next  18  months.  Positions  can  be  filled  by  FP, 
IM,  Peds,  or  IM/Peds  physicians.  Income  guarantee  plus  incen- 
tives. Peace  and  serenity  are  still  available  in  some  parts  of  the 
country  and  NE  Tennessee  is  one  of  them.  This  position  is  lo- 
cated in  an  area  surrounded  by  gorgeous  mountains  and  lakes. 
We  offer  an  excellent  lifestyle  and  wonderful  outdoor  activities 
for  the  whole  family.  We  have  a very  progressive  program  of 
education  with  a University  and  Medical  School  located  in  the 
heart  of  the  Tri-Cities  area.  Population  is  57,000  and  a service 
area  of  over  100,000.  For  more  information  contact:  Anne 
Helvey,  Director  of  Physician  Services,  Telephone:  (423)  854- 
5805  or  fax  CV:  (423)  854-5748. 


BC/BE  UROLOGIST  NEEDED  IN  NORTHEAST  TENNESSEE— 

Immediate  opening.  A safe,  family-oriented  community,  located 
in  the  beauty  of  the  mountains  and  lakes,  with  year  round  out- 
door activities  available  for  the  whole  family.  Ranked  one  of  the 
most  desirable  areas  of  the  country  to  live.  Service  area  is 
57,000.  Compensation  will  be  discussed,  along  with  guarantee 
period  and  incentives.  For  more  information  and  confidential 
consideration,  please  call:  Anne  Helvey,  Director  of  Physician 
Services,  Telephone:  (423)  854-5805  or  fax  CV:  (423)  854-5748. 


BC/BE  PHYSIATRIST  NEEDED  IN  NORTHEAST  TENNESSEE— 

Immediate  opening  for  a BC/BE  Physical  Medicine  and  Rehabilitation 
physician  to  serve  as  Medical  Director  of  a 60-bed  Physical  Medi- 
cine and  Rehabilitation  Hospital.  A safe,  family-oriented  commu- 
nity, located  in  the  beauty  of  the  mountains  and  lakes,  with  year 
round  outdoor  activities  available  for  the  whole  family.  Ranked 
one  of  the  most  desirable  areas  of  the  country  to  live.  Service 
area  is  100,000.  Competitive  salary  and  benefits.  For  more  infor- 
mation and  confidential  consideration,  please  call:  Anne  Helvey, 
Director  of  Physician  Services,  Telephone:  (423)  854-5805  or 
fax  CV:  (423)  854-5748. 


INTERNAL  MEDICINE  NORTHEAST  TENNESSEE— Gorgeous 
mountains  and  lakes,  wonderful  outdoor  activities  for  the  whole 
family.  Large,  highly  respected,  11 -physician  Internal  Medicine 
Group  seeking  BC/BE  IM  physician  with  an  interest  in  a 
Hospitalist  position  and  another  IM  seeking  to  practice  general 
IM  in  their  office  practice.  Excellent  compensation  package  with 
benefits.  New  office  building.  Great  opportunity!  The  call  sched- 
ule is  a plus,  giving  you  an  excellent  quality  of  life.  For  more 


information  and  confidential  consideration  please  contact:  Anne 
Helvey,  Director  of  Physician  Services,  Telephone:  (423)  854- 
5805  or  fax  CV:  (423)  854-5748. 


PICTURESQUE  NORTHEAST  TENNESSEE  PULMONARY/ 
CRITICAL  CARE  POSITION  AVAILABLE— BC/BE  pulmonary/ 
critical  care  physician  needed  to  join  a five-physician,  well-estab- 
lished and  highly  respected  pulmonary/critical  care/sleep  disor- 
der practice  in  northeast  Tennessee.  The  practice  will  pay  you 
an  exceptional  salary  and  excellent  benefits.  The  area,  with  a 
population  of  57,000,  is  a family-oriented  community  surrounded 
by  gorgeous  mountains  and  lakes  offering  an  excellent  quality  of 
life  for  the  entire  family.  We  have  a very  progressive  program  of 
education  with  a University  and  Medical  School  located  in  the 
heart  of  the  Tri-Cities  area.  For  more  information  contact:  Anne 
Helvey,  Director  of  Physician  Services,  Telephone:  (423)  854- 
5805  or  fax  CV:  (423)  854-5748. 


VASCULAR/GENERAL  SURGERY— BC/BE  general  surgeon 
with  vascular  fellowship  training  needed  to  join  established, 
board  certified,  general/vascular  surgeons  in  northeast  Tennes- 
see. Excellent  lifestyle  opportunities  for  the  whole  family.  With 
our  many  lakes  and  mountains  we  offer  boating,  water  skiing, 
snow  skiing,  fishing  and  hunting.  We  offer  a very  progressive 
program  of  education  with  a University  and  Medical  School  lo- 
cated in  the  heart  of  the  Tri-Cities  area.  For  additional,  confiden- 
tial information  please  contact:  Anne  Helvey,  Director  of  Physician 
Services,  Telephone:  (423)  854-5805  or  fax  CV:  (423)  854-5748. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED— Full-time  with 
benefits.  Multi-doctor,  privately  owned  clinic  providing  tradi- 
tional and  preventative  medicine  in  Nashville.  Fax  resume  to 
(615)  386-3752. 


Team  Health  has 
Immediate  EM  Opportunities 

Team  Health’s  Emergency  Medicine  Division 
currently  has  both  full-  and  part-time  opportunities 
throughout  the  Southeast. 

All  full-time  opportunities  with  Team  Health  offer  a 
highly  competitive  compensation  package  which  includes 
flexible  scheduling  and  paid  malpractice  insurance. 
Additionally,  you  will  have  an  opportunity  to  be 
affiliated  with  a patient-focused,  physician-led  group 
that  credits  its  success  to  teamwork,  integrity  and 
innovation. 

For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 


TEAM 

HEALTH 


Right  Team,  Right  Now 

www.team-health.com 


Tennessee  Medicine  - February,  1998 


77 


List  of  Advertisers 


FOR  PATIENTS 

AROUND  THE  WORLD 


When  treatment  calls  for  life-saving  plasma  therapies, 
doctors  rely  on  the  leading  supplier  of  source  plasma: 
Centeon  Bio-Services  (formerly  known  as  Plasma 
Alliance).  As  a pioneer  of  scientific  innovation  in  the 
field  of  plasma  proteins,  we  supply  effective  high  quality 
therapies  for  our  patients.  Centeon  Bio-Services’ 
relentless  dedication  to  developing  new  methods  of 
safety,  quality,  and  efficiency  has  propelled  us  to  the 
forefront  of  our  industry.  We  are  seeking  experienced 
medical  professionals  who  share  our  courageous 
commitment  to  improving  and  extending  the  lives  of 
people  throughout  the  world. 


Corporate  Medical  Director 

Knoxville 


We  currently  seek  a seasoned  medical  professional  to 
serve  as  Centeon  Bio-Services’  primary  medical  authority. 
You  will  work  with  both  in-house  departments  and 
outside  agencies  in  order  to  provide  medical  expertise 
relating  to  determining  suitability  and  health  of  donors 
and  to  ensure  compliance  with  all  applicable  federal  and 
state  regulations. You  will  also  serve  as  Laboratory 
Director  and  Technical  and  Clinical  Consultant  as 
prescribed  in  CLIA  regulations.  Responsibilities  include 
reviewing  laboratory  quality  assurance  records  and 
maintaining  quality  assurance  programs;  coordinating  the 
activities  of  center  medical  directors  and  physicians; 
developing  SOPs,  policies,  and  procedures  for  donor 
acceptance  standards;  and  providing  expertise  in  assessing 
employee  ADA  compliance.  Our  ideal  candidate  will  be  a 
licensed  MD  and  be  acceptible  under  HCFA/CLIA 
regulation  as  director  for  high  complexity  laboratories. 

As  a developing  company  with  a dynamic  team  culture, 
we  promote  personal  and  professional  growth  in  an  open 
environment  of  communication,  diversity,  and  reward. 
Your  talents  can  make  a world  of  difference  - send  your 
resume  to:  Human  Resources,  Centeon  Bio- 
Services,  8777  Purdue  Rd.,  Suite  205,  Indianapolis, 
IN  46268;  Fax:  3 1 7-824-4884.  EOE 


Biosite  Diagnostics 44 

Carolyn  Avery  & Associates,  Inc 74 

Carter,  Young,  Lankford,  & Roach,  RC 75 

Centeon  Bio-Services,  Inc 78 

Emergency  Coverage  Corporation 76 

Hoover  & Associates 56 

Johnson  City  Hospitals 75 

Passport  Health  Communications 46 

Staff  Care,  Inc 76 

State  Volunteer  Mutual  Insurance  Company 80 

Team  Health 76,  77 

Tennessee  Consultation  Center 49 

Tennessee  Managed  Care  Network 57 

TMA  Physician  Services,  Inc 42 

The  TMA  Association  Insurance  Agency,  Inc 79 

US  Medical  Management 71 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright— Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
"top,”  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 


78 


Tennessee  Medicine  ~ February,  1998 


INSl  RANCE 
AGENCY,  INC. 


1089  Bailey  Avenue 
Chattanooga,  TN  37404 
1-888-616-7873 
423-629-2400 
Fax  423-629-1109 

Email:  tmaa;assoc-ad  mi  n.com 
Website:  ivmv.assoc-admin.com 


ES  ■ M ■ 

Dedicated  to 
providing 
TMA  Members  with 
comprehensive, 
quality 
insurance 
coverage  for 
themselves, 
their  families, 
and  their  practices. 


Products  & 


Practice  Coverage 

■ Group  Major  Medical 

• Free  Choice 

• Preferred  Provider  (PPO) 

■ Group  Dental 

■ Group  Life  and  AD&D 

■ Group  Disability 

■ Office  Contents  & Building  Package 

■ Workers’  Compensation  Plan 

Individual  Coverage 

■ Disability  Income  Protection 

■ Life  Insurance 

■ Variable  Life 

■ Second-to-die  Life 

■ Comprehensive  Insurance 
& Financial  Review  Service 

Personal  Coverage 

■ Auto 

■ Boat 

■ Homeowners 

■ Personal  Umbrella 

Call  1-888-616-7873 for  details. 


Service  You  Can  Depend  On 


Malpractice 


Litigation. 


Well,  _A_t  Lecxst  You 
Know  What's  Causing' 
Your  PodjaitcctLorrs. 


\A 


I 


Tennessee  medicine  : 
journal  of  the  Tennessee 
Medical  Association 
v.  91 


I 


no.  2 

February  199Q 
Received  on:  01-30-9Q 


P 

rac 


practicing  medicine  is  exciting  enough  without  having  to  face  the 
prospect  of  catastrophic  litigation.  Let  the  insurance  professionals 
at  physician  owned  and  operated  State  Volunteer  Mutual  Insurance 
Company  help  keep  your  stress  level  in  check.  For  over  20  years, 
our  financial  strength  and  security,  powerfully  demonstrated  by  an 
outstanding  rating,  has  helped  physicians  endure  an  increasingly 
hostile  legal  environment.  Join  the  more  than  9,500  practicing 
physicians  who  have  chosen  SVMIC  as  their  malpractice  insurer. 
It’ll  do  your  heart  good. 


A 


I I 


1 


STATE  VOLUNTEER  MUTUAL  INSURANCE  COMPANY 

For  more  information,  contact  Randy  Meador  or  Susan  Decareaux 
P.O.  Box  1065 
Brentwood,  TN  37024-1065 

1-800-342-2239  or  (615)  377-1999  • FAX  (615)  377-9192 
e-mail  address:  svmic@svmic.com 


SVM 
Web  Sit 
monthly  upd 


www.svmic.!0 

■ ,v 


epartment  of  Health 


taken  Baby 
■yn  drome — Don’t 
lake  That  Baby! 

13 

sk  TMA .... 


bout  Professional 
ourtesy 


See  page  94 


cn  to 


Dr.  David  L.  Cunningham,  Medical  Director 

220  5.  Claybrook,  Suite  7W,  Memphis  • Referrals  call  (901)  726-6444 


Over  300 
90% 


ents  Treated 
ss  Rate 


Table  of  Contents 


Tennessee 

Medicine 

Journal  of  the  Tennessee  Medical  Association 

Volume  91,  Number  3 - March,  1998 

Office  of  Publication 

2301  21st  Avenue  South 
PO  Box  120909 
Nashville,  TN  37212-0909 
Phone  (615)  385-2100 
Fax  (615)  383-5918 

Editor 

John  B.  Thomison,  MD 
Assistant  Editor 
Robert  W.  Ikard,  MD 
| Managing  Editor 
I Jean  Wishnick 
Business  Manager 
Donald  H.  Alexander 
Sr.  V.P. — Communications 
Russ  Miller 

Advertising  Representative 

Sally  Green 

Call  (615)  460-1661  or 
e-mail  sallyg@tma.medwire.org 

Tennessee  Medicine 

t Journal  of  tin*  Tennessee  Medical  Association 

ISSN  1088-6222 

Published  monthly  under  the  direction  of 
the  Board  of  Trustees  for  and  by  members  of 
the  Tennessee  Medical  Association,  a non- 
profit organization  with  a definite  membership 
for  scientific  and  educational  purposes 

Devoted  to  the  interests  of  the  medical 
profession  of  Tennessee.  This  Association  is 
not  responsible  for  the  authenticity  of  opinion 
or  statements  made  by  authors  or  in  communi- 
cations submitted  to  Tennessee  Medicine  for 
publication.  The  author  or  communicant  shall 
be  held  entirely  responsible.  Advertisers  must 
conform  to  the  policies  and  regulations  estab- 
lished by  the  Board  of  Trustees  of  the  Tennes- 
see Medical  Association. 

Subscriptions  (nonmembers)  $20  per  year 
for  US.  $26  for  Canada  and  foreign.  Single 
copy  $2.50  Payment  of  Tennessee  Medical 
Association  membership  dues  includes  the 
subscription  price  of  Tennessee  Medicine. 

Copyright  1998,  Tennessee  Medical  Asso- 
ciation All  material  subject  to  this  copyright 
appearing  in  Tennessee  Medicine  may  be  pho- 
tocopied for  noncommercial  scientific  or  edu- 
cational use  only. 

Periodicals  postage  paid  at  Nashville.  TN, 
and  at  additional  mailing  offices. 

POSTMASTER:  Send  address  changes  to 
Tennesssee  Medicine 
PO  Box  120909 
Nashville.  TN  37212-0909 


Tennessee  Medicine  ~ March,  1998 


President’s  Comments 

85  1998  Annual  Meeting — R.  Benton  Adkins  Jr.,  MD 


Editorials 

87  Tricky  Business  on  the  Slopes — John  B.  Thomison,  MD 

88  Cats  and  Dogs  — John  B.  Thomison,  MD 


Practicing  Medicine 

91  Finally!  The  TennCare  Bureau  Releases  New  Data  on  Program — Angela 
Meyer;  Matthew  Pulle 

94  Preventive  Medicine  Series — Physician-Patient  Communication:  Does  It  Mat- 
ter?— Linda  O.  Nichols,  PhD;  David  M.  Mirvis,  MD 

98  Loss  Prevention  Case  of  the  Month — Not  Always  Right — Never  in  Doubt — 
J.  Kelley  Avery,  MD 

99  Ask  TMA 


The  Journal 

103  Original  Contribution — Human  Sequelae  of  Severe  Carbamate  Poisoning — 
Nawras  K.  Baban,  MD;  Diana  L.  Nunley,  MD;  A.  Senen  Borges  Jr.,  MD;  Thomas 
M.  Roy,  MD 

107  Original  Contribution — Episodic  Unilateral  Mydriasis  and  Headaches — Ziad 
Blaik,  MD;  Shoba  Hiremagular,  MD 

110  Trauma  Rounds — An  Intrahepatic  Biloma  Following  a Gunshot  Wound  to  the 
Liver — Connie  J.  Pennington,  MD;  James  V.  Lewis,  MD 

112  Vanderbilt  Morning  Report — A Case  of  Paraquat  Poisoning 

113  Department  of  Health  Report — Shaken  Baby  Syndrome — Don’t  Shake  That 
Baby — C.  Terry  Moore,  MSW 


News  and  Views 

115  TMA  Alliance  Report — TMAA  Convention 
115  In  Memoriam 
115  New  Members 

115  Personal  News 

116  PRA  Recipients 

116  Continuing  Medical  Education  Opportunities 

117  Career  Opportunity  Advertising 

118  Information  for  Authors 
118  Advertisers  in  this  Issue 

83 


The^yforeaching  these  on  the  World  Wide  Web. 

Passport  Health  Communications  offers  cost-effective,  easy  to 
understand  Internet  solutions  for  the  health  care  industry. 


Searching  the  WORLD 
Wide  Web  for  H 


• Practice.Net  — easy,  inexpensive  access  to  the  future 
with  your  own  custom-designed  Web  page. 


• OneSource  — immediate  access  to  eligibility,  claims 
status,  provider  panels  and  more  with  just  a point 
and  click. 


• Internet  Consulting  — development  of  long-term 
communications  strategy  utilizing  the  Internet. 


For  more  information,  check  out  our  web  site: 

www.passporthealth.com  or  call  1-888-661-5657 


=1  1 PASSPORT  HEALTH  COMMUNICATIONS 


President’s  Comments 


R.  Benton  Adkins,  MD 


./ 


1998  Annual  Meeting 

We  are  nearing  the  time  for  our  TMA  annual  meeting  at  the  Peabody  Hotel  in  Memphis.  By 
now,  those  of  you  who  are  delegates  should  have  your  reservations.  Any  resolutions  you  plan 
to  present  should  be  ready  for  presentation  to  the  reference  committees.  It  is  the  duty  of  the 
Board  and  staff  of  the  TMA  to  serve  the  needs  and  wishes  of  its  nearly  7,000  members.  Reso- 
lutions adopted  by  the  House  of  Delegates  will  become  the  business  of  the  TMA  until  they  are 
resolved  to  the  best  of  our  collective  abilities.  The  TMA  does  its  best  when  we  know  what  the 
members’  wishes  are. 

If  you  are  a member  and  have  pressing  issues  that  you  feel  the  TMA  should  be  addressing, 
there  are  several  ways  to  get  your  concerns  heard.  We  want  to  hear  from  you  if  we  can  be  of 
help.  Delegates  from  your  component  society,  Board  members,  the  TMA  staff,  or  I will  help 
you  with  a resolution.  Let  us  know  how  we  can  help. 

You  would  be  pleased  to  know  that  the  TMA  through  its  legislative  committee  and  our 
lobbying  efforts  still  has  a significant  credibility  with  the  state  legislature  and  limited  credibil- 
ity with  the  current  administration.  Our  contacts  and  personal  visits  with  our  state’s  represen- 
tatives in  Washington  have  kept  the  TMA  and  our  interests  uppermost  in  their  minds.  We 
continue  to  have  mixed  success  dealing  with  the  people  in  the  current  TennCare  office  at  the 
state  level.  We  need  some  good  ideas  from  you  about  how  to  deal  with  that  group.  Any  ideas 
for  more  resolutions  on  TennCare  issues  would  be  most  helpful  and  welcomed. 

Since  the  annual  meeting’s  format  has  been  pruned  to  eliminate  general  sessions,  continu- 
ing education,  specialty  society  participation,  and  extra  time  for  visiting,  we  should  be  able  to 
devote  all  our  time  to  the  business  at  hand.  It  would  be  a good  year  to  have  some  controversial 
issues  and  your  most  troublesome  problems  discussed.  You  still  have  time  to  draw  up  resolu- 
tions for  the  House  of  Delegates  to  consider. 

I have  enjoyed  being  your  president  this  year  and  still  consider  it  to  be  the  highest  honor  I 
have  ever  received.  I look  forward  to  seeing  you  and  thanking  everyone  once  again  for  making 
this  such  a special  year  for  me. 
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Of  the  1 50  homesites  that  can  ever 
be  sold  on  Dewees,  over  half  are  gone, 
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Editorials 


John  B.  Thomison,  MD 


« 


Tricky  Business  on  the  Slopes 

It  is  characteristic  of  the  human  species,  I guess,  and  maybe  of  other  species  too,  though 
because  of  their  societal  customs  their  members  might  have  less  opportunity  to  exercise  it,  that 
the  human  male  disregards  the  calendar  in  choosing  and  pursuing  his  activities,  especially  physical 
ones.  In  their  minds  they  tend  to  knock  off  two  or  three,  or  even  more  decades,  and  then  try  to 
perform  according  to  their  wishes  and  not  the  hard,  unpleasant  facts.  Since  according  to  the 
calendar  I am  crowding  80  but  think,  lets’s  say,  60, 1 speak  from  painful  experience.  I therefore 
hesitate  to  speak  for  women,  but  it  is  my  distinct  impression  that  they  stop  their  counting  alto- 
gether at  about  age  30,  or  certainly  before  40. 

If  as  you  read  on  you  begin  to  get  feelings  of  deja  vu,  skip  a couple  of  paragraphs,  because 
I have  used  this  story  before.  At  the  end  of  the  Second  World  War  the  U.S.  Air  Forces  in  Europe 
(USAFE)  commandeered  the  Schneefernerhaus,  a posh  ski  resort  on  the  Zugspitz  in  the  Bavar- 
ian Alps,  for  its  officers’  R&R  (rest  and  recreation,  for  those  of  you  without  military  experience. 
Enlisted  personnel  had  another  resort  over  the  mountain).  The  base  surgeon  where  I was  sta- 
tioned was  headed  there  for  a week,  and  suggested  that  I if  I would  go  there  on  a weekend  pass 
he  would  teach  me  to  ski.  Now  as  far  as  I’m  concerned,  skiing  has  in  it  three  of  the  elements  that 
I deplore  most,  which  are  cold,  exercise,  and  boredom.  (I  found  out  about  the  boredom  there.  I 
already  knew  about  the  other  two.)  But  I decided  it  would  at  least  be  a nice  trip,  and  I might  after 
all  take  to  skiing.  And  so  I went. 

When  on  arriving  at  the  magnificent  Schneefernerhaus,  perched  on  the  side  an  awesome, 
glittering  peak,  I inquired  after  my  intended  coach,  to  my  consternation  I was  told,  “Oh,  he’s  in 
his  room  in  traction  with  a broken  leg.”  I was  aghast,  because  he  had  grown  up  on  skis  in 
California,  and  had  been  chosen  to  lead  a rescue  team  into  the  Alps  a few  months  earlier.  My 
skiing  career  ended  then  and  there  before  it  ever  got  started.  If  the  sport  had  otherwise  held  any 
fascination  for  me  I might  have  persisted,  but  there  was  none,  so  I sat  in  the  bar  and  watched 
through  the  enormous  picture  window  as  the  learners  stumbled  about  and  fell  down  in  the  snow. 
For  those  of  us  growing  up  on  Lookout  Mountain  during  the  Depression,  bicycles  were  simply 
an  extension  of  our  bodies.  That  gave  me  good  legs,  and  I was  anxious  to  keep  them  that  way. 
As  I watched,  one  of  the  novices  got  his  skis  tangled  up,  and  had  to  be  helped  away.  I later  found 
he  had  broken  his  ankle,  thus  confirming  my  decision.  The  bartender  said  there  was  a steady 
stream  of  broken  bones  every  weekend,  and  occasionally  someone  died. 

Although  a number  of  dependents  had  arrived  in  Germany  by  that  time,  since  the  war  in 
Europe  had  ended  more  than  a year  earlier,  most  of  the  skiers  were  young  men,  with  a sprin- 
kling of  women  and  children.  The  children,  said  the  bartender,  did  best.  The  fiction  that  skiing 
is  a safe  sport,  an  article  of  faith  of  its  aficionados,  was  dealt  a blow  over  the  recent  holidays 
with  the  death  of  two  prominent  men,  both  of  whom  to  my  way  of  thinking  died  from  their 
cavalier  disregard  for  life  and  limb.  While  I likely  would  include  the  very  act  of  skiing  itself  in 
this  category,  they  exceeded  even  what  skiers  consider  intelligent  pursuit  of  the  sport,  or  at  least 
Michael  Kennedy  did.  He  was  playing  a sort  of  football  at  high  speed  on  an  icy  course,  and 
predictably  lost  control  of  a ski  just  as  a tree  loomed  up  before  him.  Said  one  of  the  ski  area 
orthopedists,  Kennedy’s  was  not  a skiing  accident.  He  just  happened  to  be  on  skis  while  doing 
something  stupid.  How  Sonny  Bono  died  is  not  really  clear,  since  he  was  found  dead  after 
having  crashed  into  a tree. 

I think,  though,  that  I could  tell  you  why  Sonny  Bono  died,  and  so  I shall.  Argue  about  it  as 
suits  you.  I think  he  was  a 62-year-old  man  who  was  acting  as  if  he  were  25.  At  his  age,  reflexes 
are  not  quite  so  sharp  as  they  once  were,  eyesight  is  dicey,  with  faltering  depth  perception,  and 
judgment  and  muscular  response  are  slowed.  The  changes  would  doubtless  be  imperceptible  in 
usual  situations,  but  moving  along  on  a pair  of  narrow  boards  at  a speed  of  at  least  40  miles  an 
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hour  up  to  as  much  as  70,  or  with  expert  skiers  on  a steep  slope  up  to  90  MPH,  is  far  from  a 
usual  situation,  and  even  a few  milliseconds  lag  time  in  reactions  can  be  fatal  for  even  experi- 
enced skiers.  A few  of  the  top  skiers  have  continued  into  their  30s,  but  most  of  them  like  to  stay 
alive,  and  they  almost  universally  have  had  firsthand  experience  with  emergency  rooms.  They 
quit  the  hard  stuff  while  they’re  ahead.  My  Army  friend  was  26. 1 was  25  and  had  my  eye  set  on 
at  least  26. 1 decided  that  to  accomplish  that,  there  was  no  time  like  the  present  not  to  take  up  skiing. 

The  bartender  at  the  Aspen  resort  where  the  Kennedy  family  was  staying  took  the  death 
philosophically.  Sure,  it  was  a tragedy,  he  said,  but  there  are  a half  dozen  or  more  like  it  each 
season,  almost  always  involving  a lack  of  judgment  in  exercising  reasonable  caution.  Reason- 
able caution  means  acting  in  accordance  with  course  conditions  and  one’s  physical  and  mental 
capabilities.  The  calendar  is  not  an  absolute  indicator  of  physiologic  age,  but  neither  is  it  one 
that  can  be  ignored. 

If  one  is  determined  to  engage  in  dangerous  activities,  it  is  simple  prudence  to  have  deter- 
mined beforehand  what  those  capabilities  are,  and  then  to  act  on  that  knowledge.  With  spring 
break  coming  up,  the  slopes  are  a constant  attraction.  To  keep  it  from  being  a fatal  one,  that’s  a 
good  thing  to  think  about. 


Cats  and  Dogs 

Disclaimer:  So  as  to  at  least  start  out  with  peace  in  the  family,  before  I go  any  further  let  me 
say  that  the  order  of  the  participants  in  the  title  of  this  piece  has  nothing  to  do  with  any  notions 
I might  have  of  the  primacy  of  one  of  the  species  over  the  other.  Although  before  I’m  done 
you’ll  likely  know  where  I stand  on  the  matter,  I’m  going  to  attempt  to  stay  neutral  in  this 
quarrel,  and  this  is  the  order  the  words  take  in  the  saying  it’s  raining  cats  and  dogs. 

Probably  the  most  futile  quarrel  I can  think  of  has  to  do  with  which  are  the  more  . . . (fill  in 
your  own  adjective,  e.g.,  worthy,  worthless,  and  so  on;  that  way  you  can  make  it  either  positive 
or  negative):  dogs  or  cats?  Each  animal  has  its  own  supporters  and  enemies,  all  of  whom  seem 
to  operate  on  a “take  no  prisoners”  basis.  Recently  Mr.  Tim  Chavez,  a columnist  for  the  Nash- 
ville Tennessean,  wrote  a piece  deliberately  more  or  less  promoting  cats,  more  or  less  at  the 
expense  of  dogs,  and  to  a lesser  degree  at  the  expense  of  the  owners  of  both  as  well  as  the 
communities  they  live  in.  He  went  so  far  as  to  invite  controversy.  He  got  it  the  next  day  in  the 
form  of  a column  from  the  newspaper’s  veteran  political  writer,  Mr.  Larry  Daughtrey.  So  quick 
was  the  response  and  the  point  by  point  retort  so  acerbic  that  it  raised  in  my  mind  the  question 
of  collusion.  At  any  rate,  both  pieces  were  cleverly  written  and  quite  entertaining,  and  in  fact 
raised  some  points  worth  thinking  about. 

Mr.  Daughtrey  pointed  out  that  though  cats  once  served  a purpose,  which  was  keeping  rats 
out  of  the  barn,  the  cats  of  today  wouldn’t  know  what  to  do  with  a mouse  if  they  found  one. 
Furthermore,  he  said,  cats  have  no  loyalty.  On  the  other  hand,  says  Mr.  Daughtrey,  dogs  have  a 
long  history  of  service  (sic)  to  this  state  and  nation,  and  only  President  Clinton  has  ever  taken  a 
cat  into  the  White  House. 

Besides  all  that,  though,  another  long  tradition  is  apparent  here.  Taking  a cue  from  my  par- 
ents, as  well  as  tradition  generally,  we  never  had  a cat  enter  our  house,  because  neither  my  wife 
nor  I liked  cats.  We  were  a “dog”  family.  Actually,  neither  my  father  nor  my  mother  nor  I had 
previously  had  any  more  than  an  occasional  passing  contact  with  cats,  and  it  is  my  studied 
opinion,  formed  after  we  got  our  first  cat,  that  the  basis  for  our  aversion  to  cats  was  simply  that 
all  good,  red-blooded  Americans  liked  dogs,  and  therefore  disliked  cats,  the  two  being  incom- 
patible. Mr.  Daughtrey  comments  that  he  and  Socks,  Mr.  Clinton’s,  or  more  likely  Chelsea’s, 
cat  was  a friend  of  his  against  his  pants  leg  once  for  about  10  seconds  in  a glorified  yard  in  Little 
Rock.  Except  for  that,  I gather  from  his  writings  that  as  with  our  family,  Mr.  Daughtrey  has  had 
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no  contact  with  cats,  either. 

One  day,  though,  Dr.  Sam  Clark,  my  former  anatomy  professor  now  become  our  dear  friend 
and  neighbor,  gave  us  a yellow  striped  cat  named  Roger,  which  our  children  dubbed  Roget,  as 
in  the  double  murmur.  Dr.  Clark  liked  cats,  had  cats,  and  worked  with  cats  as  his  co-investiga- 
tors in  his  neuroanatomy  laboratory.  After  that  cat  was  poisoned.  Dr.  Clark  rescued  a mangy 
critter  that  had  been  referred  to  the  neuroanatomy  laboratory  to  get  his  brain  studied,  and  gave 
him  to  us.  As  a cat  lover,  Dr.  Clark  recognized  that  this  was  a fine  animal,  and  it  turned  out  to  be 
a fine  bobtailed  Siamese.  Because  he  said  we  were  obviously  predestined  to  meet,  Dr.  Clark 
named  the  cat  John  Calvin.  With  the  possible  exception  of  a crow,  Calvin  was  the  smartest 
animal  we  ever  owned,  and  that  included  a whole  passel  of  dogs,  cats,  birds,  mice,  gerbils, 
guinea  pigs,  rabbits,  frogs,  turtles,  and  probably  some  other  things  I’ve  forgotten.  He  would 
recognize  my  car  by  its  sound  a block  away,  would  come  running  to  meet  me,  follow  me  into 
the  house,  and  jump  up  into  my  lap  when  I sat  down.  He  demonstrated  all  of  the  attributes  that 
Mr.  Daughtrey  maintains  are  limited  to  dogs  and  allegedly  unavailable  from  cats. 

After  we  got  Calvin  home  in  his  original  bedraggled  state,  and  had  doused  him  with  kero- 
sene to  kill  the  fleas,  washed  him  thoroughly,  and  turned  him  loose,  our  two  dogs  chased  him  up 
a tree.  After  clinging  to  the  tree  trunk  for  about  1 0 minutes,  Calvin  suddenly  jumped  down  onto 
the  back  of  the  larger  one,  a big  golden  retriever,  dug  his  claws  in,  and  refused  to  be  dislodged. 
The  dogs  never  bothered  him  after  that,  and  they  became  fast  friends.  In  a fight  between  a cat 
and  a dog,  I’ll  back  the  cat  every  time. 

Mr.  Daughtrey  has  made  a generalization  that  some  dogs  eat  cats.  He  is  speaking,  I suspect, 
from  hearsay  and  not  entirely  from  fact.  Several  dogs  could  no  doubt  eat  a lone  cat,  and  a big 
dog  could  eat  a kitten.  But  an  adult  cat  would  almost  always  turn  a dog  away  with  its  tail 
between  its  legs.  A swipe  of  claws  across  the  nose  is,  I should  think,  quite  unsettling,  and  indeed 
daunting.  At  one  time  subsequently  we  had  14  dogs  and  3 cats,  though  1 1 of  the  dogs  made  up 
one  litter  of  pups.  After  giving  some  of  the  pups  away,  ultimately  we  were  left  for  some  time 
with  5 dogs  and  3 cats,  all  of  which  got  along  together  just  fine. 

Having  had  a lot  of  both  dogs  and  cats,  I think  which  of  the  two  kinds  of  animals  generally 
speaking  makes  the  better  pet  is  a matter  of  taste.  You  can,  of  course,  get  a variety  of  opinions  if 
you  have  sufficiently  poor  judgment  to  seek  them.  After  a lifetime  of  experience  with  both,  as 
well  as  assorted  others,  I guess  I have  to  say  that  I like  most  members  of  both  species  when  they 
are  at  a distance  and  properly  confined,  but  not  when  they  come  up  close  uninvited.  My  own 
experience  has  been  that  it  is  to  the  advantage  of  cats  that  they  habitually  stay  very  far  away 
unless  they  are  invited  to  come  close,  and  even  much  of  the  time  after  they  are.  Others  say  that 
their  experience  is  the  exact  opposite,  and  that  cats  make  a bee-line  for  those  they  suspect 
dislike  them,  so  as  to  woo  them.  However  that  may  be,  it  is  only  my  dogs  and  my  cats  that  I want 
near  me,  and  I am  very  firm  in  my  conviction  that  everybody,  including  me,  should  keep  theirs 
off  the  streets  and  away  from  other  people.  I become  very  cross  whenever  I step  in  the  drop- 
pings of  someone  else’s  pride  and  joy,  but  particularly  when  it  is  in  my  yard.  As  everybody 
knows,  no  sane  animal  will  relieve  itself  in  its  own  territory,  particularly  when  it  has  been 
trained  to  do  it  somewhere  else,  likely  sensing  instinctively  that  if  it  did  so  very  often  it  would 
need  to  seek  other  employment. 

Unless  it  is  perpetrated  for  the  amusement  of  its  audience,  any  quarrel  between  dog  and  cat 
lovers  is  an  annoyance  of  an  order  almost  as  great  as  their  thoughtlessness  of  their  neighbors’ 
property  and  wishes,  and  it  leaves  me  very  tired,  particularly  if  it  includes  denigration  of  the 
choice  of  someone  else.  Mr.  Daughtrey  makes  mention  of  the  lack  of  utility  found  in  today’s 
cats.  To  that  I have  to  respond  that  few  men  choose  their  wives  for  their  ability  to  cook  or  keep  a tidy 
house.  There  is  small  utility  in  daffodils,  Mozart’s  music,  a Rembrandt  painting,  or  a Tolstoy  novel, 
for  instance,  none  of  which  would  be  considered  anything  less  than  a prized  possession  by  most 
people.  But  most  of  all,  choosing  a pet,  be  it  a dog  or  a cat,  is  similar  to  choosing  a mate,  and 
woe  betide  the  lunatic  who  has  the  temerity  to  criticize  that  choice  of  even  his  best  friend. 

“Love  me,  love  my  dog!”  Or  cat. 
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I Need  A Drug 
Screen.  STAT.” 


If  you’ve  ever  said  this,  you  may  want  to  ask 
your  lab  to  use  Triage"  Plus  TCA. 


• Screens  urines  for 
8 classes  of  Drugs 
of  Abuse 

• Fastest  turnaround 
time  possible 

• Used  by  more  than 
2,500  hospitals 
nationwide 

• Stat  results  available 
24  hours  a day 


Reliable. 


PANEL  FOR 
DRUGS  OF 
ABUSE 

PLUS  TRICYCLIC 
ANTIDEPRESSANTS 


The  First  Urine-based  Immunoassay 
For  Tricyclic  Antidepressants. 


The  TRIAGE  assay  provides  only  a preliminary  analytical  test  result.  A more  specific  alternate  chemical  method  must  be  used  in  order  to  obtain  a 
confirmed  analytical  result  READ  COMPLETE  INSTRUCTIONS  PRIOR  TO  USE  AND  PRIOR  TO  INTERPRETING  TEST  RESULTS 


biosite* 

■ ■■■■■■LULLLUUiJ 

11030  ROSELLE  ST 
SAN  DIEGO,  CA  92121 

1-800-745-8026 


Practicing  Medicine 


Finally!  The  TennCare  Bureau 
Releases  New  Data  on  Program 

Angela  Meyer;  Matt  Pulle 


One  of  the  early  goals  of  the  TennCare  program  was  to 
develop  standards  of  care  for  certain  diseases  and  illnesses. 
Yet,  even  by  its  own  measure,  the  TennCare  Bureau  has  been 
slow  to  release  to  physicians,  enrollees,  and  advocates  the 
kinds  of  outcomes  data  that  might  definitively  indicate  how 
the  program  is  affecting  care  for  its  1 .2  million  enrollees. 

“I  think  it’s  a detriment  to  the  program  because  if  you 
don’t  have  data  it’s  like  steering  a ship  without  a rudder,” 
says  Tony  Garr,  director  of  the  Tennessee  Healthcare  Cam- 
paign. “When  you  don’t  have  data,  you’re  still  doing  a lot  of 
guess  work.” 

The  Health  Care  Financing  Administration  (HCFA)— the 
federal  agency  that  will  determine  whether  or  not  to  renew 
the  five-year  Section  1115  Medicaid  waiver  that  made  the 
program  possible — does  not  require  TennCare  to  release  out- 
comes data  to  the  public.  However,  TennCare  is  required  to 
provide  HCFA  with  outcomes  data  on  a range  of  inpatient, 
outpatient,  and  pharmacy  services.  And  while  HCFA  will  use 
this  data  to  decide  whether  to  renew  the  program’s  waiver, 
the  agency  is  not  necessarily  looking  to  see  if  TennCare  has 
improved  quality. 

“It’s  a question  of  assuring  that  there’s  no  deterioration  in 
care,”  said  a HCFA  official  who  asked  not  to  be  named.  “The 
demonstration  must  prove  that  it’s  not  doing  anything  nega- 
tive to  the  Medicaid  program.  There’s  no  requirement  that 
things  actually  improve.” 

So  far,  TennCare  officials  and  state  legislators  have  spent 
the  bulk  of  their  time  on  the  quality  of  the  provider  networks, 
the  financial  workings  of  the  program  and  its  MCOs,  and,  in 
the  last  two  years,  the  TennCare  Partners  Program.  With  the 
release  of  two  new  reports  compiled  by  an  external  quality 
review  organization,  that  appears  to  be  changing. 

“Certainly  when  we  started  the  program  we  had  to  focus 
on  implementation  issues,”  says  Theresa  Clarke,  assistant 
commissioner  of  the  TennCare  program.  “But  quality  im- 
provement is  one  of  our  main  focuses  and  I think  in  the  fu- 


Ms.  Meyer  is  principal  of  Stewart  Meyer  Communications,  a 
communication  consulting  and  publication  production  firm 
sen’ing  professionals  in  health  care,  law,  and  human  resources. 
Mr.  Pulle  is  assistant  editor  of  In  Review,  a Nashville  news 
magazine. 


TennCare  To  Cover  More 
Low-Income  Children 

On  January  1 , 1 998,  Gov.  Don  Sundquist  an- 
nounced the  expansion  of  the  TennCare  program 
to  cover  close  to  28,000  children  who  don’t  have 
health  insurance.  The  four-year-old  program  will 
now  be  open  to  18  year  olds  and  uninsured  be- 
low 200%  of  the  poverty  level. 

Sundquist’s  announcement  is  significant  be- 
cause now  even  children  whose  parents  have 
access  to  private  health  care  are  eligible  for 
TennCare.  For  example,  children  in  a family  of 
four  with  a household  income  of  less  than 
$31,188  per  year  can  now  sign  up  forTennCare 
coverage  regardless  of  whether  or  not  their  par- 
ents are  insured.  The  open  enrollment  period 
ends  March  30,  1998. 

The  Tennessee  Department  of  Health  also  an- 
nounced that  it  will  eliminate  deductibles  for  chil- 
dren under  200%  of  the  poverty  level  and  will 
slash  copayments  from  8%  to  2%.  The  total  pro- 
jected costs  for  expanding  the  benefits  of  the 
$3. 2-billion  program  is  $22.4  million,  less  than 
one-third  of  which  ($6.2  million)  will  come  from 
the  state  of  Tennessee. 

The  funding  forTennCare’s  expansion  stems 
in  part  from  the  Balanced  Budget  Act  of  1997 
which  increased  federal  matching  funds  for 
children's  health  care  coverage.  The  state  also 
had  some  extra  money  from  last  year  that  they 
had  to  allot  to  children’s  health  care.  Last  April, 
Gov.  Sundquist  opened  up  enrollment  to  unin- 
sured children  whose  parents  did  not  have  ac- 
cess to  health  care.  The  state  had  budgeted 
money  to  expand  coverage  to  50,000  children, 
but  only  27,000  children  enrolled  in  the  program. 
This  in  turn  prompted  a budget  surplus  that  made 
it  necessary  for  the  state  to  increase  the  benefit 
package  again  this  year.  Diane  Denton,  spokes- 
woman for  the  Tennessee  Department  of  Health, 
said  that  it  was  unlikely  the  program  will  further 
broaden  its  coverage  for  children  anytime  soon. 
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Figure  1.  Percentage  of  continuously  enrolled  TennCare  members  be- 
tween the  ages  of  21  and  64  who  received  at  least  one  Pap  smear  during 
the  reporting  year  or  previous  two  years,  by  community  service  area. 


Managed  Care  Organization 


-1993  TN  Medicaid 


Figure  2.  Percentage  of  continuously  enrolled  TennCare  members  be- 
tween the  ages  of  21  and  64  who  received  at  least  one  Pap  smear  during 
the  reporting  year  or  previous  two  years,  by  managed  care  organization. 


ture  you  will  see  study  after  study  on  TennCare’s  health  care 
outcomes.” 

One  of  the  new  TennCare  studies  is  actually  an  update  of 
a 1 996  report  entitled  Infant  Death  and  Prenatal  Care  Among 
Residents  of  Tennessee.  The  new  interim  report,  prepared  by 
an  external  quality  review  organization  named  First  Mental 
Health,  Inc.,  essentially  concludes  that,  compared  to  the  old 
fee-for-service  Medicaid  program,  the  TennCare  program  has 
done  a better  job  at  both  providing  prenatal  care  and  bridg- 
ing the  considerable  gaps  in  pregnancy  outcomes  between 
black  and  white  mothers  as  well  as  between  TennCare  and 
non-TennCare  births.  Considering  that  TennCare  covers 
nearly  half  the  births  in  the  state  (47%  according  to  Dr.  Wendy 
Long,  TennCare’s  medical  director),  this  study  is  an  impor- 
tant indicator  of  the  quality  of  care  the  program  provides  for 
pregnant  women  and  newborns. 

Since  women  and  children  make  up  about  75%  of  the 
TennCare  population,  four  of  the  five  indicators  studied  in 
another  new  TennCare  report,  Delivery’  of  Preventive  Services 
and  Ambulatory  Care,  focused  on  women  and  children’s 
health  issues.  Rates  of  mammography  screening,  pap  smears, 
well  child  visits,  dental  visits,  and  hospitalizations  for  ambu- 
latory sensitive  conditions  were  studied  using  two  different 
methods  to  evaluate  TennCare  and  MCO  performance:  Mem- 
ber Year  Measures  and  HEDIS  3.0  Measures. 

Broken  down  by  MCO  as  well  as  by  region,  the  HEDIS 
3.0  section  of  the  study  was  particularly  telling.  The  most 
widely  used  vehicle  for  measuring  health  plan  quality,  the 
Health  Plan  Employer  Data  and  Information  Set  (HEDIS) 
was  developed  by  the  National  Committee  for  Quality  As- 
surance (NCQA)  to  enable  health  plans  to  standardize  how 
they  measure  and  report  performance  information,  including 
prevention  and  early  detection  services. 

Overall,  the  TennCare  preventive  services  study  shows  that 
in  each  indicator  measured,  rates  of  prevention  had  improved 
since  TennCare  had  been  implemented  for  everything  except 
dental  services.  However,  the  HEDIS  section  of  the  study 


shows  that  Pap  smear  screening  rates  varied  significantly  from 
MCO  to  MCO,  with  two  MCOs  performing  far  below  1993 
levels  (Figs.  1 and  2). 

One  practical  use  for  this  new  study  could  be  to  help  en- 
rollees  make  an  informed  choice  on  which  MCO  is  right  for 
them  (or  at  least  those  who  live  in  areas  where  there’s  more 
than  one  MCO  accepting  new  enrollees).  Right  now,  accord- 
ing to  Dr.  Long,  the  bureau’s  interpretation  on  the  outcomes 
data  collected  is  that  no  MCO  stands  out  for  providing  either 
exceptionally  bad  or  exceptionally  good  care. 

“We’re  not  seeing  that  there’s  an  MCO  that’s  the  best  at 
everything  or  the  worst,”  says  Dr.  Long,  “If  I’m  a consumer 
I’d  have  to  think  about  what  area  of  health  is  most  important 
to  me  . . . the  best  MCO  at  providing  mammograms  may  not 
be  the  best  one  at  preventing  low  birth-weights.” 

Makes  sense.  Question  is,  how  will  the  bureau  go  about 
informing  TennCare  consumers?  As  Dr.  Long  points  out, 
“there’s  no  easy  way”  to  collect,  interpret,  and  distribute  clini- 
cal outcomes  data  to  the  program’s  enrollees.  But  that  doesn’t 
mean  there  isn't  any  way  to  do  it.  And  the  bureau’s  current 
approach  is  a bit  far-fetched.  They  post  the  studies  on  the 
TennCare  website.  When  queried  about  the  practicality  of 
that  communication  method,  considering  that  most  TennCare 
enrollees  do  not  have  Internet  access,  Dr.  Long  said  that  the 
bureau  will  send  information  out  to  anyone  who  requests  it. 
(No  one  mentioned  how  enrollees  know  that  this  informa- 
tion is  available  in  the  first  place,  or  whether  it  will  be  com- 
municated in  a way  they  can  understand.) 

For  some,  the  study  raises  another  concern.  Why  aren’t  the 
program’s  three  largest  MCOs— Blue  Care,  Access. ..Med- 
Plus,  or  Phoenix  Healthcare  (which  recently  merged  with 
HealthNet) — NCQA  certified? 

Ms.  Clarke  points  out  that  NCQA  certification  is  not  a 
requirement  for  MCOs  to  participate  in  the  TennCare  pro- 
gram: “We  think  the  oversight  we  have  is  adequate  to  ensure 
that  the  quality  of  care  is  not  threatened.” 

Dr.  Long  says  the  bureau  is  currently  designing  studies  on 
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disease-specific  clinical  outcomes  for  diabetes,  pediatric 
asthma,  and  HIV.  (It  will  be  interesting  to  see  whether  these 
so-called  outcomes  studies  will  reveal  enough  information  to 
develop  clinical  protocols  for  the  treatment  of  these  diseases.) 
In  addition,  the  University  of  Tennessee  at  Memphis  will  soon 
release  to  the  Tennessee  General  Assembly’s  TennCare  Over- 
sight Committee  their  review  of  the  program’s  formularies. 
But  Dr.  Long  admits  that  more  data  needs  to  be  accumulated 
and  released. 

“I  think  that  in  any  health  care  system,  there  are  hundreds 
of  studies  one  can  take  to  evaluate  the  system,”  says  Dr.  Long. 
“But  I don’t  think  there  will  ever  be  as  much  information  as 
we’d  like  to  have.” 

So  can  we  expect  to  know  more  about  how  TennCare  is 


affecting  the  health  of  its  enrollees?  Ms.  Clarke  certainly 
seems  to  think  so. 

“A  lot  of  the  focus  in  the  first  years  of  the  program  was 
making  sure  the  MCOs  were  collecting  accurate  encounter 
data.  As  the  program  continues  to  mature  and  as  we  analyze 
the  data,  we  will  release  it,”  says  Ms.  Clarke.  “I  think  what 
you’ll  see  happening  at  this  point  is  that  you  won’t  have  to 
wait  three  years  for  a study  to  be  released.  The  studies  will 
be  limitless  . . . and  will  be  released  a lot  more  quickly.”Q 


Both  of  the  studies  mentioned  in  this  article 
can  be  found  on  the  TennCare  Homepage  at 
www.state.tn.us/health/tenncare. 
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Practicing  Medicine 


Preventive  Medicine  Series 

Physician-Patient  Communication: 
Does  it  Matter? 

Linda  O.  Nichols,  PhD;  David  M.  Mirvis,  MD 


The  1995  Council  on  Graduate  Medical  Education 
(COGME)  report  on  graduate  medical  education  concluded 
that  communicating  with  patients  is  one  of  the  most  impor- 
tant skills  of  physicians,  but  that  this  skill  is  not  systemati- 
cally taught  to  students  or  housestaff.1  Why  is  this  skill  so 
important?  What  are  the  positive  outcomes  resulting  from 
effective  communication?  What  are  the  detrimental  conse- 
quences of  poor  communication? 

It  is  these  questions  that  we  will  address  in  this  Preventive 
Medicine  Series  report.  We  will  do  so  using  the  approach 
developed  for  a physician  education  course  entitled  “Clini- 
cian-Patient Communication  to  Enhance  Health  Outcomes” 
developed  by  the  Bayer  Institute  for  Health  Care  Communi- 
cation, West  Haven,  CT.2 

The  Bayer  Institute  bases  its  course  on  two  premises.  The 
first  premise  is  that  “communication  matters,”  and  the  sec- 
ond that  communication  can  be  learned.  We  will  address  the 
first  premise  in  this  report  and  return  to  the  second  in  a sub- 
sequent article. 

The  Nature  of  Clinician-Patient 
Communication 

The  Toronto  Consensus  Statement,  a result  of  an  interna- 
tional conference  on  clinician-patient  communication,  begins 
by  stating  that  “effective  communication  between  doctor  and 
patient  is  a central  function  that  cannot  be  delegated”7  A cli- 
nician will  conduct  between  100,000  and  160,000  patient  in- 
terviews during  a career.  These  interviews  serve  three  key 
function45:  (a)  establishing  an  effective  interpersonal  relation- 
ship; (b)  exchanging  information  about  symptoms,  diseases, 
etc.;  and  (c)  making  treatment-related  decisions.  The  impor- 
tance of  the  interview  cannot  be  overestimated;  in  internal  medi- 
cine, 76%  of  final  diagnoses  are  based  on  patient  history.6 


From  the  Department  of  Veterans  Affairs  Medical  Center,  and  the 
Universities  Prevention  Center,  a joint  effort  of  the  University  of 
Tennessee,  Memphis  and  the  University  of  Memphis,  and  is  edited 
by  David  M.  Mirvis,  MD,  Director  of  the  Division  of  Health 
Services  and  Policy  Research,  University  of  Tennessee,  Memphis. 
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The  nature  of  this  ubiquitous  and  important  interaction 
is,  however,  extremely  complex.  All  communication  is  com- 
plex,7 depending  on  the  intent,  predispositions,  and  styles  of 
both  the  speaker  and  the  listener.  Physician-patient  commu- 
nication is  even  more  complex,  and  is  a mirror  of  the  ex- 
traordinary complexity  of  the  physician-patient  relationship 
itself.8  Communication  may  be  hampered,  for  example,  by 
the  patients’  fear  of  learning  something  threatening  to  their 
physical  well-being  and  by  differences  in  education  and  so- 
cioeconomic status  between  the  patient  and  physician.  Re- 
cent publicity  about  medical  errors  and  self-serving  prac- 
tices adds  a further  element  of  skepticism  and  distrust. 

All  of  these  may  lead  to  an  environment  in  which  frank, 
open  communication,  often  about  very  sensitive  and  personal 
events,  is  hampered.  Patients  do  not  interrupt  or  contradict 
the  physician, y they  give  information  they  sense  is  what  the 
clinician  wants  to  hear,  and  they  demur  from  revealing  per- 
sonal information  even  if  it  is  highly  relevant. 

It  is  up  to  the  clinician  to  understand  and  overcome  these 
barriers.  As  noted  above,  this  responsibility  cannot  be  del- 
egated to  others.  Establishing  effective  communication  can 
lead  to  better  health  outcomes  and  to  improved  patient  and 
physician  satisfaction. 

TABLE  1 

ELEMENTS  OF  EFFECTIVE  CLINICIAN-PATIENT  COMMUNICATION* 

History  Taking 

• Shows  support  and  empathy 

• Asks  (open-ended)  questions  about  the  problem,  concerns, 
expectations,  and  perceived  impact  on  the  problem  on  function 

• Asks  about  patient’s  feelings 

Discussion  of  Management  Plan 

• Encourages  patient  to  ask  questions 

• Provides  informative  material 

• Gives  clear  emotional  support 

• Shares  decision-making 

• Agrees  with  the  patient  about  nature  of  the  problem  and  the  need  for 
follow-up 

* Based  on  Stewart.11 
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Elements  of  Good  Communication 

A first  question  in  addressing  why  good  communication 
is  important  is  to  define  what  “good”  communication  is.  This 
definition  varies  by  perspective.  What  is  “good”  from  the 
patient’s  point  of  view  is  not  necessarily  “good”  from  the 
physician’s  vantage.2  The  patient  wants  to  tell  the  story  of 
the  illness,  is  concerned  with  the  personal  meaning  of  the 
illness,  and  responds  to  open-ended  questions.  The  clinician 
wants  to  obtain  accurate  information  quickly  and  asks  closed- 
ended  questions  to  get  facts. 

While  no  comprehensive  definition  of  “good  communi- 
cation” is  available,  the  elements  of  physician-patient  com- 
munication that  lead  to  the  three  desired  outcomes  listed  above 
have  been  described.5101''  These  are  summarized  in  Table  1. 

Effect  on  Health  Outcomes 

Effective  communication  has  been  demonstrated  to  im- 
prove diagnostic  accuracy,  to  improve  adherence  with  the 
prescribed  management  plan,  and  to  improve  outcomes. 
Beckman  and  Frankel9  recorded  and  analyzed  74  patient- 
physician  encounters.  In  only  23%  of  encounters  did  the  pa- 
tient complete  the  opening  statement  describing  the  reason 
for  the  visit  before  being  interrupted  by  the  doctor;  the  phy- 
sician then  dominated  the  remainder  of  the  encounter  with 
directed,  closed-ended  questioning.  In  almost  all  interrupted 
cases,  the  patient  never  completed  presenting  the  story.  Be- 
cause of  this  and  because  the  interruption  typically  occurs 
early  during  the  interview  (usually  during  the  first  20  sec- 
onds), the  physician  often  proceeds  to  prematurely  develop  a 
clinical  hypothesis  based  upon  incomplete  information.  In  a 
study  by  Burack  and  Carpenter,14  the  patient’s  chief  com- 
plaint and  the  clinician’s  assessment  of  the  patient’s  primary 
problem  agreed  in  only  76%  of  cases  with  primary  physical 
complaints  and  in  only  6%  of  encounters  with  a primary 
psychosocial  problem.  In  another  study,10  54%  of  patient  com- 
plaints and  45%  of  concerns  were  not  elicited  by  physicians. 

Communication  also  has  a profound  effect  on  adherence 
with  the  treatment  plan.  Noncompliance  is  probably  the  most 
common  cause  of  failure  of  established  treatments  to  achieve 
positive  clinical  results.  Up  to  half  of  patients  do  not  keep 
scheduled  appointments,1516  and  30%  to  60%  of  patients  do 
not  take  medication  as  prescribed.17  Noncompliance  is  greater 
for  lifestyle  changes  and  for  primary  prevention  efforts  than 
for  other  recommendations.  For  example,  the  average  com- 
pliance rate  for  prophylactic  medication  may  be  as  low  as 
30%,  with  an  annual  cost  estimated  at  over  $100  billion.17 

Although  compliance  has  not  been  found  to  be  related  to 
age,  marital  status,  gender,  socioeconomic  status,  or  objec- 
tive disease  severity,1819  considerable  evidence  links  low  rates 
to  poor  physician-patient  communication.  Patients  are  less 
likely  to  follow  recommendations  when  not  provided  clear 
explanations  by  their  physicians.20  Compliance  is  better 


among  patients  whose  physicians  express  positive  reinforce- 
ment, support,  and  reassurance.101120 

Communication  factors  also  correlate  directly  with  improved 
clinical  outcome.  In  a report  by  the  Headache  Study  Group,21 
patients  reporting  that  their  headache  was  discussed  to  their 
satisfaction  were  3.4  times  as  likely  as  other  patients  to  re- 
port resolution  of  the  headache.  Orth  et  al22  reported  a greater 
number  of  hypertensive  patients  with  a clinically  significant 
reduction  in  blood  pressure  (68.9%  vs.  46.1%)  among  those 
with  a greater  degree  of  participation  during  the  visit.  Several 
authors25-24  have  found  that  diabetic  patients  who  elicited  more 
information  from  their  physicians  demonstrated  better  meta- 
bolic control  than  those  who  were  less  assertive  or  expressive. 

Effects  on  Patient  Satisfaction 

A 1995  survey  by  the  Bayer  Institute25  demonstrated  that 
communication  is  the  most  important  determinant  of  satis- 
faction with  the  clinician-patient  relationship.  Patients  were 
four  times  as  likely  to  consider  their  relationship  “good”  if 
they  had  good  communication  with  the  physician,  and  were 
six  times  as  likely  to  believe  they  received  high-quality  care 
if  they  assessed  communication  as  “good.”  Good  communi- 
cation was  as  important  a determinant  as  physician  accessi- 
bility of  the  quality  of  the  relationship.  In  addition,  63%  of 
patients  switching  physicians  indicated  that  the  quality  of 
communication  was  of  “great”  importance  in  their  decision 
to  seek  a new  provider. 

The  relation  between  satisfaction  with  the  clinician-pa- 
tient relationship  and  communication  is  underscored  by  the 
relationship  between  communication  and  malpractice  claims. 
Poor  communication  is  more  important  than  poor  outcome 
in  predicting  litigation.  In  studies  of  obstetricians  in  Florida, 
quality  of  care  provided  by  obstetricians  with  or  without  his- 
tories of  malpractice  suits  did  not  differ,  but  those  with  suits 
were  more  often  the  subject  of  complaints  about  interper- 
sonal relationships.26-27  Complaints  included  feeling  rushed, 
not  receiving  explanations  for  tests,  and  feeling  ignored.  As 
noted  by  Levinson  et  al28  in  a study  of  primary  care  physi- 
cians and  surgeons,  “the  combination  of  a bad  outcome  and 
patient  dissatisfaction  is  a recipe  for  litigation.” 

Levinson  and  colleagues28  identified  specific  communi- 
cation styles  more  common  among  primary  care  doctors  with 
no  prior  suits  than  in  those  with  claims.  Results  were  based 
upon  audio  tapes  of  10  routine  visits  per  physician.  Physi- 
cians with  no  claims  more  often  educated  patients  about  what 
to  expect  during  a test  or  visit,  used  more  humor,  provided 
more  encouragement,  and  more  often  solicited  patients’  opin- 
ions and  understanding  than  did  those  with  claims. 

Conclusions 

This  brief  survey  indicates  that  the  quality  of  communi- 
cation between  physician  and  patient  does  matter.  High-qual- 
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ity  communication  improves  health  outcome  and  patient  sat- 
isfaction. It  also  improves  satisfaction  for  the  physician.29  Poor 
communication  leads  to  dissatisfaction,  one  consequence  of 
which  may  be  a malpractice  suit.  As  we  will  show  in  another 
article  in  this  series,  clinicians  can  improve  their  communi- 
cation skills  to  yield  a better  outcome  for  their  patients  and 
for  themselves. □ 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 


Not  Always  Right — Never  in  Doubt 

J.  Kelley  Avery,  MD 


Introduction 

A 42-year-old  woman 
came  to  the  emergency 
department  (ED)  of  a rural 
hospital  with  a history  of 
chest  pain,  and  at  the  time  of 
admission  she  was  hyper- 
ventilating. She  was  said  to 
be  incoherent  when  seen  by 
the  ED  physician.  On  physi- 
cal examination,  the  chest 
was  “clear,”  cardiovascular 
examination  showed  a nor- 
mal sinus  rhythm,  and  the 
abdomen  was  soft.  Vital  signs 


were  recorded  as  pulse  98/ 
min  and  87/min  on  two  con- 
secutive readings,  respira- 
tions 24/min,  and  blood  pres- 
sure 159/88  mm  Hg.  Labora- 
tory studies  revealed  BUN  9 
mg/dl,  glucose  99  mg/dl,  cal- 
cium 10.2  mg/dl,  sodium 
138.7  mEq/L,  potassium 
3.46  mEq/L,  chloride  107.2 
mEq/L,  CO,  22.8  mEq/L, 
BUN/creatinine  ratio  10,  and 
the  anion  gap  12.2.  Arterial 
blood  gas  determination  was 
reported  as  pH  75,  Pco,  26.1 
mm  Hg,  Po,  93.1  mm  Hg, 
Hco3  21.02  mm  Hg,  and  O, 
saturation  98.2. 

The  EKG  was  read  by  the  physician  as  normal  sinus 
rhythm. 

The  diagnosis  was  (1)  hyperventilation,  (2)  chest  pain, 
and  (3)  gastritis.  She  was  given  a GI  cocktail  (contents  not 
recorded)  of  30  cc,  Tagamet  300  mg  four  times  a day,  and 
“Follow  up.” 

Two  and  a half  days  later  the  patient  was  seen  in  the  ED 
by  the  same  physician  with  the  complaint  of  shortness  of 
breath  that  began  about  30  minutes  earlier  while  the  patient 
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was  working  at  her  job  in  a factory  cafeteria.  She  developed 
some  chest  pain  that  seemed  to  radiate  through  to  her  back 
and  felt  like  “someone  stomping  on  her.”  She  did  not  have 
nausea  or  vomiting,  but  did  report  some  sweating  at  the  on- 
set of  pain.  At  the  time  she  was  seen  her  skin  was  warm  and 
dry,  her  color  was  good,  and  she  was  hyperventilating  as  she 
had  been  on  the  previous  visit.  Three  times  her  blood  pres- 
sure was  recorded  at  10-minute  intervals.  It  was  documented 
to  be  157/107,  100/70,  and  141/83.  The  O,  saturation  was 
recorded  as  94.  The  doctor  recorded  that  the  patient  on  the 
previous  visit  was  “smothering”  and  that  she  had  to  be  “lifted 
from  the  car.”  On  this  occasion  the  physical  examination  was 
recorded  as  “alert,  no  acute  distress,  neck-supple,  lungs-clear, 
cardiovascular-normal  sinus  rhythm,  abdomen-soft,  and 
bowel  sounds  present. 

The  cardiac  monitor  showed  no  change  from  the  EKG 
done  on  the  first  visit,  and  arterial  blood  gas  determinations 
were  ordered.  The  report  was  pH  7.53,  Pco,  25  mm  Hg,  Po, 
83  mm  Hg,  and  Hco3  20.5  mm  Hg.  An  EKG  was  read  by  the 
physician  as  normal  sinus  rhythm,  and  the  chest  x-ray  was  ; | 
read  as  “No  abnormality.”  Again  she  was  given  a “GI  cock-  I 
tail,”  Vistaril  25  mg  IM,  and  discharged  from  the  ED  with  the 
diagnosis  of  chest  pain,  recurrent.  A stress  test  was  sched- 
uled for  three  days  later  in  the  clinic. 

The  day  before  the  stress  test  was  to  be  done  she  was  found 
by  her  husband  lying  on  the  sidewalk  unresponsive  and  was 
brought  to  the  ED  with  CPR  in  progress.  She  was  pronounced 
dead  a few  minutes  later. 

A lawsuit  was  instituted  within  a few  months  charging  the 
ED  physician  with  failure  to  recognize  and  treat  signs  of 
myocardial  infarction,  failure  to  recognize  changes  in  the 
EKG,  failure  to  obtain  the  indicated  blood  tests,  and  failure 
to  admit  the  patient  to  the  hospital  for  appropriate  observa- 
tion, testing,  and  treatment. 


Loss  Prevention  Comments 


The  diagnosis  of  acute  myocardial  infarction  can  be  a very 
difficult  one  to  make!  Cases  like  this  one  happen  far  too  fre- 
quently, but  when  we  look  at  them  retrospectively,  we  learn 
something  every  time.  There  were  no  significant  EKG  changes 


( Continued  on  page  100) 
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Ask  TMA  . . . . 


Q:  What  are  the  rules  for  professional  courtesy  in  the  con- 
text of  health  care  fraud? 

A:  The  easy  answer  is  that  professional  courtesy  is  gener- 
ally illegal,  unless  the  insurer  consents  to  its  use.  State  and  fed- 
eral fraud  and  abuse  rules  prohibit  professional  courtesy  waiv- 
ers of  copayments  and  deductibles  because  the  third  party  payor 
is  deemed  to  have  been  defrauded  whenever  a physician  is  fully 
reimbursed  according  to  the  contract  without  the  patient  hav- 
ing paid  his  copayment  or  deductible.  Waiving  a copayment  or 
a deductible,  if  your  patient’s  health  insurance  plan  requires 
one,  changes  the  fee.  If  you  file  a claim  listing  your  usual  and 
customary  fee  of  $ 1 00,  but  you  plan  to  waive  the  $20  copayment, 
your  fee  is  really  only  $80,  in  the  view  of  the  health  plan.  The 
plan,  therefore,  would  expect  to  pay  80%  of  $80,  or  $64. 

Practical  problems  arise  with  such  “courtesy”  claims  fil- 
ing: Indicating  on  the  claim  form  that  the  copayment  has  been 
waived  is  an  easy  way  to  avoid  potential  insurance  fraud  li- 
ability. But  will  the  waiver  of  copayments  affect  reimburse- 
ment? Will  the  carrier  reimburse  at  a lower  rate?  Are  there 
limits  on  the  number  or  status  of  patients  for  which  this  prac- 
tice will  be  acceptable?  Who  decides  when  the  physician  has 
reached  the  limit  (if  any  such  limit  exists)  before  reimburse- 
ment is  affected?  And  lastly,  does  anyone  have  the  answers 
to  these  questions?  Possibility  the  insurance  carriers  them- 
selves. Obtaining  answers  to  these  questions  could  aide  your 
office  in  deciding  when  to  waive  copayments. 

State  fraud  laws  always  have  prohibited  physicians  from 
billing  insurance  companies  for  a higher  amount  than  they 
expect  to  collect  unless  the  private  insurer  allows  professional 
courtesy  discounts  or  the  physician  notes  it  on  the  bill.  The 
Health  Insurance  Portability  and  Accountability  Act  (HIPAA) 
(Kennedy-Kassebaum  Act)  further  extended  the  application 
of  federal  fraud  and  abuse  laws  to  private  carriers.1  Early  last 
year  during  one  of  the  TMA  fraud  and  abuse  seminars,  one 
of  the  speakers,  an  Assistant  U.S.  Attorney  who  prosecutes 
health  fraud,  said  he  expects  physicians  to  follow  the  same 


If  you  have  a question  that  TMA  may  be  able  to  address,  contact 
“Ask  TMA,”  PO  Box  120909,  Nashville,  TN  37212-0909,  or  fax 
your  question  to  “Ask  TMA”  at  (615)  383-5918.  TMA  will  respond 
in  writing  and  later  reprint  summaries  of  key  answers  that  will  assist 
other  TMA  members.  (Please  include  a daytime  phone  number  in 
case  TMA  staff  needs  to  clarify  an  issue  or  provide  follow-up.)  You 
may  also  submit  your  questions  and  read  responses  online  through 
TMA’s  homepage  MEDWIRE  (http://www.medwire.org). 

Disclaimer:  The  information  provided  by  the  TMA  Legal  De- 
partment in  this  regular  Journal  feature  is  intended  for  informational 
purposes  only  and  is  not  meant  to  provide  (or  be  a substitute  for) 
particularized  legal  advice  to  or  for  TMA  members  or  other  indi- 
viduals who  read  this  feature.  Please  consult  with  your  own  attorney 
before  relying  or  acting  upon  any  of  the  information  provided  here. 


collection  methods  and  procedures  with  all  patients.  Thus, 
physicians  need  to  make  a good  faith  effort  to  collect  any 
outstanding  bills  before  they  write  them  off. 

See  the  September  1997  issue  of  Tennessee  Medicine  for 
a more  in-depth  article  about  the  fraud  and  abuse  risks  that  are 
increased  by  routinely  granting  professional  courtesy  waiv- 
ers: New  Law  Adds  Significant  Penalties  for  the  Waiver  of 
Copayments , by  Nora  Liggett,  an  attorney  with  Waller,  Lansden, 
Dortch  & Davis,  pp.  354-355. 2 Ms.  Liggett  notes  that  “An  easy 
way  to  avoid  potential  insurance  fraud  liability  is  to  clearly 
indicate  on  the  insurance  claim  form  that  the  copayment  has 
been  waived  . . . .’’Also,  see  the  following  question  and  an- 
swer for  additional  references  about  how  the  self-referral  laws 
may  restrict  the  use  of  professional  courtesy  waivers  and  in- 
surance-only billing  practices  in  some  situations. 

Q:  Did  the  Kennedy-Kassebaum  Act  create  new  ethical 
boundaries  that  prohibit  physicians  from  treating  their  own 
family  members  for  minor  illnesses? 

A:  No,  but  the  Tennessee  Board  of  Medical  Examiners 
has  adopted  the  AMA  Code  of  Ethics  as  regulatory  policy, 
and  that  Code  prohibits  physicians  from  treating  family  mem- 
bers. See  TMA ’s  Guide  to  Health  Law  and  Practice  Man- 
agement, pp.  314-315.  The  Health  Insurance  Portability  and 
Accountability  Act  (HIPAA)  (also  known  by  its  sponsors’ 
names),  did,  however,  significantly  increase  the  penalties 
for  inappropriate  waivers  of  Medicare  and  Medicaid  copay- 
ments. (See  our  answer  above.)  Previously,  hospitals  had  been 
allowed  to  routinely  waive  inpatient  deductibles  and 
copayments  under  special  “safe  harbors”  to  the  fraud  and 
abuse  laws.  Any  professional  courtesy  discount  that  is  ex- 
tended to  any  physician  (or  his  family)  who  is  in  a position 
to  refer  patients  covered  by  federal  health  insurance  pro- 
grams such  as  Medicare,  Medicaid,  CHAMPUS,  etc.,  is  sub- 
ject to  challenge  under  the  anti-kickback  law.  This  applies  in 
a situation  where  the  physician  bills  the  patient’s  insurance 
company  for  the  remainder  of  the  charges.  See  the  Guide, 
pp.  338-346,  for  a description  of  the  federal  Safe  Harbor  regu- 
lations and  Tennessee  state  laws  that  prohibit  self-referrals 
by  and  among  physicians.  Also  see  the  Guide,  pp.  353-357, 
for  information  on  Stark  II  Regulations.  Note:  The  Office  of 
Inspector  General  recently  updated  new  guidelines  in  this 
area  for  the  U.S.  Department  of  Health  and  Human  Services. 
TMA  will  keep  you  advised  of  any  changes  in  the  law. 

Q:  Does  state  law  require  hospitals  to  credential  pre-medi- 
cal students  to  assist  with  surgery’  and  other  procedures? 

A:  No. 
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Q:  Can  a pharmacist  override  a physician ’s  prescription 
of  a medication  because  he  believes  the  physician  is  not  quali- 
fied to  prescribe  a narcotic? 

A:  No.  As  long  as  the  physician  holds  a valid,  current 
medical  license  and  DEA  number,  the  pharmacist  should  fill 
the  prescription  as  presented  by  the  patient.  One  would  hope, 
however,  that  any  pharmacist  who  sees  an  error  will  contact  the 
prescribing  physician  before  dispensing  any  medication. 

Q:  How  do  you  handle  a patient  who  is  on  long-term  medi- 
cation to  control  blood  pressure  when  the  patient  refuses  to 
schedule  an  office  visit  for  follow-up,  or  continuously  can- 
cels appointments  but  wants  the  physician  to  phone  in  pre- 
scription refills  over  weeks  and  months? 

A:  Physicians’  offices  are  well  advised  to  have  a standard 
policy  in  this  area  to  reduce  malpractice  and  licensure  sanc- 
tion risks.  They  should  contact  their  professional  liability 
carrier  to  check  on  appropriate  loss  prevention  techniques 
and  procedures  along  these  lines.  The  type  of  patient  described 
here  is  non-compliant,  and  a malpractice  risk.  In  this  instance, 
after  advising  the  patient  of  the  policy  of  no  refills  without 
timely  follow-up  examinations,  it  may  be  necessary  to  termi- 
nate the  physician-patient  relationship. 


The  AMA  Code  of  Ethics’  abandonment  rules,  however, 
require  that  the  physician  notify  the  patient  in  writing  to  ter- 
minate the  physician-patient  relationship.  Physicians  should 
give  “reasonable”  advance  notice  (TMA  suggests  at  least  30 
days)  that  they  intend  to  end  the  relationship,  and  that  the 
patient  must  find  a new  physician.  The  physician  must  con- 
tinue to  see  the  patient  in  an  emergency  and  refill  prescrip- 
tions during  this  time  until  the  patient  has  obtained  a new 
treating  physician.  Also,  before  terminating  the  relationship, 
physicians  should  check  their  network  or  insurance  contracts 
to  ensure  that  they  follow  any  applicable  patient  termination 
provisions.  See  the  TMA ’s  Guide  to  Health  Law  and  Practice 
Management , pp.  40-41 , for  the  rules  on  patient  abandonment.  □ 
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between  the  first  tracing  and  the  second  one.  Although  one 
of  the  three  readings  of  the  blood  pressure  was  significantly 
lower  that  the  others  on  the  second  visit,  one  would  hardly 
feel  that  to  be  critical  to  the  diagnosis.  At  the  onset  of  the 
second  attack  of  “hyperventilation”  and  chest  pain,  there  was 
diaphoresis  and  a change  in  the  description  of  the  character 
of  the  pain,  “like  someone  stomping  on  my  chest,”  which 
should  have  indicated  the  need  for  more  caution  in  the  man- 
agement of  this  patient. 

One  can  imagine  that  this  physician  was  firmly  convinced 
by  his  first  encounter  with  this  patient  that  her  hyperventila- 
tion was  emotionally  induced,  associated  with  some  GI  con- 
dition not  related  to  cardiac  disease.  The  findings  on  the  first 
visit  supported  such  a conclusion.  When  the  patient  was  seen 
again  with  almost  identical  symptoms  and  no  essential 
changes  in  the  physical  examination,  laboratory  findings  or 
chest  x-ray,  that  initial  impression  was  strengthened.  Although 

100 


a stress  test  was  ordered  for  later,  there  seemed  to  be  no  ur- 
gency about  this  patient’s  immediate  future. 

It  is  hard  to  believe  that  the  physician  would  have  chosen 
not  to  order  cardiac  enzymes  on  each  of  the  visits  except  for 
the  firm  conviction  that  the  heart  was  not  involved  in  this 
problem.  These  blood  tests,  while  not  diagnostic,  are  so  rou- 
tine and  expected  that  it  is  not  standard  practice  to  omit  them. 
Had  they  been  done  and  the  outcome  not  changed  it  would 
have  at  least  shown  that  the  examiner  considered  the  possi- 
bility and  his  actions  could  have  been  more  easily  defended. 
First  impressions  are  often  correct,  but  it  is  legal  suicide  to 
be  so  entrenched  that  we  cannot  make  a course  correction  as 
a case  develops. 

This  patient  was  a good  candidate  for  serial  enzymes, 
EKGs,  and  observation  in  the  hospital  on  a cardiac  monitor. 
No  expert  could  be  found  who  thought  otherwise,  conse- 
quently this  case  had  to  be  settled. □ 
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Introduction 

The  ability  of  carbamate 
compounds  to  inhibit  cho- 
linesterase make  them  useful 
as  insecticides,  herbicides, 
and  fungicides.  Human  poi- 
soning typically  occurs  when 
agricultural  workers  are  ex- 
posed during  occupational 
activities  or  consumers  ingest 
improperly  cleaned  fruits  and  vegetables.  Resulting  signs  and 
symptoms  such  as  nausea,  vomiting,  diarrhea,  sweating,  ex- 
cessive tearing,  and  bradycardia  are  common  expressions  of 
the  cholinergic  hyperactivity  induced  by  inhibition  of  the 
enzyme  cholinesterase.  Although  sporadic  episodes  of  hu- 
man carbamate  poisonings  from  environmental  exposure  have 
been  reported,1  the  amount  of  pesticide  ingested  rarely  reaches 
a lethal  dose.2 

The  availability  of  these  compounds,  however,  inevitably 
leads  to  their  misuse  for  self-inflicted  injury.  Accidental  in- 
gestion by  children  is  rarely  fatal,3  whereas  deliberate  inges- 
tion of  carbamates  in  suicide  attempts  by  adults  is  typically 
potentially  lethal,  and  may  result  in  long-term  morbidity  if 
the  individual  survives.4  It  should  be  of  interest  to  the  clini- 
cian that  global  tracking  of  acute  pesticide  morbidity  and 
mortality  has  identified  the  United  States  as  one  of  two  coun- 
tries that  together  account  for  more  than  half  the  reports  of 
pesticide  poisonings  throughout  the  world.5 

We  report  the  case  of  a patient  who  intentionally  ingested 
the  carbamate  compound  carbofuran  in  a suicide  attempt. 
Although  promptly  treated  with  atropine  and  pralidoxime. 
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this  patient  experienced  se- 
vere neurologic  dysfunction 
and  respiratory  failure  sec- 
ondary to  the  leaky  capil- 
lary syndrome.  We  review 
the  data  on  human  poison- 
ing with  carbamates,  as  well 
as  the  current  therapeutic 
recommendations. 

Case  Report 

A 33-year-old  man  was  brought  to  the  emergency  room 
after  he  ingested  60  cc  of  carbofuran  (Furadan)  in  a suicide 
attempt.  He  was  stuporous  when  the  emergency  rescue  unit 
arrived,  and  became  comatose  before  reaching  the  hospital. 
His  blood  pressure  was  100/70  mm  Hg,  pulse  rate  55/min, 
respiratory  rate  10/min,  and  temperature  98.2°F.  He  mani- 
fested hyper-salivation,  miosis,  and  facial  fasciculations.  His 
corneal  reflexes  were  intact  bilaterally,  and  his  eye  move- 
ments were  spontaneous  but  roving.  All  four  extremities  were 
flaccid  with  fine  fasciculations.  He  made  no  response  to  pain- 
ful stimuli,  but  the  deep  tendon  reflexes  were  unaffected  and 
his  plantar  response  was  neutral. 

His  total  WBC  count  was  elevated  at  17,600/cu  mm.  Po- 
tassium level  was  3.6  mEq/L,  blood  urea  nitrogen  15  mg/dl, 
creatinine  1 .0  mg/dl,  and  glucose  1 24  mg/dl.  An  oxygen  con- 
centration of  100%  was  required  to  maintain  a Pa02  of  75 
mm  Hg,  suggesting  the  presence  of  an  intrapulmonary  shunt. 
His  pH  was  measured  at  7.20,  with  a serum  bicarbonate  of 
12  mEq/L  consistent  with  a metabolic  acidosis.  Liver  func- 
tion tests  were  normal  on  admission.  EKG  revealed  normal 
sinus  rhythm  at  55/min  and  an  intraventricular  conduction 
delay.  Initial  portable  chest  radiograph  was  normal.  Drug 
screen  and  blood  levels  for  acetaminophen,  alcohol,  and  as- 
pirin were  negative.  The  RBC  cholinesterase  on  admission 
was  reduced  to  8 U/gm  of  hemoglobin  (normal  24  to  40). 

The  patient  was  intubated  and  mechanical  ventilation  was 
initiated  in  order  to  protect  his  airway  while  gastric  lavage 


ABSTRACT 

Carbofuran  is  a carbamate  that  functions  as  a cholinest- 
erase inhibitor.  Accidental  or  intentional  ingestion  can  pro- 
duce a life-threatening  syndrome  that  requires  prompt  di- 
agnosis and  treatment.  We  describe  a case  of  intentional 
carbofuran  ingestion  that  resulted  in  coma,  respiratory  fail- 
ure from  acute  respiratory  distress  syndrome  (ARDS),  and 
cortical  blindness. 
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with  charcoal  was  instituted.  Decontamination  of  his  skin  was 
performed.  A second  chest  radiograph  made  for  confirma- 
tion of  ET-tube  placement  revealed  bilateral  fluffy  infiltrates 
consistent  with  pulmonary  edema.  Correction  of  his  hypox- 
emia with  a safe  FI02  of  50%  required  the  use  of  12  cm  PEEP. 
He  received  repeated  doses  of  intravenous  (IV)  atropine  to 
control  cholinergic  hyperactivity,  for  a total  dose  of  206  mg 
of  atropine  sulfate  over  the  first  48  hours.  Pralidoxime,  a cho- 
linesterase activator,  was  also  administered  IV  as  an  adjunc- 
tive therapy  to  potentiate  the  effects  of  the  atropine  sulfate. 
He  received  1 gm  initially,  followed  by  a continuous  drip 
providing  300  mg/hr. 

He  remained  in  a deep  coma,  with  EEG  activity  consis- 
tent with  metabolic  encephalopathy  and  subacute  periodic 
epileptiform  discharges.  CT  of  the  head  confirmed  mild  dif- 
fuse cerebral  edema.  His  neurologic  examination  slowly  im- 
proved, with  return  of  the  doll’s  eye  sign,  cough  reflex,  and 
improved  pupillary  light  reflex.  He  remained  comatose  for  a 
full  week  before  he  would  respond  to  pain,  spontaneously  open 
his  eyes,  or  turn  his  head  to  the  side  of  voice  stimulation. 

The  patient  developed  toxic  hepatitis  with  liver  function 
tests  that  increased  gradually  over  two  weeks  to  maximum 
values  of  aspartate  aminotransferase  at  469  U/L  (normal  15 
to  46),  alanine  aminotransferase  707  U/L  (normal  7 to  56), 
lactate  dehydrogenase  652  U/L  (normal  100  to  190),  and 
alkaline  phosphatase  2 1 8 U/L  (normal  38  to  1 26).  After  three 
weeks,  the  hepatitis  resolved,  with  normalization  of  the  liver 
function  studies. 

The  patient  received  supportive  treatment.  His  RBC  cho- 
linesterase level  gradually  improved  to  the  normal  value  of 
29  U/gm  of  hemoglobin,  he  regained  diaphragmatic  strength, 
and  was  gradually  weaned  from  the  mechanical  ventilator 
after  two  weeks.  His  extremities  remained  flaccid,  however, 
and  an  EMG  revealed  diffuse  axonal  subacute  motor  poly- 
neuropathy. Three  weeks  after  ingestion  of  the  carbamate 
compound  he  regained  his  speech  and  could  answer  simple 
questions,  and  after  one  month  he  could  move  his  extremi- 
ties and  grip  on  command. 

Early  in  the  recovery  period  abnormal  visual  acuity  was 
noted,  but  ophthalmologic  evaluation  revealed  no  evidence 
of  structural  ocular  abnormalities,  and  he  is  believed  to  have 
sustained  permanent  partial  cortical  blindness.  He  has  re- 
quired continuous  physiotherapy,  speech  therapy,  psychiat- 
ric evaluation,  and  treatment  for  agitation  and  depression. 

Discussion 

Carbofuran  (2,3-dihydro-2,2-dimethyl-7-benzofuranyl- 
methylcarbamase)  is  one  of  the  more  toxic  carbamate  com- 
pounds that  is  used  in  agricultural  communities  as  a pesti- 
cide and  fungicide  (Table  1).  Poisoning  most  commonly 
occurs  accidentally  as  an  occupational  hazard  among  farm- 
ers via  skin  exposure  or  inhalation.6  7 The  mechanism  of  car- 


bamate poisoning  is  a reversible  carboxylation  of  cholinest- 
erase, the  enzyme  that  hydrolyses  acetylcholine.  The  clinical 
manifestations  of  accidental  carbamate  poisoning  are  simi- 
lar to  those  of  organophosphate  poisoning,  and  include  cho- 
linergic hyperactivity  at  muscarinic,  nicotinic,  and  central 
nervous  system  (CNS)  receptors. x The  symptoms  can  be  re- 
called by  the  mnemonic  “SLUDGE,”  i.e.,  salivation,  lacri- 
mation,  urination,  defecation,  GI  distress,  and  emesis.9 

The  clinical  presentation  of  organophosphate  and  carbam- 
ate poisoning  can  be  very  similar  in  the  initial  phases,  and 
history  of  specific  exposure  is  essential  in  differentiating  the 
two  toxins. 

The  clinical  manifestations  of  the  cholinergic  crisis  gen- 
erally prompt  immediate  treatment  with  atropine  (a  bolus  of 
0.5  to  2.0  mg  IV),  but  little  or  no  improvement  in  symptoms 
will  be  seen  with  carbamate  or  organophosphate  poisoning. 
Such  patients  respond  only  after  higher  levels  are  achieved 
through  repetitive  administration.  Confirmation  of  cholines- 
terase-inhibition is  aided  by  measurement  of  the  activity  of 
erythrocyte  cholinesterase  and  plasma  pseudocholinesterase, 
which  will  be  decreased  by  both  carbamates  and  organo- 
phosphates.  A high  normal  cholinesterase  level  excludes  acute 
systemic  poisoning.  RBC  cholinesterase  is  theoretically  a 
more  accurate  reflection  of  the  synaptic  cholinesterase  in  the 
nervous  tissue  than  the  plasma  cholinesterase."1  Although 
inhibition  of  this  enzyme  is  closely  correlated  with  intensity 
and  duration  of  the  poisoning,  cholinesterase  activity  has  no 
prognostic  value  in  acute  poisoning.1112 

RBC  cholinesterase  activity  of  our  patient  was  decreased 
on  admission  to  8 U/gm  of  hemoglobin  (normal  24  to  40), 
and  gradually  returned  to  normal  after  two  weeks.  This  par- 
allels the  “reversible  inhibition”  of  cholinesterase  by  carbam- 
ate and  successful  treatment.  RBC  cholinesterase  activity  may 
take  as  long  as  five  to  seven  weeks  to  return  to  baseline. 

Supportive  treatment  includes  maintaining  adequate  air- 
way by  controlling  the  copious  nasopharyngeal  secretions  or 
vomitus.  Endotracheal  intubation  and  mechanical  ventilation 
are  often  required  to  protect  the  lower  airway  from  aspira- 


TABLE  1 

AVAILABLE  CARBAMATE  INSECTICIDES 


Highly  Toxic 

Moderately  Toxic 

Mildly  Toxic 

(LD50  <50  mg/kg) 

(LD50  >50  mg/kg) 

(LD50  >1  gm/kg) 

aldicarb 

bendicarb 

metam  sodium 

aminocarb 

bufencarb 

carbofuran 

carbaryl 

dimetilan 

dioxacarb 

formetanate 

isoprocarb 

methomyl 

metacrate 

oxamyl 

primicarb 

promecarb 

propoxur 
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tion  of  gastric  contents  and  to  provide  adequate  oxygenation. 

ilf  the  patient  does  not  require  initial  intubation,  vigilant  moni- 
toring of  the  respiratory  status  should  be  carried  out  by  serial 

1 determinations  of  the  respiratory  rate  and  arterial  blood  gas 
analyses.  The  insidious  development  of  respiratory  muscle 
weakness  and  hypoventilation  with  hypoxia  may  ensue  and 
be  manifested  by  sudden  cardiovascular  collapse  with  an  as- 
sociated high  mortality. 

After  the  airway  and  circulation  are  stabilized,  efforts  to 
prevent  further  absorption  are  initiated.  In  the  event  of  carba- 
mate ingestion,  activated  charcoal  is  administered.  Cathartics 
may  not  be  necessary  if  there  is  significant  diarrhea  due  to 
the  poison  itself.  Decontamination  of  skin,  hair,  scalp,  and 
conjunctivae  is  indicated  after  cutaneous  exposure.  Thorough 
and  repeated  washing  with  soap  and  water  is  recommended, 
and  clothing  should  be  removed  and  placed  in  a plastic  bag. 

Atropine  should  be  administered  as  early  as  possible  and 
in  adequate  dosage.  If  possible,  correction  of  hypoxemia  must 
be  accomplished  before  atropine  is  given,  since  ventricular 
fibrillation  may  develop  in  hypoxic  patients  who  receive 
atropine.  The  usual  initial  dose  is  2 to  5 mg  IV,  and  may  be 
doubled  every  10  to  30  minutes  until  muscarinic  symptoms 
are  relieved.  The  dosage  is  then  adjusted  to  maintain  ade- 
quate atropinization  for  24  hours.  Continuous  IV  infusion 
may  be  required  in  severe  cases.  Clinical  evidence  of  ade- 
quate atropinization  includes  dry  mouth,  mydriasis,  broncho- 
dilatation,  and  increased  heart  rate.11  In  massive  poisoning, 
several  hundred  milligrams  of  atropine  may  be  required. 

Although  the  use  of  oximes  is  well  established  in  acute 
organophosphate  poisoning,  there  is  considerable  debate  about 
their  usefulness  in  human  carbamate  poisonings.  In  organo- 
phosphate poisoning  the  cholinesterase  inhibition  is  irrevers- 
ible unless  an  agent  like  pralidoxime  chloride  (2PAM)  can 
reactivate  cholinesterase  by  removal  of  the  phosphate  group 
bound  to  the  esteric  site.  In  contrast,  carbamates  generally 
produce  a reversible  enzyme  inhibition  that  does  not  cause 
much  difficulty  in  accidental  exposures.14 

Oxime  use,  however,  is  recommended  where  the  pesticide 
has  not  been  identified,  a mixed  cholinesterase-inhibitor  poi- 
soning is  suspected,  or  a massive  carbamate  ingestion  may 
be  life-threatening.15  The  risk  of  introducing  a serious  ad- 
verse reaction  from  pralidoxime  chloride  appears  extremely 
low.  Hypertension  and  EKG  changes  that  were  reported  with 
pralidoxime  iodide,  which  is  no  longer  used  in  clinical  prac- 
tice, have  not  been  a problem  with  pralidoxime  chloride.16 

Oximes  should  be  administered  as  early  as  possible  after 
exposure  to  prevent  firm  binding  of  the  poison  to  the  esteric 
site.  An  initial  dosage  of  1 gm  given  IV  over  45  to  60  minutes 
is  recommended.  In  severe  cases,  it  can  be  repeated  in  one  to 
two  hours,  then  at  10-  to  12-hour  intervals  as  needed.  Continu- 
ous infusion  at  rates  up  to  500  mg/hr  for  a total  of  12  gm/day 
can  be  used  in  those  severely  poisoned.  Our  patient  required  an 


infusion  of  300  mg/hr  for  control  of  cholinergic  symptoms.11 

Respiratory  failure,  the  most  common  complication  fol- 
lowing acute  organophosphate  and  carbamate  poisoning,  oc- 
curs in  up  to  40%  of  patients  and  is  associated  with  increased 
morbidity  and  mortality.17  The  cause  may  be  multifactorial, 
including  aspiration  of  the  gastric  contents,  excessive  bron- 
chial secretions,  pneumonia,  and  septicemia.  Central  respira- 
tory depression  may  occur  due  to  cholinergic  overstimulation, 
and  direct  diaphragmatic  muscle  weakness  may  also  occur.1718 
The  development  of  pulmonary  edema  as  in  our  patient  has 
occasionally  been  reported.  On  gross  and  histologic  exami- 
nation of  the  lungs  of  sheep  that  died  suddenly  following 
carbamate  toxicosis,  this  injury  appears  to  be  noncardiogenic 
edema  consistent  with  ARDS.19  During  recovery,  patients  are 
at  an  increased  risk  of  pneumonia  due  to  the  effects  of  car- 
bamates on  interleukin-2  and  the  function  T-lymphocytes.20 

Our  patient  had  CNS  manifestations  that  included  memory 
impairment,  confusion,  and  irritability,  symptoms  that  are 
known  to  occur  and  are  usually  transient.21  The  patient  also 
displayed  distal  motor  neuropathy  two  weeks  after  the  poison- 
ing. This  neuropathy  is  similar  to  that  induced  by  organophos- 
phates,  and  is  termed  “organophosphate-induced  delayed 
neurotoxicity”  (OPIDN).  It  may  develop  one  to  three  weeks 
after  exposure,  and  is  due  to  inhibition  of  an  enzyme  called 
neuropathy  target  esterase  (NTE).22  Long-term  neuropsycho- 
logic and  functional  deficits  are  well  defined  in  animals  ex- 
posed to  high  levels  of  carbamates,  and  were  seen  in  our  pa- 
tient as  persistent  problems  with  locomotion.  These  changes 
are  thought  to  be  due  to  an  acute  reduction  in  cerebral  dopam- 
ine, homovanillic  acid,  and  5-hydroxyindoleacetic  acid.  These 
functional  problems  may  persist,  as  they  did  in  our  patient, 
after  the  specific  neurotransmitters  return  to  normal  levels.21 
Again,  the  animal  model  demonstrates  acute  brain  edema  fol- 
lowed by  vacuolation  in  the  grey  matter.21  We  could  find  no 
human  counterpart  reported  for  cortical  blindness,  but  turkeys 
poisoned  by  carbamates  have  shown  this  irreversible  defect.24 

Our  patient  provides  some  insight  into  the  direct  toxic 
effects  of  the  carbamate  compounds.  The  involvement  of  the 
respiratory  system  and  CNS  are  the  most  dramatic  and  life- 
threatening  effects.  Special  attention  must  be  directed  toward 
respiratory  failure  and  ARDS.  Early  use  of  intubation,  ad- 
equate oxygenation,  and  atropine  may  decrease  morbidity 
and  mortality  from  pulmonary  dysfunction.  CNS  problems 
may  be  a result  of  brain  cell  cytotoxicity,  and  cause  perma- 
nent residual  difficulties.250 
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Episodic  Unilateral  Mydriasis 
And  Headaches 

Ziad  Blaik,  MD;  Shoba  Hiremagular,  MD 


Case  Report 

A 17-year-old  girl  presen- 
ted for  evaluation  of  head- 
aches which  had  been  severe 
for  the  last  three  days.  She 
described  pounding  pains 
that  appeared  to  start  above 
the  left  eye  before  becoming 
generalized,  and  was  associ- 
ated with  dizziness,  nausea, 
photophobia,  and  near  syn- 
cope. She  also  complained  of  intermittent  blurring  of  her  vi- 
sion. She  has  a family  history  of  migraine  and  a history  of 
motion  sickness. 

On  examination  the  left  pupil  was  7 mm,  and  nonreactive 
to  light,  darkness,  or  accommodation.  The  right  pupil  was  3 


Figure  1.  Patient  pictured  during  an  episode  of  migraine  with  pupillary 
anisocoria. 
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mm  and  reactive  (Fig.  1 ).  The 
rest  of  the  physical  exami- 
nation was  unremarkable. 
The  left  pupil  did  not  con- 
strict to  a low  concentration 
of  0.125%  pilocarpine,  but 
did  constrict  when  a 1 % con- 
centration was  used. 

Upon  her  initial  presen- 
tation an  MRI  of  the  head 
(Fig.  2)  and  a left  carotid 
angiogram  (Fig.  3)  were  normal.  Her  FBS  was  86,  sedimen- 
tation rate  was  5 mm/hour,  and  FANA  titer  was  1:160.  On 


Figure  2.  Normal  MRI  of  the  head  showing  the  absence  of  structural 
lesions. 


ABSTRACT 

When  anisocoria  is  associated  with  headaches,  it  usually  her- 
alds serious  central  nervous  system  pathology  such  as  tu- 
mors, aneurysms,  or  herniation.  But  when  a patient  has  iso- 
lated, episodic  unilateral  mydriasis  and  migraine,  such  a 
patient  may  be  reassured  and  further  workup  undertaken 
only  if  symptoms  worsen  or  change.  We  present  a 17-year- 
old  who  had  severe  headaches  and  episodic  pupillary  dila- 
tion, and  review  the  current  literature  on  the  topic. 
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subsequent  office  visits  the  left  pupillary  diameter  varied  from 
4.5  to  7 mm  (usually  5 mm)  during  a headache. 

On  one  occasion  three  years  from  initial  presentation,  both 
pupils  were  equal  (3  mm  in  size)  at  the  beginning  of  the  neu- 
rologic examination.  During  the  course  of  the  examination 
the  left  pupil  suddenly  dilated  to  6 mm.  At  that  time,  an  EEG 
was  unremarkable,  excluding  seizures.  The  patient  was  diag- 
nosed as  common  migraine  with  episodic  unilateral  pupil- 
lary mydriasis. 


TABLE  1 

NON-EPISODIC  UNILATERAL  MYDRIASIS 


1.  Posterior  communicating  artery  aneurysm 

2.  Uncal  herniation 

3.  Head  trauma 

4.  Internal  carotid  artery  occlusion 

5.  Tolosa-Hunt  syndrome 

6.  Intraorbital  or  superior  orbital  fissure  neoplasm 


Discussion 


TABLE  2 


Migraines  are  associated  with  a variety  of  ocular,  auto- 
nomic, and  other  neurologic  dysfunctions.  Ocular  dysfunc- 
tion includes  ophthalmoplegic  migraine,  retinal  migraine,1 
Raeder’s  syndrome  type  2 associated  with  cluster  headaches,2 
and  rarely  with  episodic  unilateral  mydriasis.  Pupillary  dila- 
tion may  be  episodic  or  non-episodic,  unilateral  or  bilateral, 
and  concentric  or  segmental.  It  may  or  may  not  be  associated 
with  headache.1 

Table  1 lists  the  general  causes  of  non-episodic  unilateral 
pupillary  mydriasis.  The  etiologies  of  episodic  pupillary  di- 
lation are  listed  in  Table  2.  Unilateral  episodic  pupillary  dila- 
tion with  migraine  is  a rare  condition  that  occurs  generally  in 
young  adults,  usually  female,  as  part  of  a common  or  classic 


EPISODIC  UNILATERAL  MYDRIASIS 


1.  Parasympathetic  paresis 

a.  Seizure  disorder 

b.  Migraine 

c.  Adie’s  pupil 

2.  Sympathetic  hyperactivity 

a.  Claude  Bernard  syndrome 

b.  Alternating  anisocoria  in  cervical  lesion 

c.  Benign  pupillary  dilation  (central  anisocoria) 

3.  Miscellaneous 

a.  Eye  drops 

b.  Psychogenic 


migraine  attack.2  The  mydriasis  typically  lasts  minutes  to 
hours,4  but  may  last  longer.  The  pupil  may  be  either  un- 
reactive, or  poorly  or  fully  reactive,  depending  on  the  etiol- 
ogy of  the  mydriasis.  There  may  be  blurring  of  vision,  espe- 
cially near  vision.  There  is  no  ptosis,  diplopia,  or  deviation 
of  the  eyeball,  as  is  seen  in  true  ophthalmoplegic  migraine. 
The  etiology  is  not  firmly  established.  It  could  result  from 
transient  parasympathetic  inhibition,4  sympathetic  stimula- 
tion56 or  ocular  ischemia.1-1'5  Some  authors  believe  that  it  rep- 
resents a variant  of  ophthalmoplegic  migraine.4-7 

Conclusion 

The  above  case  and  discussion  confirms  that  when  epi- 
sodic, pupillary  dilation  is  an  isolated  phenomenon  related 
to  instability  in  the  sympathetic  or  parasympathetic  nervous 
system.  Extensive  and  expensive  workup  is  not  warranted 
for  this  benign  condition. □ 
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Trauma  Rounds 

An  Intrahepatic  Biloma  Following  a 
Gunshot  Wound  to  the  Liver 


Connie  J.  Pennington,  MD;  James  V.  Lewis,  MD 


Introduction 

Injury  to  the  liver,  from  either  blunt  or  penetrating  abdomi- 
nal trauma,  is  relatively  frequent  in  large  series  of  cases  docu- 
mented in  the  literature. 1,2  Post-injury  complications  are 
known  to  include  bleeding,  abscess  formation,  and  bile  leak- 
age,3 the  last  often  leading  to  peritonitis  or  fistula  formation. 
The  leak,  however,  is  usually  self-limited,  and  heals  sponta- 
neously.1 In  rare  instances,  the  hepatic  injury  leads  to  the  for- 
mation of  a biloma. 

A biloma  was  originally  defined  by  Gould  and  Patel4  as 
an  encapsulated  collection  of  bile  outside  of  the  biliary  tree, 
and  has  been  described  after  abdominal  trauma,  as  well  as 
following  right  upper  quadrant  surgery.3  In  this  paper,  we  pre- 
sent and  describe  the  management  of  a patient  who  devel- 
oped an  intrahepatic,  subcapsular  biloma  following  a gun- 
shot wound  to  the  liver. 

Case  Report 

A 32-year-old  man  sustained  a gunshot  wound  to  the  lower 
right  chest  at  approximately  the  tenth  intercostal  space  in  the 
anterior  axillary  line.  In  the  emergency  room  he  was  awake 
but  lethargic.  His  abdomen  was  full  and  tender.  Catheterization 
of  the  urinary  bladder  produced  grossly  bloody  urine.  A chest 
x-ray  showed  no  evidence  of  a hemothorax  or  pneumothorax. 
On  an  abdominal  film,  the  bullet  was  seen  to  be  in  the  right 
upper  quadrant  near  the  midline.  A preoperative  IVP  showed 
extensive  extravasation  of  dye  on  the  right  with  a functioning 
caliceal  system  on  the  left. 

The  patient  was  taken  to  the  operating  room  for  explor- 
atory laparotomy.  The  bullet  had  not  penetrated  the  right  dia- 
phragm but  had  passed  through  the  right  lobe  of  the  liver, 
through  the  collecting  system  of  the  right  kidney,  and  into 
the  retroperitoneum.  Bleeding  from  the  liver  was  minimal, 
and  no  bile  leakage  was  seen.  Because  of  the  marked  disrup- 
tion of  the  collecting  system,  a right  nephrectomy  was  car- 
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ried  out.  A suction  drain  placed  beneath  the  liver  showed  a 
very  small  output,  with  no  evidence  of  bile,  and  was  removed 
on  postoperative  day  4.  The  patient  was  discharged  after  a 
three-day  uncomplicated  hospital  stay. 

On  postoperative  day  1 5,  the  patient  returned  to  the  emer- 
gency room  complaining  of  right  upper  quadrant  pain  and 
difficulty  breathing.  A chest  x-ray  revealed  a right-sided  pleu- 
ral effusion  (Fig.  1).  Thoracentesis  removed  400  ml  of  sero- 
sanguinous  fluid,  but  a repeat  chest  x-ray  showed  a persis- 


Figure  1.  Chest  x-ray  on  postoperative  day  15  showing  a large  right- 
sided pleural  effusion. 


110 


Tennessee  Medicine  - March,  1998 


tently  elevated  right  diaphragm.  After  an  abdominal  CT  scan 
(Fig.  2)  revealed  a large  intrahepatic  fluid  collection,  an  ul- 
trasound-guided percutaneous  drainage  of  this  collection  re- 

I turned  1, 100  ml  of  clear  to  slightly  turbid  bile.  A pigtail  cath- 
eter left  in  place  returned  only  a small  amount  of  serous  fluid, 
and  was  removed  after  one  week.  The  patient  has  since  re- 
covered fully,  without  further  complications. 

Discussion 

Bilomas  are  known  to  follow  elective  right  upper  quad- 
rant surgery,  formed  by  bile  leakage  from  either  the  gallblad- 
der bed,  possibly  from  the  accessory  ducts  of  Luschka,  the 
cystic  duct,  or  the  extrahepatic  bile  ducts.36 

I Among  the  more  common  complications  following  lapa- 
roscopic cholecystectomy,  reported  in  0 to  7%  of  cases,3-6  is 
bile  leakage  leading  to  biloma  formation.  Traumatic  liver 
injuries,  both  blunt  and  penetrating,  result  in  bile  leakage  in 
approximately  5%  of  cases.3 

The  most  common  presentations  of  bilomas  are  right-sided 
abdominal  pain,  distention,  nausea,  low-grade  fever,  and  res- 
piratory infection.1-3  When  the  initiating  event  has  been 
laparoscopic  cholecystectomy,  symptoms  appear  approxi- 
mately 3 to  14  days  following  surgery.7 

The  differential  diagnosis  of  intrahepatic  fluid  collection, 
occurring  after  either  traumatic  or  iatrogenic  injury,  include 
abscess,  biloma,  and  hematoma.  Abdominal  sonography  and 
CT  have  been  used  to  delineate  the  type  of  fluid  collection 
that  may  be  present.  When  these  studies  lack  the  capability 
of  distinguishing  between  a subacute  intrahepatic  hematoma 
and  a biloma,  MRI  could  be  useful.6 

If  the  intrahepatic  fluid  collection  has  been  determined  to 
be  a hematoma,  it  can  be  allowed  to  resolve  spontaneously. 
An  abscess  or  a biloma,  however,  most  often  requires  drain- 
age. As  in  the  case  presented  here,  management  by  CT  or 
ultrasound-guided  percutaneous  drainage  is  usually  effective. 


Figure  2.  CT  scan  of  the  abdomen  demonstrating  a large  intrahepatic 
fluid  collection.  Subsequent  percutaneous  drainage  showed  this  to  be  a 
biloma. 


An  indwelling  catheter  can  be  left  in  place  until  the  drainage 
ceases.  This  will  also  offer  a route  for  a sinogram  to  identify  a 
residual  cavity  or  to  study  persistent  bile  drainage  suggestive 
of  continued  communication  with  the  biliary  ductal  system. 

In  summary,  biloma  formation  following  penetrating  ab- 
dominal trauma  is  infrequent.  When  it  occurs,  as  demonstrated 
by  this  case,  diagnosis  and  management  utilizing  CT  identi- 
fication and  drainage  are  effective. □ 
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Vanderbilt  Morning  Report 

A Case  of  Paraquat  Poisoning 


Case  Report 

Three  days  after  accidentally  ingesting  an  unknown  volume 
of  paraquat  after  removing  it  from  an  overhead  shelf,  this  1 9- 
year-old  man  experienced  protracted  nausea,  vomiting,  diar- 
rhea, progressive  oliguria,  and  a gradually  worsening  sore 
throat  with  extensive  oral  ulcerations,  which  progressed  to 
dysphagia  and  excessive  drooling.  He  also  developed  dyspnea 
without  a productive  cough. 

He  was  seen  at  a local  emergency  department  and  treated 
with  an  intramuscular  injection  of  corticosteroids  and  predni- 
sone in  a tapering  dose.  When  over  the  next  several  days  he 
did  not  improve  he  was  admitted  to  St.  Thomas  Hospital. 

His  physical  examination  revealed  an  ill-appearing  man  in 
moderate  discomfort  and  unable  to  talk  because  of  oral  ulcer- 
ations. His  temperature  was  100. 1°F,  blood  pressure  148/82  mm 
Hg,  pulse  1 10/min,  and  respiratory  rate  20/min.  His  oral  mu- 
cosa was  dry,  with  diffuse  erythema  and  several  blisters.  His 
lips  were  ulcerated  and  hemorrhagic  and  his  skin  was  desqua- 
mating over  areas  of  chemical  contact.  The  remainder  of  his 
physical  examination  was  unremarkable.  Significant  labora- 
tory values  were  a WBC  count  of  17,100/cu  mm  (nl),  BUN 
62  mg/dl  (nl  7-20);  creatinine  10.1  mg/dl  (nl  0.9- 1.5),  and  an- 
ion gap  23  (nl  10-14).  Other  significant  laboratory  abnormali- 
ties included  amylase  334  U/L  (nl  30-1 10),  lipase  1,520  IU/ 
L (nl  39-243),  AST  342  IU/L  (nl  15-46),  and  CPK  534  IU/L 
(nl  55-170).  His  urinalysis  showed  2+  protein.  His  arterial 
blood  gases  were  normal,  as  was  his  chest  x-ray. 

The  patient  was  admitted  and  given  intravenous  fluids  for 
dehydration  and  analgesics  for  control  of  oropharyngeal  pain. 
A toxicology  consultant  believed  that  emergency  dialysis 
would  not  be  helpful  in  paraquat  removal,  since  studies  have 
not  shown  it  to  be  effective.  The  patient  showed  rapid  multi- 
organ failure  that  included  renal,  pancreatic,  hepatic,  and 
pulmonary  involvement.  He  required  emergency  intubation 
and  1 00%  oxygen  to  maintain  adequate  oxygenation.  A chest 
roentgenogram  obtained  two  days  into  his  hospital  course 
revealed  a diffuse  interstitial  and  alveolar  process  bilaterally. 
Over  the  next  several  days  he  became  anuric  and  was  dia- 
lyzed intermittently.  His  peak  inspiratory  pressures  began  to 
rise  as  his  lung  compliance  decreased.  He  developed  sponta- 
neous bilateral  pneumothorax,  pneumomediastinum,  pneumo- 
pericardium, and  subcutaneous  emphysema.  On  the  tenth  hos- 

Presentecl  by  Shawn  T.  Patrick,  MD,  chief  medical  resident,  and 
John  Zubkas,  MD,  medical  intern,  Vanderbilt  University  Medical 
Center  and  St.  Thomas  Hospital,  Nashville. 


pital  day  he  died  after  an  asystolic  cardiac  arrest.  A paraquat 
level  obtained  at  the  time  of  admission  was  168  p,g/ml. 

Discussion 

Paraquat  (l,r-dimethyl-4,4’-bipyridinium  dichloride)  is 
a bipyridyl  compound  widely  used  as  a contact  herbicide.  It 
is  rapidly  inactivated  upon  contact  with  soil  and  can  thus  be 
used  without  significantly  harming  the  environment.  It  is 
highly  toxic  to  humans  when  ingested,  and  after  absorption 
from  the  GI  tract,  paraquat  is  metabolized  in  the  lung  to  a 
reactive  intermediate  that  induces  free  radical  formation  and 
lipid  peroxidation.  It  is  believed  that  the  organ  dysfunction 
associated  with  paraquat  ingestion  is  a result  of  lipid  per- 
oxidation. Percutaneous  absorption  through  broken  or  trau- 
matized skin  has  also  been  reported  to  result  in  paraquat  poi-  i 
soning  and  subsequent  organ  failure.  In  addition,  application 
of  paraquat  to  eyes,  nails,  and  skin  can  be  locally  toxic. 

Patients  poisoned  with  paraquat  may  develop  a variety  of 
clinical  symptoms.  Initially,  GI  manifestations,  occurring 
within  minutes  of  ingestion,  include  painful  mucosal  ulcer- 
ations due  to  locally  caustic  effects  of  the  agent.  Subsequently, 
injury  to  the  kidneys,  liver,  CNS,  and  lungs  may  occur,  be- 
lieved to  result  from  the  generation  of  free  radicals  by  the 
reactive  paraquat  intermediate. 

A primary  determinant  of  mortality  associated  with 
paraquat  ingestion  is  the  extent  and  severity  of  lung  involve- 
ment. Development  of  ARDS  is  almost  always  fatal.  Other 
pulmonary  sequelae  may  include  spontaneous  pneumothorax, ; : 
pneumopericardium,  and  pneumomediastinum.  Fulminant 
hepatic  and  renal  failure  may  also  occur. 

Prognosis  after  paraquat  ingestion  depends  primarily  on 
the  amount  of  the  chemical  ingested.  As  little  as  5 ml  has  been 
reported  lethal  in  a malnourished  individual.  A blood  level  of 
paraquat  greater  than  1 .6  p-g/ml  12  hours  after  ingestion  is  uni- 
formly fatal.  Only  patients  who  have  ingested  less  than  20 
mg  paraquat/kg  of  body  weight  have  a favorable  prognosis. 

There  is  currently  no  consistently  effective  treatment  for 
paraquat  poisoning.  Some  investigators  have  suggested  the 
use  of  antioxidants  such  as  deferoxamine  and  acetylcysteine 
may  be  helpful  if  therapy  is  initiated  early.1  These  compounds 
are  thought  to  decrease  the  damage  caused  by  the  free  radi- 
cal products  of  paraquat.  □ 
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The  Journal 


Department  of  Health  Report 

Shaken  Baby  Syndrome — 
Don’t  Shake  That  Baby! 


C.  Terry  Moore,  MSW 

Nothing  can  be  more  annoying  or  irritating  than  hearing 
the  endless  cries  of  a baby.  It  sometimes  seems  as  though 
nothing  will  please  the  child.  You  have  tried  feeding  and  rock- 
ing the  baby.  You  have  checked  the  baby’s  diaper,  and  all  is 
well.  The  child  is  not  sick  or  running  a fever;  you  have  cov- 
ered all  the  bases.  After  endless  hours  of  hearing  the  child 
cry  or  when  you’ve  just  had  a bad  day,  your  nerves  may  be 
shattered.  “Three  seconds,  three  shakes — that’s  all  it  takes.  A 
momentary  loss  of  control  on  the  part  of  a parent,  caregiver 
or  family  friend,  triggered  perhaps  by  inconsolable  crying 
or  misbehavior,  and  a young  child’s  life  can  be  destroyed.”1 
Shaken  Baby  Syndrome  (SBS)  is  a leading  cause  of  disabil- 
ity and  death  for  infants  and  children  today.  Emergency  rooms 
and  physicians’  offices  are  seeing  an  astounding  number  of 
babies  and  children  that  have  been  shaken  hard  and  often 
enough  to  cause  injury.  It  is  vitally  important  that  health  care 
professionals  be  aware  of  the  symptoms  and  able  to  make  a 
proper  diagnosis  of  SBS. 

Here  are  a few  statistics  to  put  SBS  into  perspective  and 
bring  awareness  to  the  situation^  1)  1,200  to  2,000  children 
per  year  are  shaken  violently  enough  to  require  emergency 
medical  care.  (2)  Most  shaking  lasts  up  to  15  seconds  and 
involves  as  many  as  50  shakes.  (3)  One-fourth  to  one-third  of 
SBS  victims  die,  usually  within  hours  or  days.  Of  the  survivors, 
only  15%  escape  without  permanent  damage.  The  most  seri- 
ously injured  are  left  profoundly  retarded,  blind,  paralyzed, 
and/or  with  cerebral  palsy.1 

These  are  just  a few  statistics  reflecting  the  prominence 
of  SBS,  indicating  that  health  care  professionals  are  faced 
with  a very  serious  situation.  It  is  up  to  physicians  and  other 
health  care  professionals  to  provide  prevention  strategies  to 
parents  and  caregivers,  as  well  as  awareness  to  those  work- 
ing in  emergency  rooms,  family  practices,  and  other  human 
service  agencies. 

Education  for  both  professionals  and  the  public  is  vital.  The 
public  must  be  made  aware  of  the  seriousness  of  shaking  a baby 
and  its  consequences.  Health  care  professionals  must  be  edu- 
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cated  about  SBS  and  have  a working  knowledge  of  its  signs 
and  symptoms.  “As  a part  of  anticipatory  guidance,  physicians 
should  ask  about  parental  stress  and  parental  responses  to  the 
crying  infant.”2  A family’s  ability  to  deal  with  daily  stresses, 
such  as  a crying  baby,  should  be  a part  of  an  initial  assessment. 
An  adequate  assessment  should  take  into  consideration  that 
“a  shaken  infant  can  have  subtle  symptoms,  which  may  be 
minimized  by  physicians  or  attributed  to  mild  viral  illnesses, 
feeding  dysfunction,  or  colic.”2  Health  care  professionals  need 
to  be  knowledgeable  of  the  various  assessment  tools  avail- 
able, such  as  CT  scans  or  MRI,  retinal  assessment,  and  a thor- 
ough inspection  of  the  child’s  body  and  skeletal  structure. 

If  a baby  exhibits  any  of  the  following  symptoms,  or  it  is 
suspected  that  the  child  has  been  shaken,  consideration  should 
be  given  to  obtaining  a CT  scan  or  MRI,  eye  examination, 
and  x-rays. 

Warning  Signs 

• Mild  SBS  symptoms — Poorfeeding;  vomiting;  irritability;  poor 
sleep. 

• Moderate  SBS  symptoms — Inability  to  suck  (feed);  eyes  glassy; 
unfocused. 

• Severe  SBS  symptoms — Breathing  problems;  bulging  soft  spot 
on  head  (fontanelle);  seizures;  unconsciousness. 

These  are  common  symptoms  of  a child  that  has  been 
shaken;  awareness  of  these  symptoms  is  critical  in  making 
an  accurate  diagnosis.  “Physicians  . . . must  be  familiar  with 
the  radiologic  and  clinical  findings  that  support  the  diagno- 
sis of  shaken  baby  syndrome.”2 

Who  are  the  people  that  are  committing  these  crimes 
against  both  the  child  and  society?  These  days,  it  takes  two 
incomes  to  help  a family  make  ends  meet.  For  this  reason, 
there  has  been  an  increase  in  the  use  of  day  care  centers  and 
in-home  caregivers.  Unfortunately  “37%  of  parents  and  other 
caregivers  are  unaware  that  shaking  babies  is  dangerous.”3 
The  statistics  have  shown  that  men  are  the  most  likely  perpe- 
trator, whether  it  be  the  father  or  the  mother’s  boyfriend; 
caregivers  cause  14%  of  SBS  incidents,  with  mothers  at  9%.' 
In  most  cases,  the  perpetrator  does  not  confess  to  having 
shaken  the  child.  They  will  often  fabricate  a story  to  explain 
how  the  child  was  injured.  Such  explanations  as  a fall  off  the 
bed  or  other  types  of  falls  are  often  given  as  the  cause  of  the 
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child’s  injuries  or  death.  However,  a fall  serious  enough  to 
cause  brain  damage/hemorrhages  would  show  fractures  of 
the  skull  upon  radiologic  examination. 

The  following  is  a list  of  classic  signs  for  assessing  SBS: 
(1)  Vague  history  of  the  injury  and  the  circumstances  sur- 
rounding it  by  the  caregiver.  This  history  may  vary  consider- 
ably from  the  physical  findings.  (2)  New  or  recent  onset  of 
seizures;  the  child  may  have  suffered  a seizure  during  the 
abuse.  (3)  Examination  of  the  eyes,  which  should  be  routine, 
shows  evidence  of  retinal  hemorrhages.  (4)  Evidence  of 
subdural  hemorrhages  after  a complete  radiologic  examina- 
tion using  CT  scan  and/or  MRI.  (5)  No  visible  signs  of  exter- 
nal trauma  or  signs  of  a closed  head  injury.  (6)  Bruising  around 
the  shoulder/neck  area;  “grasp  marks”  on  the  rib  cage  area. 
(7)  Fractures  of  the  arm  and/or  leg,  long-bone  chip  fractures, 
and  possibly  neck/lower  spine  injuries.4 

These  signs  of  abuse  should  alert  the  professional  to  the 
strong  possibility  of  an  SBS  injury.  William  Singer,  MD,  helps 
to  put  SBS  into  perspective,  “People  used  to  think  of  chil- 
dren as  these  resilient  beings  who  could  adapt  to  even  severe 
trauma  or  overwhelming  circumstances.  But  the  truth  is  that 
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they  arejust  as  vulnerable  as  an  adult,  only  sometimes  it  takes 
much  longer  for  the  effects  of  trauma  to  be  seen  in  a child.” 

In  April  of  1 996,  the  state  legislature  passed  a law  relative 
to  SBS,  charging  the  Tennessee  Department  of  Health,  Trau- 
matic Brain  Injury  Program,  and  the  Department  of  Children’s  f 
Services  to  develop  and  distribute  educational  materials  to  I 
prevent  SBS.  During  1997,  fact  sheets  on  SBS  were  provided 
to  parents  of  newborns  through  hospitals  across  the  state  and 
through  child  welfare  agencies.  Education  programs  have  been 
presented  to  local  health  departments  and  to  other  health  care 
providers.  These  efforts  were  intended  to  create  awareness 
so  that  families,  caregivers,  and  professionals  will  be  more  at- 
tentive to  SBS  and  be  able  to  seek  or  provide  necessary  help 
when  needed.  Prevention  is  obviously  the  best  philosophy, 
but  awareness  will  help  to  bring  this  serious  problem  into 
perspective.  Additional  information  can  be  obtained  by  call- 
ing the  Traumatic  Brain  Injury  Program  at  1-800-882-061 1 .□ 
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News  and  Views 


TMA  Alliance  Report 


TMAA  Convention 

The  70th  Annual  TMAA  Convention  will  be  held  April  16- 
18,  1998,  at  the  beautiful  Peabody  Hotel  in  Memphis.  The  hosts 
for  the  convention  are  Nancye  Hines,  TMAA  president,  and  the 
Alliance  members  from  West  Tennessee. 

The  convention  will  begin  Thursday  morning  with  commit- 
tee meetings,  followed  by  the  afternoon  pre-convention  board 
meeting.  The  Hospitality  and  AMA-ERF  Silent  Auction  rooms 
will  be  available  before  the  opening  session. 

Thursday  evening  there  will  be  a “Taste  of  Memphis”  Din- 
ner at  The  Rendezvous.  Opened  in  1948,  The  Rendezvous  is 
legendary  for  good  food  and  fun.  The  evening  will  include  en- 
tertainment and  promises  to  be  a memorable  occasion.  Remem- 
ber that  all  TMAA  spouses  are  invited  to  attend  this  evening 
function.  Reservations  are  made  through  the  TMAA. 

The  convention  opening  session  will  begin  Friday  at  9 am 
in  The  Skyway.  Alliance  members  attending  the  convention  will 
enjoy  a “View  of  Memphis”  luncheon  at  The  River  Terrace 
Yacht  Club,  honoring  TMAA  past  presidents  and  county  presi- 
dents. The  Club  offers  a beautiful  view  of  the  Mississippi  River. 

Following  the  afternoon  session  on  Friday,,  the  TMAA 
President’s  Reception  will  be  held  in  The  Galaxie  Room  of  The 
Peabody  from  5:30  pm  until  7 pm.  This  will  be  a special  time  to 
aonor  TMAA  President  Nancye  Hines  and  President-Elect 
Dolores  Chandra. 

Saturday  morning  the  convention  will  begin  with  a “Coffee 
With  the  Best”  leadership  meeting,  followed  by  the  general  ses- 
sion and  installation  of  the  1998-1999  officers. 

As  convention  chairman,  I invite  all  TMA  spouses  to  the 
1998  Convention  in  Memphis.  The  Alliance  members  in  West 
Tennessee  are  looking  forward  to  seeing  our  friends  from  across 
he  state.  See  you  in  Memphis  April  16-18,  1998! 

Dianne  Rose  Laster 
TMAA  Convention  Chairman 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
■nembers  to  the  Tennesssee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Phillip  R.  Bryant,  DO,  Signal  Mountain 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Thomas  G.  Allen,  MD,  Wartburg 
Wesley  L.  Asbury’  Jr.,  MD,  Knoxville 
Leslie  L.  Baker,  MD,  Knoxville 
Kurt  Brandt,  MD,  Knoxville 
Evelyne  M.  Davidson,  MD,  Knoxville 
Carol  Ellis,  MD,  Knoxville 
Rocio  A.  Huet-Cox,  MD,  Louisville 
James  R.  Langdon,  MD,  Knoxville 
Samuel  M.  Overholt,  MD,  Knoxville 
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Humberto  Rodriquez,  MD,  Knoxville 
Kelly  Wright,  MD,  Knoxville 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

Linda  C.  Hodgkiss,  MD,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Sally  J.  Killian,  MD,  Nashville 
Wayne  J.  Lennington,  MD,  Brentwood 
Bruce  P.  Levy,  MD,  Nashville 
Lee  A.  Loes,  MD,  Nashville 
Thomas  J.  O’Brien,  MD,  Nashville 
Joseph  B.  Ozenne,  MD,  Nashville 
Larry' J.  Pharris,  MD,  Nashville 
Michael  C.  Swan,  MD,  Nashville 


In  Memoriam 


Edward  D.  Conner,  MD,  age  80.  Died  December  11,  1997. 
Graduate  of  State  University  of  New  York  School  of  Medicine. 
Member  of  Knoxville  Academy  of  Medicine. 

Thomas  Frist  Sr.,  MD,  age  87.  Died  January  4,  1998.  Graduate 
of  Vanderbilt  University  School  of  Medicine.  Member  of  Nash- 
ville Academy  of  Medicine. 

William  Blair  Harrison,  MD,  age  88.  Died  December  8,  1997. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Knoxville  Academy  of  Medicine. 

J.  Allen  Kennedy,  MD,  age  90.  Died  January  14,  1998.  Gradu- 
ate of  Vanderbilt  University  School  of  Medicine.  Member  of 
Nashville  Academy  of  Medicine. 

John  C.  McAleavy,  MD,  age  68.  Died  December  28,  1997. 
Graduate  of  University  of  Wisconsin  Medical  School.  Member 
of  Sumner  County  Medical  Society. 

James  Edward  Moseley,  MD,  age  74.  Died  December  1 1,  1997. 
Graduate  of  University  of  Tennessee  College  of  Medicine. 
Member  of  Knoxville  Academy  of  Medicine. 

Carson  E.  Taylor,  MD,  age  73.  Died  January  16,  1998.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Lawrence  County  Medical  Society. 

Sarah  Womack,  MD,  age  77.  Died  January  3,  1998.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of 
Bedford  County  Medical  Society. 


Personal  News 


Jerry’ Atkins,  MD,  Huntingdon,  has  received  the  Tennessee  Hos- 
pital Association  Meritorious  Service  Award  for  1997. 

W.  Robert  Bridges,  MD,  Greeneville,  has  been  elected  a Fellow 
of  the  American  College  of  Surgeons. 

Philip  D.  Campbell,  MD,  Knoxville,  has  been  certified  by  the 
American  Board  of  Eye  Surgery  in  the  subspecialty  of  cataract/ 
implant  surgery. 
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James  D.  King,  MD,  Selmer,  has  been  appointed  to  serve  as  a 
member  of  the  American  Academy  of  Family  Physicians’  Com- 
mission on  Legislation  and  Governmental  Affairs  for  1998. 

Gregory  Neal,  MD,  Paris,  has  been  certified  as  a Diplomate  of 
the  American  Board  of  Surgery. 

Bergein  F.  Overholt,  MD,  Knoxville,  has  been  designated  a Master 
of  the  American  College  of  Gastroenterology,  an  honor  bestowed 
on  Fellows  for  their  stature  and  achievement  in  clinical  gastroen- 
terology, teaching,  and  other  contributions  to  the  College. 

Michael  J.  Pelletier,  MD,  Johnson  City,  has  been  certified  as  a Dip- 
lomate of  the  American  Board  of  Obstetrics  and  Gynecology. 

Walter  Puckett,  MD,  Chattanooga,  received  the  Laureate 
Award  from  the  Tennessee  Chapter  of  the  American  College 
of  Physicians,  its  highest  recognition  for  distinguished  con- 
tributions in  internal  medicine. 

The  following  TMA  members  have  been  certified  as  Diplomates 
of  the  American  Board  of  Family  Practice:  James  D.  King,  MD, 
Selmer;  Susan  Shore  Lowry,  MD,  Martin;  Jackie  L.  Taylor,  MD, 
Jackson;  Charles  W.  White,  MD,  Lexington. 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  December  1997.  This 
list,  supplied  by  the  AMA,  does  not  include  members  who  reside 
in  other  states.  Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two,  or  three  years.  For  the  one-year  award,  physicians 
report  50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

David  A.  Chadwick,  MD,  Chattanooga 
Robert  M.  Glasgow,  MD,  Bristol 
Clarence  E.  Goulding  III,  MD,  Johnson  City 
Sophia  J.  Hendrick,  MD,  Maryville 
Sharon  A.  Jackson,  MD,  Kingsport 
Sam  A.  Kabbani,  MD,  Knoxville 
James  D.  McKinney,  MD,  Cookeville 
Albert  J.  Mitchum,  MD,  Clarksville 
Michael  L.  Pool,  MD,  Knoxville 
Eugene  H.  Ryan,  MD,  Hixson 
Stephen  J.  Sisko,  MD,  Cookeville 
Gregory  W.  Snodgrass,  MD,  Cookeville 
Steven  J.  Sperring,  MD,  Nashville 
Izak  F.  Wessels,  MD,  Chattanooga 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


I 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures,  | 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a | 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232.  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 


April  2-4 

April  20-21 
May  7-8 
May  8 
May  22 

May  30 
June  4-5 
June  15-16 
Aug  3-8 
Sept  21-22 
Sept  24-25 
Nov  20 


Memphis 

Symposium  on  Critical  Care  and  Emergency  Medi- 
cine— Hot  Springs,  Ark. 

Pediatric  Advanced  Life  Support  Provider  Course 
Update  '98 

Maspen  1 1th  Annual  Nutrition  Symposium 
Pediatric  Advanced  Life  Support  Recertification 
Course 

Mempis  Eye  Convention 
1998  General  Surgery  Update 
Advanced  Pediatric  Life  Support  Provider  Course 
Contemporary  Issues  in  Obstetrics  and  Gynecology 
Pediatric  Advanced  Life  Support  Provider  Course 
29th  Memphis  Conference  on  the  Newborn 
Pediatric  Advanced  Life  Support  Recertification 
Course 


Chattanooga 

April  12-16  Primary  Care  Medicine  Update — San  Juan,  PR. 

June  10-13  Family  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 


Arrangements  have  been  made  with  many  services  and  department* 
in  the  medical  school  to  allow  practicing  physicians  to  participate  ir 
the  service’s  activities  for  a period  of  one  day  to  one  week.  Thi: 
program  provides  an  opportunity  for  physicians  to  study  in  dept! 
for  a specified  period.  The  schedule  of  activities  is  individualized  ii 
response  to  the  physician’s  request  by  the  participating  department 
The  experience  includes  conferences,  ward  rounds,  audiovisua 
materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educationa 
experience  including  lunch  and  parking  at  Meharry  Medical  College 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medica; 
College.  Application:  For  information  contact  Henry  A.  Moses 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College  ; 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-623 f ! 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for  the  first  50 
words  ($25  for  TMA  members),  25  cents  for  each  additional  word. 
Count  as  one  word  all  single  words,  two  initials  of  a name,  single  num- 
bers, groups  of  numbers,  hyphenated  words,  and  abbreviations.  Adver- 
tisers may  utilize  a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN  37212-0909.  Use 
of  this  box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd  month 
preceding  the  desired  month  of  publication,  and  will  be  subject  to  ap- 
proval. No  phone  orders  will  be  accepted.  Payment  must  accompany 
order.  Each  listing  will  be  removed  after  its  first  publication  unless  oth- 
erwise instructed.  Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box  120909,  2301 
21st  Ave.  South,  Nashville,  TN  37212-0909.  Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

BC/BE  UROLOGIST  NEEDED  IN  NORTHEAST  TENNESSEE— 

Immediate  opening.  A safe,  family-oriented  community,  located 
in  the  beauty  of  the  mountains  and  lakes,  with  year  round  out- 
door activities  available  for  the  whole  family.  Ranked  one  of  the 
most  desirable  areas  of  the  country  to  live.  Service  area  is 
57,000.  Compensation  will  be  discussed,  along  with  guarantee 
period  and  incentives.  For  more  information  and  confidential  con- 
sideration, please  call:  Anne  Helvey,  Director  of  Physician  Ser- 
vices, Telephone:  (423)  854-5805  or  fax  CV:  (423)  854-2872. 


BC/BE  PHYSIATRIST  NEEDED  IN  NORTHEAST  TENNESSEE— 

Immediate  opening  for  a BC/BE  Physical  Medicine  and  Rehabili- 
tation physician  to  serve  as  Medical  Director  of  a 60-bed  Physi- 
cal Medicine  and  Rehabilitation  Hospital.  A safe,  family-oriented 
community,  located  in  the  beauty  of  the  mountains  and  lakes, 


with  year  round  outdoor  activities  available  for  the  whole  family. 
Ranked  one  of  the  most  desirable  areas  of  the  country  to  live. 
Service  area  is  100,000.  Competitive  salary  and  benefits.  For 
more  information  and  confidential  consideration,  please  call: 
Anne  Helvey,  Director  of  Physician  Services,  Telephone:  (423) 
854-5805  or  fax  CV:  (423)  854-2872. 


PICTURESQUE  NORTHEAST  TENNESSEE  PULMONARY/ 
CRITICAL  CARE  POSITION  AVAILABLE— BC/BE  pulmonary/ 
critical  care  physician  needed  to  join  a five-physician,  well-estab- 
lished and  highly  respected  pulmonary/critical  care/sleep  disor- 
der practice  in  northeast  Tennessee.  The  practice  will  pay  you 
an  exceptional  salary  and  excellent  benefits.  The  area,  with  a 
population  of  57,000,  is  a family-oriented  community  surrounded 
by  gorgeous  mountains  and  lakes  offering  an  excellent  quality  of 
life  for  the  entire  family.  We  have  a very  progressive  program  of 
education  with  a University  and  Medical  School  located  in  the 
heart  of  the  Tri-Cities  area.  For  more  information  contact:  Anne 
Helvey,  Director  of  Physician  Services,  Telephone:  (423)  854- 
5805  or  fax  CV:  (423)  854-2872. 


VASCULAR/GENERAL  SURGERY— BC/BE  general  surgeon 
with  vascular  fellowship  training  needed  to  join  established, 
board  certified,  general/vascular  surgeons  in  northeast  Tennes- 
see. Excellent  lifestyle  opportunities  for  the  whole  family.  With 
our  many  lakes  and  mountains  we  offer  boating,  water  skiing, 
snow  skiing,  fishing  and  hunting.  We  offer  a very  progressive 
program  of  education  with  a University  and  Medical  School  lo- 
cated in  the  heart  of  the  Tri-Cities  area.  For  additional,  confidential 
information  please  contact:  Anne  Helvey,  Director  of  Physician 
Services,  Telephone:  (423)  854-5805  or  fax  CV:  (423)  854-2872 


FAMILY  PRACTICE  PHYSICIAN  NEEDED— Full-time  with  ben- 
efits. Multi-doctor,  privately  owned  clinic  providing  traditional  and 
preventative  medicine  in  Nashville.  Fax  CV  to  (615)  386-3752. 


PICTURESQUE 
NORTHEASTTENNESSEE 
PRIMARY  CARE  POSITIONS  AVAILABLE 

Peace  and  serenity  are  still  available  in  some  parts  of  the  country  and  NE  Tennessee  is  one  of  them.  All  positions  are 
located  within  a 20-mile  radius  of  each  other  and  all  have  the  same  beauty  of  gorgeous  mountains  and  lakes.  We  offer 
an  excellent  lifestyle  and  wonderful  outdoor  activities  for  the  whole  family.  We  have  a very  progressive  program  of 
education  with  a University  and  Medical  School  located  in  the  heart  of  the  Tri-Cities  area.  Population  is  57,000  and  a 
service  area  of  over  100,000. 

#1  An  already  established,  two-physician  practice  looking  to  add  three  BC/BE  primary  care  physicians  to  their  prac- 
tice over  the  next  18  months.  Positions  can  be  filled  by  FP,  IM,  or  IM/Peds  physicians.  Income  guarantee  plus 
incentives. 

#2  Need  one  to  two  BC/BE  Family  Physicians  to  join  a group  of  six  already  established  Family  Practice  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  excellent  benefits,  plus  incentives.  Call  schedule  a real  plus! 

#3  Large,  highly  respected,  1 1 -physician  Internal  Medicine  Group  seeking  BC/BE  IM  physician  with  an  interest  in  a 
Hospitalist  position  and  another  IM  seeking  to  practice  general  IM  in  their  office  practice.  Excellent  compensation 
package  with  benefits.  New  office  building.  Great  opportunity!  The  call  schedule  is  a plus,  giving  you  an  excellent 
quality  of  life. 

#4  One  Family  Practice  and  two  IM  physicians  in  private  practice  seeking  BC/BE  FP  physician  to  join  their  group. 
Ground  has  been  broken  for  new  office  building.  Income  guarantee  plus  incentives. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact:  Anne  Helvey, 
Director  of  Physician  Services.  Telephone:  (423)  854-5805  or  Fax  CV  to  (423)  854-2872. 
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TMA  PHYSICIAN  SERVICES,  INC. 

A Subsidiary  o / THE  TENNESSEE  MEDICAL  ASSOCIATION 


Dear  Doctor: 


April  25,  1997 


We  are  pleased  to  announce  that  TMA  Physician  Services  has 
entered  an  agreement  with  American  Business  Forms  and 
Promotions  (ABF),  the  third  largest  independent  distributor  of 
office/computer  supplies  and  business  forms  in  the  U.S.,  as  the 
vendor  of  choice  to  bring  you  a new  membership  benefit.  This 
program  has  been  designed  exclusively  for  TMA  members  and 
offers  a high  quality  and  cost  effective  office  products  group 
purchasing  program  that  guarantees  to  reduce  your  costs. 

The  American  Business  Forms  and  Promotions  will  arrange  an 
exclusive  toll-free  number  to  facilitate  the  ease  of  ordering  and 
will  be  promoting  in  the  near  future  a website  for  on-line  orders  as 
well.  American  guarantees  savings  and,  in  most  cases,  overnight 
delivery  regardless  of  the  size  of  the  order  with  no  shipping 
charges.  If  a product  or  special  item  is  not  in  stock,  American  will 
locate  it  for  you. 

We  invite  your  consideration  of  this  quality  product  and  cost 
effective  program. 

Sincerely, 


Charles  W.  White,  M.D. 
President 


GUARANTEED 

SAVINGS 


VENDOR 
OF  CHOICE 


NO  FREIGHT 
CHARGES 


® YES,  PLEASE  RUSH  ME  THE  TMA 
MEMBER  KIT!  FAX  1-800-440-9807 
AND  START  SAVING  MONEY  TODAY! 


PRACTICE  NAME . 

CONTACT 

ADDRESS 


CITY 


STATE, 


ZIP 


FAX  NO.. 


PHONE  NO. 


TOLL  FREE 

FAX  800-440-9807  PHONE  888-921-7283 


♦OFFICE  SUPPLIES*COMPUTER  SUPPLIES  & 
EQUIPMENT*MEDICAL  FORMS  &PRINTING 
♦MEDICAL  SUPPLIES*INDEX'S*PATIENT 
FOLDERS* HYGIENE  SUPPLIES*PROMOTIONAL 
ITEMS*COMMUNICATIONS* 
♦UNIFORMS* 


TMA/AMERICAN 
Group  Purchasing  Program 

tSL  TMA  _ 

Services, I.  ENDORSED 


American  Business  Forms 1 18 

Biosite  Diagnostics 90 

Carolyn  Avery  & Associates,  Inc 96 

Dewees  Island 86 

Emergency  Coverage  Corporation 1 14 

Hoover  & Associates 93 

Johnson  City  Hospitals 1 17 

Passport  Health  Communications 84 

Phoenix  Healthcare  Corp 97 

Staff  Care,  Inc 96 

State  Volunteer  Mutual  Insurance  Company 120 

Team  Health 114 

TMA  Physician  Services,  Inc 101 

The  TMA  Association  Insurance  Agency,  Inc 102,  1 19 

US  Medical  Management 82 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  bis  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
“top,"  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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Adversity  does  not  discriminate... 
Protect  yourself  and  your  employees. 

Examine  the  best  group  long  term 
disability  coverage  for  physicians  and  staff. 

The  TMA  Association  Insurance  Agency  is  now  offering  the 
leading  group  long  term  disability  protection  available  — the 
“Income  Protection  Plan”  for  medical  practices  with  two  or 
more  doctors;  and  a separate  long  term  disability  plan,  the 
“Salary  Continuance  Plan”  for  medical  clinic  employees. 

We  believe  these  two  plans  offer  the  best  group  disability 
insurance  value  available  for  your  premium  dollars. 

For  a competitive  quote  and  complete  plan  information,  give  us  a call  today  at 

423-629-2400  or  toll  free  at  1-800-347-1109. 


■ Long  Term  Income  Protection  Plan 

for  physicians  and  administrators 

• Provides  his/her  specialty  definition  of 
disability 

• Up  to  $15,000  of  monthly  benefit  for  larger 
practices 

• Offers  a choice  of  plans:  the  non-integrated 
no  offset  plan  or  a percent  of  salary  plan 
with  potential  integration 

• Contractual  HIV+/Hepatitis  B benefit 
option 

• Elimination  period  satisfied  with  total  or 
partial  disability,  with  no  minimum  period  of 
total  disability  required 

• Benefits  payable  to  age  65  or  beyond,  based 
upon  age  when  disability  commences 

• Only  four  rate  increases  in  38  years 

Underwritten  By: 

Continental  Casualty  Company 

CVA 

For  All  the  Commitments  You  Make® 


■ Long  Term  Salary  Continuance  Plan 

for  medical  clinic  employees 

• A broad  definition  of  total  disability 

• Minimum  payments  for  loss  of  limb(s)  or  sight, 
whether  or  not  disability  persists 

• Insured  W-2  income  — thus  covering  overtime 
earnings  and/or  bonus 

• 3-month  survivor  benefit 

• Minimum  benefit  based  on  10%  of  monthly 
benefit  or  $100  whichever  is  greater 

• A 24-month  own-occupation  provision  is 
included 

• Only  one  rate  increase  in  38  years 

Recommended  and  Sponsored  By: 


THE  TMA  ASSOCIATION  INSURANCE  AGENCY,  INC. 
1089  Bailey  Avenue  • Chattanooga,  Tennessee  37404 
1-800-347-1109  • (423)  629-2400  • Fax  (423)  629-1109 
E-mail:  tma@assoc-admin.com 


racticing  medicine  is  exciting  enough  without  having  to  face  the 
prospect  of  catastrophic  litigation.  Let  the  insurance  professionals 
at  physician  owned  and  operated  State  Volunteer  Mutual  Insurance 
Company  help  keep  your  stress  level  in  check.  For  over  20  years, 
our  financial  strength  and  security,  powerfully  demonstrated  by  an 
outstanding  rating,  has  helped  physicians  endure  an  increasingly 
hostile  practicing 

physicians  insurer. 


STATE  VOLUNTEER  MUTUAL  INSURANCE  COMPANY 

For  more  information,  contact  Randy  Meador  or  Susan  Decareaux 
P.O.  Box  1065 
Brentwood,  TN  37024-1065 

1-800-342-2239  or  (615)  377-1999  • FAX  (615)  377-9192 
e-mail  address:  svmic@svmic.com 
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Thanks  to  the  Tennessee  Consultation  Center  (TCC),  a physician-to-physician  consultation  with  a medical  or  dental 
professional  is  right  at  your  fingertips.  All  you  have  to  do  is  choose  The  University  of  Tennessee  Medical  Center 
physician  or  dentist  with  whom  you  wish  to  speak  from  the  TCC  Directory  of  Consultants.  Dial  1-800-442-8862, 
give  the  TCC  operator  your  name,  location  and  phone  number,  and  you  will  be  connected  with  the  colleague  or  service 
you  have  requested. 

In  addition  to  professional  consultation,  you  can  use  the  TCC  to  obtain  laboratory  results,  patient  information  and 

information  on  continuing  medical  and  dental  education  programs.  . . . , , 

And  there’s  no  charge  for  these  services. . .or  for  the  call.  — 

Call  TCC  now  for  consultation  or  to  receive  your  free  copy  of  the  TCC  Directory 
of  Consultants.  „ ^ ' — r . 

Tennessee  Consultation  Center 

1-800442-8862 


THE  UNIVERSITY  OF  TENNESSEE 
MEDICAL  CENTER  AT  KNOXVILLE 


The  University  of  Tennessee  Medical  Center  at  Knoxville  is  comprised  of  University  Memorial  Hospital 
and  the  Graduate  School  of  Medicine  Together,  these  entities  embody  the  Medical  Center's  philosophy 
and  mission  through  the  spirit  of  exploration,  the  passion  for  teaching,  and  the  compassion  to  restore 
The  University  of  Tennessee  is  an  EEO/AA/Title  IX/  Section  504/ADA  employer. 
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President’s  Comments 


R.  Benton  Adkins,  MD 


TMA — 173  Years  of  Caring 


Since  1825  when  the  State  Medical  Society  of  Tennessee  started  here  in  Nashville,  it  has  ! 
represented  physicians  across  the  state  in  their  effort  to  educate,  treat,  and  heal  the  citizens  of 
Tennessee.  McNairy,  Overton,  and  Robertson  were  all  physicians  and  members  of  the  state  i 
legislature,  and  have  counties  named  after  their  families.  They  were  all  strong  advocates  of  ' 
what  would  now  be  called  continuing  education.  They  commanded  respect  in  Tennessee  before 
it  was  the  volunteer  state.  They  arranged  for  the  only  state  lottery  to  earn  money  for  a state 
hospital.  It  was  later  built  on  Barrow’s  field  in  Nashville,  and  was  first  called  the  City  Hospital, 
later  known  as  Nashville  General  Hospital.  They  participated.  They  had  important  issues  to  air, 
so  much  to  learn,  and  so  many  to  treat.  They  cared. 

The  Tennessee  Medical  Association  has  a long  history  of  service  in  its  role  of  representing 
all  of  the  physicians  of  the  state.  I have  been  impressed  that  it  does  this  by  being  the  group  that 
represents  and  speaks  for  member  and  non-member  physicians  alike.  It  has  a tradition  of  repre- 
senting all  of  us  at  the  state  legislature  level  and  with  the  government’s  administrative  staff.  The 
TMA  staff  generally  serve  as  the  media  contact  when  medical  issues  are  at  stake.  It  has  been  the 
rare  occasion  when  groups  of  physicians  have  complained  that  those  of  us  trying  to  act  and 
speak  for  the  general  interest  of  Tennessee  physicians  have  not  done  so.  When  the  Association 
has  failed  to  do  this  it  was  not  for  the  lack  of  effort  and  desire  to  do  it  well.  It  really  does  care. 

This  absolute  dedication  to  speak  for  all  the  multiple  and  diverse  groups  of  physicians  in  the 
state  has  been  one  of  our  objectives  this  past  year,  and  I hope  it  has  made  a difference. 

The  state  specialty  societies  now  have  a functioning  council  of  medical  specialties,  and  a 
resolution  to  allow  delegates  from  each  specialty  will  be  discussed  at  the  next  House  of  Del- 
egates meeting.  If  this  is  adopted,  it  will  mirror  the  same  plan  that  national  societies  now  follow 
with  delegates  to  the  AMA  House  of  Delegates. 

It  has  been  a wonderful  experience  for  me  to  represent  you  this  year  as  your  president. 
Meeting  with  the  governor  and  his  staff,  discussing  our  concerns  with  our  elected  representa- 
tives in  congress,  meeting  with  the  leaders  of  the  Health  Care  Finance  Administration  in  Wash-  \ 
ington,  interacting  with  the  staff  of  the  TMA  each  week,  and  trying  to  say  a few  things  on  this 
page  each  month  all  have  kept  me  involved  with  things  that  seem  worthwhile. 

I thank  you  for  your  support  this  year,  and  ask  that  you  show  your  incoming  president  Dr. 
David  Gerkin  of  Knoxville  the  same  support  and  encouragement  that  you  have  shown  me. 

For  a country  boy  from  a farm  on  McAdoo  Creek  in  Montgomery  County  to  have  had  the 
honor  to  serve  as  the  president  of  this  wonderful  organization,  with  its  rich  tradition  and  history 
of  service  to  the  state,  has  been  the  greatest  honor  I shall  ever  hope  to  receive.  I leave  you  in 
good  hands  with  those  you  have  chosen  for  the  near  future.  I hope  to  see  you  often  at  the  TMA 
meetings,  at  the  office,  around  the  state,  and  in  the  vineyard. 
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Editorials 


John  B.  Thomison,  MD 


Navigating  the  Morass 

The  editorial  section  in  today’s  Sunday  Tennessean  carries  a feature  article  on  the  old  Sun- 
day closing  laws,  the  so-called  blue  laws,  which  were  first  promulgated  on  this  continent  in  the 
New  England  colonies.  They  were  enacted  to  prohibit  or  regulate  certain  forms  of  recreation  on 
the  Lord’s  Day,  which  was  ordained  as  a day  of  rest  and  religious  renewal,  when  all  commerce 
ceased.  That  interdiction  was  actually  nothing  new,  though,  having  been  instituted  in  Fourth 
Century  Rome  by  the  Emperor  Constantine  on  his  conversion  to  Christianity.  In  the  United 
States,  intrastate  commerce  was  regulated  by  legislatures  and  local  governments,  with  the  con- 
sequence that  the  regulations  were  almost  invariably  a legal  quagmire,  the  upshot  being  that 
enforcement  was  patchy  and  quixotic,  and  exceptions  abundant,  dependent  largely  on  politics. 
I had  problems  of  my  own  with  them  when  in  about  1937  as  a brand  new  driver  I was  grounded 
for  a month  for  defying  my  father’s  wishes,  actually  a thinly  disguised  demand,  that  I not  go  to 
the  newly  instituted  Sunday  movies.  But  that’s  another  story. 

In  any  case,  I had  forgotten,  if  I ever  knew,  which  I doubt,  the  extent  to  which  commerce  was 
still  inconvenienced  by  those  laws  as  recently  as  1966,  when  the  legislature  began  trying  to 
unravel  the  mess.  The  laws  were  finally  thrown  out  during  the  Civil  Rights  uprising  as  being 
unconstitutional  because  they  forced  unwelcome  and  largely  unenforceable  religious  values  on 
unbelieving  minorities,  so  that  now  about  all  that  remains  on  the  books  is  a prohibition  in  some 
places  against  the  sale  of  alcoholic  beverages  before  noon  on  Sunday.  What  really  killed  the 
laws  was  of  course  not  public  opinion,  issues  of  propriety,  or  matters  of  constitutionality,  since 
the  U.S.  Supreme  Court  had  ruled  that  it  was  up  to  the  states  to  regulate  such  matters,  but — you 
guessed  it — money.  Continuation  of  Sunday  closing  became  economically  unfeasible. 

All  of  that  was  before  Medicare.  Now  we  have  another  morass  that  rivals  anything  ever 
imagined  even  after  Medicare  set  in.  The  current  mess  encompasses  all  the  problems  related  to 
how  patients  can  be  cared  for  properly  in  the  midst  of  crass  commercialism  on  the  part  of  third 
party  payers  and  pseudocaregivers  such  as  HMOs,  MCOs,  and,  yes,  even  hospitals,  that  put 
profit  ahead  of  patient  welfare,  and  at  its  expense. 

In  case  you  haven’t  noticed,  I call  your  attention  to  the  “Practicing  Medicine”  section  of  this 
edition  of  Tennessee  Medicine,  which  forms  the  major  portion  of  the  book.  The  problem  is 
stated  succinctly,  and  in  a sense  discouragingly,  by  Jan  van  Eys,  MD,  in  the  first  of  the  section’s 
papers,  entitled  “Ethics  and  Managed  Care.”  The  problem  is  a matter  of  ethics  vs.  the  bottom 
line — the  old  serving  God  or  mammon  bit.  What  every  doctor  must  decide  for  himself  is  whether 
or  not  Primum  non  nocere  is  simply  an  empty  phrase,  and  if  it  is  not,  the  next  step  is  to  think 
seriously  about  the  implications  and  ramifications  implicit  in  its  acceptance.  A doctor  is  by  his 
very  calling  his  patient’s  advocate,  and  the  patient’s  interests  take  precedence  over  everything 
else.  This  has  been  codified  in  every  medical  practice  code  of  which  we  have  any  record.  If 
economics  becomes  the  doctor’s  overriding  interest,  or  even  if  it  enters  at  all  into  his  decision  as 
to  what  is  the  “best”  treatment  for  his  patient’s  complaints,  and  if  after  having  arrived  at  his 
conclusion  as  to  what  is  in  fact  the  best  treatment  he  fails  to  act  upon  it,  he  runs  the  risk  of  doing 
harm. 

A doctor’s  responsibility,  though,  does  not  end  with  his  own  actions,  but  carries  through  into 
all  aspects  of  his  patient’s  health  care  and  well-being  so  long  as  he  is  that  patient’s  doctor.  While 
he  might  have  problems  of  his  own  in  providing  the  best  of  care,  those  problems  often  pale  into 
insignificance  beside  those  introduced  by  third  parties  and  by  the  commercialization  of  medical 
practice,  now  referred  to  as  the  “health  care  industry,”  thereby  designating  it  unabashedly  as  a 
business. 

It  is  axiomatic  that  no  person  but  the  health  care  professional,  and  certainly  no  entity  of  any 
sort,  accords  the  best  interests  of  the  patient  the  highest  priority.  Though  there  are  exceptions, 
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some  of  them  sufficiently  egregious  to  tarnish  the  name  of  the  profession  as  a whole,  those  who 
choose  medicine  or  nursing  as  a calling  are  trained  to  order  their  priorities  in  this  manner,  but  in 
most  instances  that  training  simply  builds  upon  an  innate  predisposition  to  service  of  mankind. 
This  proclivity  collides  head-on  in  the  business  world  with  a different  set  of  values  and  ethics,  in 
which  the  goal  is  profit.  In  fact,  with  publicly  held  entities  there  is  a legal  as  well  as  an  ethical 
responsibility  to  the  stockholders  to  effect  this  to  the  maximum  degree  consistent  with  respon- 
sible behavior. 

Health  Maintenance  Organizations  (HMOs)  and  Managed  Care  Organizations  (MCOs)  are, 
any  contrary  protestations  notwithstanding,  strictly  business  entities  that  have  no  soul,  subordi- 
nating patient  welfare  to  monetary  profit.  That  is  most  often  achieved  through  economic  ma- 
nipulation. The  doctor  can  therefore  find  himself  caught  in  a squeeze  between  what  he  knows  to 
be  best  for  his  patient,  and  pressures  to  economize  by  developing  an  inferior  practice  pattern, 
which  can  be  dangerous  to  the  patient.  Such  behavior  is  strictly  unethical  according  to  the  AMA 
Code  of  Ethics,  which  states  plainly  that  physicians  cannot  under  any  circumstances  place  their 
own  interests  above  those  of  their  patients.  The  Code  notes  that  when  a conflict  arises  between 
a patient’s  health  needs  and  the  physician’s  financial  interests,  the  physician  must  always  re- 
solve the  conflict  in  favor  of  the  patient.  Since  nearly  all  state  medical  licensing  boards,  includ- 
ing Tennessee’s,  have  adopted  that  code,  this  can  put  the  license  of  the  unfortunate  doctor  in 
jeopardy,  and  at  best  lead  to  sanctions. 

Two  other  important  pieces  reside  in  that  same  section  of  this  issue.  The  first  of  these  involves 
the  group  practice  of  medicine,  and  the  second  the  professional  alternative  to  HMOs  and  MCOs. 
The  alternative  is  the  Provider  Sponsored  Organization  (PSO).  Last  month  HCFA  released  the 
final  regulations  for  implementing  the  1995  update  of  the  Physician  Self-Referral  Act,  known 
informally  as  Stark  II  after  its  primary  sponsor,  Rep.  Pete  Stark.  It  governs  the  manner  in  which 
physicians  can  practice  as  a group  so  as  to  avoid  conflicts  of  interest,  with  consequent  duplica- 
tion of  procedures  and  thus  overbilling  the  government. 

The  PSO  concept  arose  out  of  the  Balanced  Budget  Act  of  1997,  which  gave  Medicare  ben- 
eficiaries a number  of  choices  for  obtaining  their  care,  one  of  them  being  through  a capitated 
system  that  allows  providers  to  organize  for  contracting  directly  with  Medicare,  thus  effecting 
an  economy  by  removing  the  mid-level  contractor,  the  MCO  or  HMO.  In  it  the  providers  share 
in  the  financial  risk,  and  have  at  least  a major  portion  of  the  financial  interest.  The  advantage  is 
that  the  providers  have  financial  and  clinical  control  of  their  patient  population,  and  the  Medi- 
care payments  stay  in  the  organization,  without  the  necessity  for  diverting  a substantial  portion 
to  an  HMO.  The  result  is  that  it  increases  the  potential  both  for  better  patient  services  and  for 
enhanced  income  for  the  providers. 

This  is  likely  to  be  the  most  satisfactory  arrangement  for  both  the  patients  and  their  doctors, 
despite  the  two  major  flaws  I find  in  the  system.  The  first  flaw  is  the  necessity  for  a sound 
infrastructure,  the  formation  of  which  from  scratch  would  be  both  expensive  and  time-consum- 
ing. The  paper  recommends  using  an  existing  entity,  such  as  an  HMO,  to  accomplish  this.  Ex- 
cuse me,  but  if  that  is  the  course  to  be  followed  I would  caution  the  principals  to  maintain  a firm 
grasp  on  the  family  jewels,  lest  the  PSO  be  rendered  impotent.  My  other  caveat  regards  hospi- 
tals, which  are  also  “providers” — big  and  powerful  and  rich  providers,  with  a tendency  toward 
avarice,  domination,  and  not  infrequently  corruption  as  well,  from  which,  despite  their  dis- 
claimers and  finger  pointing,  the  self-designated  not-for-profits  are  not  exempt. 

A brief  quotation  from  Dr.  van  Eys’  paper  brings  the  situation  into  clear  focus:  “It  is  a chal- 
lenging time  for  medicine.  Physicians  must  decide  whether  or  not  their  ethical  tenets  are  strong 
enough  to  risk  their  livelihood.  This  is  a fundamental  touchstone.  It  cannot  be  avoided.”  Even 
so,  this  is  an  oversimplification  of  the  situation.  Medicine,  i.e.,  doctors,  in  fact  finds  itself  caught 
between  Scylla  and  Charybdis.  By  paying  attention  to  their  upbringing,  doctors  risk  being  dis- 
charged from  their  HMOs  and  losing  their  patient  base.  On  the  other  hand,  not  paying  attention 
to  it  brings  the  risk  of  torts,  and  the  possibility  of  jeopardizing  not  only  their  patients’  well- 
being, but  their  own  license  to  practice  medicine  as  well. 
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Practicing  Medicine 


Ethics  and  Managed  Care 

Jan  van  Eys,  PhD,  MD 


A recurrent  challenge  in  the  ethics  of  medical  care  deliv- 
ery is:  How  does  a physician  stay  faithful  to  his  patients  when 
that  physician  is  contractually  bound  to  a health  manage- 
ment company  that  sets  the  rules  of  care-giving?  This  con- 
flict shows  in  something  as 
simple  as  postpartum  length 
of  stay  and  as  serious  as  the 
denial  of  procedures  a physi- 
cian deems  essential  for  the 
health  and  welfare  of  the  pa- 
tient. To  complicate  matters, 
the  conflicts  have  an  overlay 
of  control  struggles.  Further- 
more, the  company  may  or- 
der the  details  of  care  with- 
out assuming  the  liability  for 
the  outcome. 

This  ethical  dilemma  is  growing.  The  use  of  capitation  or 
similar  arrangements  creates  an  incentive  for  the  physician 
to  accede  to  the  health  management  company’s  demands  be- 
cause the  livelihood  of  the  physician  may  be  threatened.  The 
immediate  threat  is  the  discontinuation  of  the  relationship 
between  the  physician  and  the  company.  A more  subtle  threat 
comes  when  the  company  does  not  directly  disallow  the 
physician’s  wishes  but  the  cost  of  the  physician’s  actions  may 
be  charged  against  his  remuneration.  In  that  case  the  ethical 
dilemma  is  entirely  a problem  for  the  physician:  “my  income 
against  my  patients’  needs.” 

It  is  not  a new  problem.  However,  in  the  past  the  ethical 
dilemma  was  the  converse:  the  physician  was  largely  in  con- 
trol of  the  extent  of  care  while  the  patient  was  responsible  for 
remuneration.  That  insurance  companies,  employee  benefit 
programs,  or  the  government  was  responsible  for  part  or  all 
of  the  bill  did  not  make  a fundamental  difference  to  the  phy- 
sician but  it  inured  the  patient  against  the  costs. 

How  ought  a physician  to  respond?  Efforts  are  being  made 
to  legislate  protection  for  patient  and  physician.  However, 


From  the  Department  of  Pediatrics,  Vanderbilt  University 
School  of  Medicine,  Nashville.  Dr.  van  Eys  was  formerly  with 
the  University  of  Texas  at  Houston,  and  the  University  of  Texas 
M.D.  Anderson  Cancer  Center  at  Houston. 


laws  only  codify  ambient  ethics;  we  cannot  create  a new  set 
of  ethical  norms  through  new  laws. 

Clearly,  management  companies  act  out  of  a set  of  ethics 
and  moral  norms  that  they  find  satisfactory  and  profitable. 

They  are,  at  least  in  part, 
anathema  to  most  physicians. 
However,  that  does  not  mean 
that  the  code  of  ethics  of  a 
management  company  is  re- 
jected by  the  population  at 
large.  Our  current  system  of 
care  did  not  arise  spontane- 
ously; it  is  the  system  that  the 
majority  preferred.  That  ma- 
jority is  composed  of  people 
who  are  not  now  sick,  but 
worry  how  they  can  keep 
control  when  they  become  sick.  Health  policy  is  never  writ- 
ten by  the  sick,  only  by  the  well  who  are  worried  about  re- 
taining autonomy. 

Ethical  debates  are  often  about  a priori  justification:  I want 
a blessing  on  doing  what  I want  to  do,  or  justification  in  not 
doing  what  I do  not  want  to  do.  Debates  about  allowing  as- 
sisted suicide  and  euthanasia  are  current  examples  of  that. 
There  is  no  easy  answer.  Physicians  are  first  and  foremost 
the  protectors  of  the  sick,  all  our  stress  on  health  mainte- 
nance notwithstanding.  Objectively  wrong  decisions  about 
standards  of  care  must  be  objectively  countered  of  course. 
However,  the  dilemma  caused  by  the  risks  physicians  take 
when  they  stand  up  for  their  patients  cannot  be  avoided.  The 
right  or  wrong  of  a course  of  action  considered  by  a physi- 
cian cannot  be  decided  until  after  the  physician  acts. 

It  is  a challenging  time  for  medicine.  Physicians  must  de- 
cide whether  their  ethical  tenets  are  strong  enough  to  risk 
their  livelihood.  That  is  a fundamental  touchstone.  It  cannot 
be  avoided.  It  is  vital  that  physicians  spend  time  together 
discussing  the  ethical  premises  of  their  calling.  It  is  easy  to 
get  angry.  No  matter  how  justified  the  anger  may  be,  it  is  a 
poor  substrate  on  which  to  make  decisions.  Clear  thinking  is 
essential  in  making  decisions  on  medical  and  surgical  inter- 
ventions. Clear  thinking  should  be  equally  fundamental  to 
making  ethical  decisions. □ 


“It  is  a challenging  time  for  medicine. 
Physicians  must  decide  whether  their 
ethical  tenets  are  strong  enough  to  risk 
their  livelihood.  That  is  a fundamental 
touchstone.  It  cannot  be  avoided 
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Practicing  Medicine 


How  the  New  Stark  II  Regulations 
Affect  Group  Practices 

Deborah  Larios;  Angela  Meyer 


When  Rep.  Pete  Stark  authored  the  original  Physician  Self- 
Referral  Act  (Stark  I)  in  1993,  he  was  seeking  to  eliminate 
fraud,  waste,  and  abuse  in  the  Medicare  and  Medicaid  pro- 
grams. In  1995,  when  the  law  was  expanded  (Stark  II),  its 
broad  language  unintentionally  precluded  some  legitimate 
and  beneficial  physician  arrangements.  Since  that  time,  the 
Health  Care  Financing  Administration  (HCFA)  has  been 
working  on  regulations  to  make  Stark  II  more  receptive  to 
real-world  transactions  and  relationships. 

On  January  9,  1998,  the  long-awaited  proposed  regula- 
tions were  finally  published,  along  with  HCFA’s  accompany- 
ing regulatory  comments  [ Federal  Register  63(6):  1659-1 728, 
1998],  In  addition  to  numerous  revisions  and  clarifications, 
the  new  regulations  include  safeguards  for  group  practice  ar- 
rangements that  do  not  create  a risk  of  improper  self-refer- 
rals. On  the  other  hand,  the  accompanying  comments  make 
it  clear  that  certain  group  practice  arrangements  that  were 
previously  acceptable  will  now  have  to  be  revised. 

Stark  II’s  basic  premise  is  to  prohibit  a physician  from 
referring  Medicare  or  Medicaid  patients  to  an  entity  that  pro- 
vides one  or  more  “designated  health  services,”  if  the  phy- 
sician has  a financial  interest  in  that  entity  (see  “Selected 
Definitions”  box).  These  prohibitions  are  intended  to  pre- 
vent physicians  from  Medicare  and/or  Medicaid  over- 
utilization due  to  profitable  self-referral. 

Penalties  can  include  fines  of  up  to  $15,000  per  illegal 
referral,  exclusion  from  the  Medicare  program,  and  restitu- 
tion of  illegally  billed  claims.  Compliance  with  the  precise 
requirements  of  a statutory  exception  is  mandatory;  “close 
enough”  is  not  an  option. 

Group  Practice  Criteria 

Under  Stark  II,  “group  practice”  is  a term  of  art  and  in- 
cludes very  specific  requirements.  To  qualify  as  a group  prac- 
tice, all  of  the  following  conditions  must  be  met: 


Debbie  Larios  is  a member  of  the  Waller  Lansdert  Dortch  & 
Davis  law  firm 's  Healthcare  Group  in  Nashville.  She  works 
with  providers  on  managed  care,  physician  practice  manage- 
ment, and  healthcare  operational  issues.  In  January,  she 
served  as  a panelist  for  the  American  Bar  Association ’s 
national  presentation  on  the  new  Stark  II  regulations. 


• The  group  must  consist  of  two  or  more  physicians  le- 
gally organized  as  a partnership,  professional  corporation, 
foundation,  not-for-profit  corporation,  faculty  practice  plan,  i 
or  similar  association.  Physician  members  may  have  their 
own  individual  professional  corporations,  but  the  group  prac- 
tice cannot  be  organized  as  a legal  entity  that  consists  of  other 
partnerships  or  shared  corporations; 

• Each  physician  member  must  provide  substantially  the 
full  range  of  his  normal  services  through  the  joint  use  of  shared 
office  space,  facilities,  equipment,  and  personnel; 

• Substantially  all  of  the  services  of  physician  members 
are  provided  through  the  group  and  are  billed  in  the  name  of  : 
the  group  under  a billing  number  assigned  to  the  group; 

• Overhead  expenses  and  group  revenues  must  be  distrib- 
uted according  to  predetermined  methods; 

• No  physician  member  of  the  group  may  receive  com- 
pensation that  is  directly  or  indirectly  based  on  the  volume 
or  value  of  referrals  by  the  physician; 

• Group  members  must  personally  conduct  at  least  75% 
of  the  physician/patient  encounters  of  the  group  practice;  and 

• The  group  must  meet  any  other  standards  established 
by  the  Secretary  of  the  Department  of  Health  and  Human 
Services. 

A loosely  integrated  group  of  physicians  such  as  a “clinic 
without  walls”  or  an  independent  practice  association  is  un- 
likely to  qualify  as  a group  practice  under  Stark  II.  The  most 
common  impediments  for  such  arrangements  are  the  require- 
ments that  substantially  all  of  the  members’  services  be  billed 
in  the  group  name  using  a group  provider  number,  and  that  at 
least  75%  of  the  physician/patient  encounters  be  conducted 
by  group  members. 

Group  “ Member ” Defined.  According  to  the  new  regula- 
tions, independent  contractors  can  no  longer  be  considered 
members  because  the  term  “member”  is  limited  to  physician 
owners  and  employees  (full-time  and  part-time).  In  light  of 
this  new  development,  referrals  by  independent  contractors 
will  have  to  qualify  under  another  exception  such  as  the  per- 
sonal services  exception  or  under  a new  exception  established 
by  the  regulations  for  certain  “fair  market  value”  compensa- 
tion arrangements.  Additionally,  independent  contractors  may 
not  be  able  to  share  in  the  group’s  overall  profits  or  receive 
productivity  bonuses. 
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STARK  II  ANALYSIS  DIAGRAM 


Selected  Definitions 

Financial  Relationship  includes: 
1)  an  ownership  or  investment  in- 
terest, through  equity,  debt,  or 
other  means,  including  an  interest 
in  an  entity  that  holds  an  owner- 
ship or  investment  interest  in  the 
entity  actually  furnishing  the  ser- 
vices; or  2)  a compensation  ar- 
rangement involving  any  remu- 
neration to  the  physician  or 
physician’s  immediate  family 
member. 

Designated  Health  Services  in- 
clude the  following  services: 

1)  clinical  laboratory;  2)  physical 
therapy;  3)  occupational  therapy; 
4)  radiology-includes  magnetic 
resonance  imaging,  computerized 
axial  tomography  scans,  and  ultra- 
sound; 5)  radiation  therapy;  6)  du- 
rable medical  equipment;  7) 
parenteral  and  enteral  nutrients, 
equipment,  and  supplies;  8)  pros- 
thetics, orthotics,  and  prosthetic 
devices;  9)  home  health;  10)out- 
patient  prescription  drugs;  11)  in- 
patient and  outpatient  hospital  ser- 
vices. 

Referral  includes  a request  by  a 
physician  or  the  establishment  of 
a plan  of  care  that  includes  a des- 
ignated health  service.  The  term 
does  not  include  a request  by  a pa- 
thologist, radiologist,  or  radiation 
oncologist  for  services  pursuant  to 
a request  for  consultation  from  an- 
other physician,  where  the  patholo- 
gist, radiologist,  or  radiation  on- 
cologist will  either  perform  or  su- 
pervise the  performance  of  the 
services. 


*Each  exception  has  its  own  specific  statutory  requirements  that  must  be  met. 

Diagram  provided  courtesy  of  Waller  Lansden  Dortch  and  Davis 
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Cost  Pooling  and  Income  Distribution.  Under  Stark  II,  a 
group  practice  must  establish  an  allocation  method  for  over- 
head expenses  and  group  revenues  before  the  costs  are  in- 
curred or  the  revenues  are  generated.  However,  there  is  no 
prohibition  against  an  allocation  method  based  on  costs  and 
revenues  of  the  preceding  year,  as  long  as  this  method  is 
adopted  prior  to  the  upcoming  year.  Whatever  predetermined 
method  is  used,  it  must  confirm  that  the  group  is  a unified 
business.  According  to  HCFA,  the  method  should  demonstrate 
“centralized  decision  making,  a pooling  of  expenses  and  rev- 
enues, and  a distribution  system  that  is  not  based  on  each 
satellite  office  operating  as  if  it  were  a separate  enterprise.” 
Apparently,  HCFA  takes  a dim  view  of  dividing  profits  ac- 
cording to  a particular  specialty,  or  subspecialty,  stating  “the 
narrower  the  pooling  the  more  likely  it  will  be  that  a physi- 
cian will  receive  compensation  for  his  or  her  own  referrals.” 

Productivity'  Bonuses:  Under  Stark  II,  physician  compen- 
sation cannot  be  based  on  the  volume  or  value  of  referrals — 
whether  directly  or  indirectly.  HCFA  argues  that  a physician 
would  have  an  incentive  to  overutilize  if  any  of  his  compen- 
sation is  based  on  referrals  for  designated  health  services. 
Therefore,  the  regulations  disallow  group  productivity  bo- 
nuses based  on  the  physician’s  own  referrals  even  if  the  phy- 
sician personally  performed  or  supervised  the  services.  The 
new  regulations  do,  however,  allow  groups  to  base  produc- 
tivity bonuses  on  the  physician’s  referrals  for  services  that 
are  not  “designated  health  services,”  or  that  are  not  covered 
by  Medicare  or  Medicaid. 

In-Office  Ancillary  Services  Exception 

For  most  group  practices,  the  most  important  Stark  II  ex- 
ception is  the  in-office  ancillary  services  exception.  Without 


it,  a group  practice  could  not  use  its  own  clinical  laboratory 
or  x-ray  equipment,  nor  could  it  provide  any  other  in-office 
ancillary  service  to  its  Medicare  or  Medicaid  patients  (see 
“Stark  II  Analysis  Diagram”). 

To  qualify  under  this  important  exception  the  group  must 
meet  specific  requirements  based  on  service  location  and 
physician  supervision.  The  designated  health  service  must 
be  performed  in  either: 

• The  same  building  where  the  referring  physician  or  an- 
other member  of  the  physician’s  group  practice  has  his  of- 
fice; or 

• A location  used  by  the  group  practice  for  the  provision 
of  clinical  laboratory  services  or  the  centralized  provision  of 
other  designated  health  services. 

Since  independent  contractors  are  no  longer  considered 
members  of  a group  practice,  all  of  the  group’s  ancillary 
services  must  be  performed  or  directly  supervised  by  group 
owners  or  employees.  “Directly  supervised”  means  that 
the  supervising  physician  must  be  in  the  same  “office 
suite”  and  “immediately  available”  to  provide  assistance  and 
direction. 

According  to  the  new  regulations,  the  “office  suite”  re- 
quirement can  generally  be  satisfied  by  a group  of  contigu- : 
ous  rooms,  but  might  also  include  rooms  on  adjoining  floors 
of  a townhouse  office,  as  long  as  the  physician  is  close  at 
hand.  The  regulations  also  allow  the  supervising  physician 
to  be  occasionally  absent  for  brief,  unexpected  absences  (as 
when  called  for  an  emergency  consultation)  or  during  rou- 
tine absences  of  short  duration  (such  as  a lunch  break).  How- 
ever, the  physician  cannot  be  absent  to  make  hospital  rounds 
or  to  carry  out  other  scheduled  duties  when  he  is  supposed  to 
be  providing  direct  supervision. □ 


National  HIV  Telephone  Consultation  Service 
800-933-3413 

This  toll-free  “Warmline’’  telephone  consultation  service,  based  at  San  Francisco 
General  Hospital,  is  available  to  physicians  and  other  health  care  providers  with  HIV- 
related  clinical  management  questions. 

Calls  are  answered  by  a team  of  HIV  experts  consisting  of  physicians,  nurse  practi- 
tioners, and  clinical  pharmacists. 

Consultants  are  on  duty  between  10:30  am  and  8:00  pm  EST.  Calls  at  other  times 
are  recorded  and  returned  as  soon  as  possible. 

Funded  through: 

Health  Resources  and  Service  Administration,  Al  DS  Education  and  Training  Centers,  and 
the  American  Academy  of  Family  Physicians. 
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Practicing  Medicine 


Provider-Sponsored  Organizations 

The  Promise  and  the  Peril 


David  Whelan 


To  encourage  the  move- 
ment of  seniors  to  Medicare 
risk  contracts,  the  Balanced 
Budget  Act  of  1997  created 
new  choices  for  Medicare 
beneficiaries  under  its 
Medicare+Choice  program. 
One  of  these  provisions  allows 
Provider-Sponsored  Orga- 
nizations (PSOs)  to  contract 
directly  with  Medicare  for 
risk-based  contracts  thereby 
encouraging  providers  to 
form  PSOs.  The  intent  of  the 
legislation  was  to  hasten  the 
movement  of  seniors  into 
capitated  plans  by  broaden- 
ing the  provider  networks 
available  to  Medicare  benefi- 
ciaries; and  to  eliminate  the 
commercial  HMO  as  the  nec- 
essary middleman,  placing 
the  medical  management  re- 
sponsibility in  the  hands  of 
the  providers,  and  potentially, 
eliminating  the  HMO  profit 
from  the  cost  to  Medicare. 
This  mass  movement  of  Medicare  beneficiaries  into  capitated 
plans  will  have  a profound  effect  on  the  delivery  and  utiliza- 
tion of  health  care  services  in  this  country. 

Current  Marketplace  Situation 

Currently  only  9.5%  of  Medicare  beneficiaries  are  enrolled 
in  HMOs  nationally,  which  is  significantly  less  than  their 
penetration  of  28%  in  the  commercial  market.  The  reasons 
for  this  disparity  include: 

1 . The  relative  attractiveness  and  availability  of  commer- 
cial populations,  and  the  lack  of  adequate  provider  networks 
that  are  attractive  to  seniors,  particularly  in  rural  areas. 

2.  The  difference  between  wholesale  and  retail  market- 
ing: selling  HMO  contracts  to  the  commercial  market  is 
“wholesale”  marketing,  where  an  employer  can  make  the 

Tennessee  Medicine  ~ April,  1998 


decision  for  a large  group  of  enrollees.  Selling  HMO  con- 
tracts to  Medicare,  however,  is  “retail”  selling  (one-on-one 
to  Medicare  beneficiaries),  and  is  much  more  expensive  and 
time-consuming. 

3.  The  lack  of  adequate  provider  networks:  to  be  success- 
ful, a Medicare  HMO  requires  a larger,  more  geographically 
accessible  panel  of  providers  to  attract  Medicare  beneficia- 
ries. The  choice  of  a Medicare  HMO  is  most  influenced  by 
the  physicians  and  hospitals  in  the  plan. 

Now  that  many  markets  are  saturated  with  HMOs  and  the 
commercial  penetration  is  high,  Medicare  represents  the  most 
attractive  block  of  new  enrollees  available.  Medicare  reim- 
bursement for  capitated  contracts,  based  on  the  historical  fee- 
for-service  costs  in  a county  (AAPCC),  is  lucrative  in  many 
areas  and,  with  high  historical  utilization,  represents  an  op- 
portunity for  HMOs  to  profit  from  the  reduction  of  that  utili- 
zation. Most  significantly,  the  Medicare  market  will  grow 
substantially  as  millions  of  “boomers”  reach  eligibility  start- 
ing in  2010.  Hence,  many  HMOs  are  now  targeting  the  Medi- 
care market  (Fig.  1). 

What  Is  a PSO? 

A PSO  is  defined  by  the  Act  as  a public  or  private  entity: 

• that  is  established  or  organized  by  a health  care  provider 
or  group  of  affiliated  providers; 

FIGURE  1 
AGING  BOOMERS 
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• that  provides  a substantial  portion  (70%)  of  the  services 
under  its  Medicare  contract  directly  through  the  provider  or 
a group  of  affdiated  providers;  and 

• in  which  the  provider  or  affiliated  providers  directly  or 
indirectly  share  substantial  financial  risk  and  have  at  least  a 
majority  financial  interest. 

A PSO  is,  in  reality,  a provider-sponsored  HMO  that  meets 
the  criteria  of  the  Act;  however,  PSOs  that  contract  directly 
with  Medicare  must  meet  criteria  that  are  less  stringent  than 
the  federal  qualifications  for  commercial  HMOs.  For  example, 
a PSO  is  not  required  to  limit  its  Medicare  enrollment  to  50% 
of  its  total  enrollment.  Additional  federal  standards,  includ- 
ing those  on  financial  solvency,  are  now  being  developed  and 
are  scheduled  for  publication  by  June  1,  1998. 

Perhaps  the  most  important  provision  of  the  Act  for  PSOs 
is  the  ability  of  a PSO  to  apply  for  a waiver  from  state  licensure 
if  the  state:  ( 1 ) does  not  respond  to  an  application  by  the  PSO 
within  90  days;  or  (2)  denies  appropriate  licensure  because 
the  PSO  does  not  meet  criteria  that  are  more  stringent  than 
federal  standards.  The  federal  waiver  will  be  granted  for  a 
three-year  period,  after  which  the  PSO  must  have  the  appro- 
priate state  licensure  to  continue  to  contract  for  Medicare 
enrollees.  The  intent  of  the  waiver  is  to  allow  PSOs  time  to 
develop  to  meet  state  licensure  requirements  and  give  the 
states  time  to  conform  their  requirements  to  federal  standards. 

Why  Form  a PSO? 

Why  should  provider  organizations  consider  forming  a 
PSO?  The  principal  reasons  are: 

• Control  your  own  destiny — With  Medicare  representing 
the  largest  payor  category  for  most  hospitals  and  many  phy- 
sicians, it  is  important  for  providers  to  maintain  financial  as 
well  as  clinical  control  of  that  population. 

• Preempt  the  competition — HMOs  are  targeting  the  Medi- 
care risk  market,  and  will  expand  from  urban  markets  to  ru- 
ral markets  because  of  favorable  Medicare  risk  rates.  Since 
Medicare  beneficiaries  choose  their  risk  plan  based  on  the 
providers  in  the  plan,  PSOs  have  an  opportunity  to  gain  mar- 
ket share  quickly  and  preempt  commercial  HMOs. 

• Increase  provider  incomes — If  a PSO  manages  down 
utilization  of  high-cost  services,  the  “profit”  from  the  fixed 
Medicare  risk  payment  per  enrollee  stays  in  the  PSO,  rather 
than  going  to  an  outside  HMO,  and  can  be  used  to  enhance 
services  or  increase  payments  to  the  providers  in  the  plan. 

The  Tennessee  Opportunity 

Today  only  2%  of  Medicare  beneficiaries  in  Tennessee 
are  enrolled  in  Medicare  risk  plans.  With  over  800,000  Medi- 
care beneficiaries  in  the  state,  the  potential  market  for  con- 
version to  risk  plans  is  great.  The  A APCC  rate  for  most  coun- 
ties in  Tennessee  is  high,  averaging  $420  per  Medicare  recipient 
per  month,  with  some  counties  over  $600.  These  rates  will 


translate  into  attractive  payment  rates  for  Medicare+Choice. 
These  market  conditions  make  Tennessee  attractive  for  PSO 


development. 

PSO  Success  Factors 

To  be  successful,  a PSO  must  have  certain  elements  in 
place.  These  elements  include: 

•A  well-organized,  comprehensive  provider  network — The 
provider  network  is  critical  to  the  success  of  the  PSO.  The 
network  should  provide  geographic  access  and  offer  com- 
prehensive services,  including  primary  and  specialty  physi- 
cians and  hospital  services.  It  should  be  organized  in  order  to 
provide  single  signature  contracting  with  a predetermined 
reimbursement  formula.  With  the  appropriate  licensure,  this 
provider  network  can  also  serve  commercial  and  Medicaid 
populations. 

• Sufficient  population  for  the  risk  pool — The  size  of  the 
population  in  the  Medicare  risk  pool  needs  to  be  large  enough 
to  adequately  spread  the  actuarial  risk,  typically  between 
10,000  and  25,000  Medicare  enrollees.  To  secure  a risk  pool 
this  large  often  means  that  the  PSO  becomes  a cooperative 
effort  between  several  hospitals  and  medical  staffs  covering 
several  counties. 

• Adequate  capital — While  the  federal  standards  for  the 
capital  requirements  for  PSOs  now  being  set  are  likely  to  be 
significantly  less  than  those  for  HMOs  in  many  states,  start- 
ing a PSO  is  still  a capital  intensive  activity.  Start-up  capital 
requirements  could  range  from  $2.5  to  $7.0  million,  depend- 
ing on  the  size,  buildup,  and  infrastructure  strategy  of  the 
PSO  (Table  1). 

• Infrastructure — To  successfully  manage  a PSO,  it  is  criti- 
cal to  have  the  appropriate  infrastructure,  including  experi- 


TABLE  1 

TYPICAL  PSO  START-UP  COSTS 


($  Thousands) 


Pre-operational  Capital  Expenses 

Low 

High 

Reserves1 

$1,000 

$3,000 

Working  capital1 

400 

1,000 

Consulting  and  actuarial  fees 

200 

300 

Attorney's  fee 

100 

200 

Information  systems2 

— 

750 

Office  setup 

25 

50 

Pre-operational  Expenses 

Pre-operational  staff2 

100 

250 

Marketing 

100 

250 

Operating  Losses 

First-year  operating  loss3 

500 

1 ,000 

1 Dependent  upon  state  and  federal  requirements. 

2 Dependent  upon  whether  information  systems  and  marketing  are  in-house  or 
contracted  out. 

3 Dependent  upon  the  size  of  the  PSO  and  the  speed  of  the  buildup  in 
enrollment.  A faster  buildup  means  higher  initial  losses. 
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enced  management,  information  systems,  medical  man- 
agement, and  marketing  capabilities.  These  infrastructure  el- 
ements can  be  developed  internally — an  expensive  and  time- 
consuming  proposition — or  initially  contracted  to  service 
companies  or  to  other  HMOs  through  joint  ventures. 

• Physician  leadership  and  participation — A key  success 
factor  for  PSOs  is  the  leadership  and  active  participation  of 
physicians  at  all  levels  of  governance  and  management  of  the 
organization.  Physicians  will  have  the  most  impact  on  the 
medical  management  necessary  to  maintain  financial  sol- 
vency, and  should  be  involved  in  designing  and  managing 
the  organization. 

Many  other  issues  will  need  to  be  addressed  in  the  forma- 
tion of  a PSO.  Some  of  these  issues  include  the  governance 
structure,  the  management  and  operating  structure,  capitali- 
zation of  the  entity,  contracts  with  providers  and  with  Medi- 
care, and  the  design  of  a provider  compensation  plan  with 
incentives.  Legal  issues  will  also  need  to  be  addressed  in  the 
structuring  of  the  PSO,  including  potential  antitrust,  IRS,  and 
insurance  requirements. 


Summary 

The  Medicare  population  represents  the  most  important 
group  of  covered  lives  to  most  providers.  Medicare  is  now 
pushing  seniors  to  join  risk-based  plans,  and  is  encouraging 
providers  to  form  PSOs  to  contract  directly  with  Medicare 
for  risk-based  contracts.  By  eliminating  the  commercial 
HMOs  as  the  middlemen,  PSOs  can  not  only  control  their 
own  destiny  as  providers,  they  can  retain  the  risk  “profit”  in 
the  community  for  enhanced  services  or  higher  payments  to 
providers.  To  be  successful,  however,  PSOs  must  have  in  place 
the  key  elements  to  manage  the  organization  in  a managed 
care  environment. 

While  the  task  of  creating  a PSO  can  appear  daunting  and 
the  risks  can  be  real  and  substantial,  every  provider  organi- 
zation should  examine  the  potential  of  starting  or  joining  a 
PSO.  The  greatest  risk  could  be  the  risk  of  doing  nothing, 
which  could  lead  to  loss  of  control  of  the  Medicare  popula- 
tion, decreased  utilization,  declining  payment  for  services, 
the  loss  of  patients  being  directed  to  other  providers,  and  the 
loss  of  the  risk  premium  from  Medicare  capitation. □ 
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I Need  A Drug 


Screen.  STAT1 
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If  you’ve  ever  said  this,  you  may  want  to  ask 
your  lab  to  use  Triage'  Plus  TCA. 


• Screens  urines  for 
8 classes  of  Drugs 
of  Abuse 

• Fastest  turnaround 
time  possible 

• Used  by  more  than 
2,500  hospitals 
nationwide 

• Stat  results  available 
24  hours  a day 


Reliable 


PANEL  FOR 
DRUGS  OF 
ABUSE 

PLUS  TRICYCLIC 
ANTIDEPRESSANTS 


The  First  Urine-based  Immunoassay 
For  Tricyclic  .Antidepressants. 


BIOSITE 


■■■■mehixi 


The  TRIAGE  assay  provides  only  a preliminary  analytical  test  result.  A more  specific  alternate  chemical  method  must  be  used  in  order  to  obtain  a 
confirmed  analytical  result  READ  COMPLETE  INSTRUCTIONS  PRIOR  TO  USE  AND  PRIOR  TO  INTERPRETING  TEST  RESULTS 


11030  ROSELLE  ST. 
SAN  DIEGO,  CA  92121 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Apparent  Complication  of 
Common  Procedure 


J.  Kelley  Avery,  MD 

Case  Report 

A 26-year-old  woman 
with  insulin-dependent  dia- 
betes first  diagnosed  at  14 
months  of  age  had  a previ- 
ous cesarean  section  for  fail- 
ure to  progress.  About  10 
days  before  her  expected  due 
date  she  was  admitted  for  a 
planned  elective  C-section. 
She  was  an  early  morning  ad- 
mission to  a medical  center 
hospital  where,  after  having 
the  risks  and  benefits  of  a 
continuous  epidural  anes- 
thetic explained  to  her,  con- 
sented to  and  requested  this 
type  of  anesthesia  for  her 
surgery  and  for  the  control  of 
postoperative  pain.  At  7 am 
the  anesthesiologist  made 
his  evaluation,  and  no  positive 
findings  were  recorded  in  his 
very  brief  note  on  the  chart. 

The  continuous  epidural 
anesthetic  was  begun  with 
the  administration  of  a load- 
ing dose  of  15  cc  of  Nesa- 
caine  and  2 cc  of  Fentanyl 
1 .200,000.  The  note  by  the 
anesthesiologist,  described 
the  procedure  as,  “Technically  difficult  secondary  to  obesity 
and  presacral  edema.”  The  surgery  was  accomplished  un- 
eventfully with  the  delivery  of  a healthy  baby.  During  the 
surgery  she  received  two  injections  of  3%  Nesacaine 
1:200,000,  one  at  8:20  am  and  the  second  at  8:55  am.  After 
the  first  of  these  injections  the  note  read,  “C/o  leg  pain.”  A 
PCA  pump  (patient  controlled  analgesia)  was  put  in  place  at 
the  time  of  the  8:20  am  injection.  Epinephrine  was  thought  to 
have  been  added  to  the  analgesic  mixture  at  this  time  but  that 


was  not  documented  in  the  record. 

The  progress  notes  in  the  recovery  room  record  were  very 
sparse  and  incomplete.  At  4:15  pm,  six  to  seven  hours  after 
the  surgery,  the  note  records  “T-98.2.  Awake,  alert,  and  ori- 
ented.” At  8:02  pm,  ten  hours  after  the  surgery,  the  note  reads, 
“States  feet  still  feel  heavy  and  tingly.”  No  doctor  was  called 
with  these  complaints.  At  1 1:50  pm,  the  anesthesiologist  on 
call  (not  the  anesthesiologist  of  record)  was  contacted  by 
phone  and  told  that  the  patient  was  unable  to  pick  up  her 
legs.  He  was  given  the  block  level,  which  was  not  documented 
in  the  record,  and  told  that  the  patient  complained  of  pain 
in  the  back  with  each  boost  of  the  continuous  epidural.  The 
narcotic  epidural  was  turned  off  as  ordered  by  phone.  The 
anesthesiologist  was  at  the  bedside  about  an  hour  later.  His 
note  reads,  “Still  c/o  weakness  of  legs;  Narcotic  infusion 
stopped  approximately  one  hour  ago.  Also  c/o  back  pain  when 
boluses  are  administered.  Will  remove  catheter  in  morning 
and  check  her  situation.” 

At  7 am,  the  anesthesiologist  on  call  (the  third  one)  re- 
moved the  epidural  catheter.  His  note  stated  that  the  infusion 
contained  only  Fentanyl  and  Astramorph  (morphine  sulphate). 
His  note  again  describes  the  fact  that  the  patient  had  pain  with 
the  injection  of  the  solution  (from  pump)  and  indicates  that  this 
was  the  reason  that  the  infusion  was  stopped  at  11:10  pm. 
Throughout  this  day  the  patient  continued  to  complain  of 
extremity  pain  and  inability  to  lift  the  legs. 

Neurologic  evaluation,  including  contrast  MRI  of  the 
spine,  was  done.  The  initial  thought  was  that  the  patient  suf- 
fered an  L4-5  neuropathy  “possibly  secondary  to  the  epidu- 
ral anesthesia.”  Epidural  hematoma  or  cauda  equina  syndrome 
were  mentioned  in  the  notes  as  possibilities.  Careful  review 
of  the  MRI  showed  no  evidence  of  hematoma. 

During  the  month  in  the  hospital  the  patient  was  evalu- 
ated and  reevaluated  by  multiple  consultants.  The  prevailing 
opinion  was  that,  despite  the  negative  MRI,  epidural  hema- 
toma was  a possibility.  With  aggressive  physical  therapy  some 
improvement  occurred.  Her  extremity  pain  improved,  and  at 
the  time  of  discharge  was  not  present.  The  weakness  in  her  legs 
improved  some  but  she  did  not  become  able  to  walk  unassisted. 
On  returning  home,  she  found  it  possible  to  care  for  her  baby 


Dr  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
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own  case,  please  be  assured 
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the  purpose  of  emphasizing  the 
issues  presented. 
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from  a wheelchair.  Two  years  after  the  incident,  the  patient 
continued  to  improve  slowly  but  remained  unable  to  walk 
unassisted  and  spent  the  majority  of  her  time  in  a wheelchair. 

A lawsuit  was  filed  charging  the  defendant  physicians  with 
lack  of  informed  consent,  deviation  from  the  standard  of  care 
in  the  technique  employed  in  the  epidural  anesthetic,  delay 
in  the  timely  diagnosis  of  the  neurologic  problem,  and  (against 
the  hospital)  failure  to  monitor  the  patient  adequately  in  the 
postoperative  period.  All  defendants  were  dismissed  except 
the  anesthesiologist  who  started  the  epidural  infusion  and  the 
anesthesiologist  on  call  who  did  not  aggressively  respond  to 
the  patient’s  neurologic  complaints.  The  hospital  was  also 
kept  in  the  lawsuit  on  the  charge  of  failure  to  adequately 
monitor  the  patient. 

Loss  Prevention  Comments 

We  do  not  know  precisely  what  caused  this  patient’s  para- 
paresis. The  working  diagnosis  was  cauda  equina  syndrome, 
possibly  due  to  an  epidural  hematoma,  even  though  the  MRI 
was  normal.  Regardless  of  the  anatomic  diagnosis,  this  patient 
suffered  a devastating  complication  from  a very  common  pro- 
cedure. While  there  were  notable  deficiencies  in  the  medical 
record,  we  would  be  hard  pressed  to  find  that  there  was  a 
deviation  from  the  accepted  standard  of  care  of  this  patient. 

This  case,  like  so  many  others,  was  not  winnable  on  the 
record  according  to  experts  who  rendered  opinions.  The  pa- 
tient was  not  monitored  appropriately  in  the  postoperative 
period.  The  complaints  of  pain  in  the  back  on  the  injection  of 
a bolus  from  the  PCA,  and  the  weakness  in  the  legs  long  after 
she  should  have  recovered,  were  known  to  the  nurses  but  were 
not  made  known  to  the  physicians  for  at  least  four  to  five 
hours.  This  alone  was  enough  to  keep  the  hospital  in  this  case. 

This  patient  had  been  an  insulin-dependent  diabetic  since 
early  childhood,  and  as  such  was  a high-risk  patient  by  defi- 
nition. The  choice  of  anesthetic  was  not  criticized,  but  the 
persistence  in  completing  a “difficult  procedure”  in  this  pa- 
tient who  was  obese  and  who  had  presacral  edema  was  ques- 
tionable. It  is  known  that  accidents  do  very  rarely  occur  with 
epidural  anesthesia,  resulting  in  neurologic  deficits.  Should 
this  patient  have  had  a more  thorough  informed  consent  dis- 
cussion? The  documented  evidence  of  informed  consent  was 
weak,  and  was  severely  criticized  by  the  experts.  Did  the 
patient  know  that  there  was  a chance,  however  slight,  of  a 
neurologic  deficit  as  a result  of  the  method  of  anesthesia? 
The  use  of  epinephrine  as  a part  of  the  analgesic  material 
was  also  thought  to  be  a mistake,  in  that  it  adds  little  to  the 
effectiveness  of  the  procedure  and  also  can  contribute  to  re- 
duced arterial  flow  to  the  cord  by  the  vasospasm  that  is  known 
to  occur.  In  a diabetic  patient  there  is  a predisposition  to  small 
artery  disease  and  the  addition  of  the  epinephrine  could  be 
questioned  on  those  grounds. 

Would  it  have  made  any  difference  if  the  anesthesiologist 


on  call  had  promptly  come  to  the  hospital,  thoroughly  evalu- 
ated the  patient,  and  removed  the  epidural  catheter  at  that 
time?  Probably  not,  but  the  timely  response  and  action  of  the 
physician  responsible  for  the  patient  is  expected  by  patients 
and  family,  and  when  that  does  not  happen,  it  can  result  in 
anger  and  resentment.  On  many  occasions  this  kind  of  fail- 
ure to  respond  has  been  interpreted  as  a lack  of  the  expected 
caring  and  attention  and  has  led  to  legal  action.  Did  it  here? 
We  do  not  know. 

Most  experts  believed  that  the  most  likely  diagnosis  in 
this  case  is  anterior  spinal  artery  syndrome.  With  that  in  mind, 
it  is  easy  to  postulate  retrospectively  that  the  vasospasm  pro- 
duced by  the  agents  used  in  the  epidural  was  sufficient  to 
contribute  to  the  thrombosis  of  this  small  vessel.  It  is  un- 
likely that  earlier  diagnosis  of  this  syndrome  would  have  made 
effective  intervention  possible. 

We  still  do  not  know  what  caused  this  patient’s  neuro- 
logic problems.  We  do  not  know  that  what  was  done  by  the 
physicians  involved  had  anything  at  all  to  do  with  the  out- 
come. We  do  know  that  the  record,  in  the  opinion  of  several 
experts,  both  legal  and  medical,  offered  unacceptable  chal- 
lenges for  their  defense.  A settlement  was  negotiated,  with 
the  hospital  also  contributing. □ 
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Ask  TMA  . . . . 


Q:  Must  1 provide  copies  of  medical  records  to  the  rela- 
tives of  my  deceased  patient? 

A:  No,  not  without  either  the  patient’s  written  consent  is- 
sued before  death,  or  the  express  consent  of  the  administra- 
tor of  the  estate.  In  many  cases,  patients  who  are  dying  of 
AIDS  or  cancer,  for  example,  do  not  wish  their  relatives  to 
know  of  their  conditions.  Therefore,  physicians  should  pre- 
sume that  a deceased  patient’s  medical  records  are  to  remain 
and  be  maintained  in  the  strictest  confidence. 

Tennessee’s  medical  records  law,  called  the  Client  Access 
to  Records  Act  [TCA  §63-2-101],  provides  as  follows:  (a)(1) 
Notwithstanding  any  other  provision  of  law  to  the  contrary,  a 
health  care  provider  shall  furnish  to  a patient  or  a patient’s 
authorized  representative  a copy  or  summary  of  such  patient’s 
medical  records,  at  the  option  of  the  health  care  provider, 
within  ten  (10)  working  days  upon  request  in  writing  by  the 
patient  or  such  representative. 

The  key  phrase  in  the  law  is  “patient’s  authorized  repre- 
sentative.” Physicians  who  seek  to  provide  copies  of  medical 
records  to  a deceased  patient’s  relative  should  ensure  that  they 
indeed  are  an  authorized  representative.  Examples  include 
the  estate  executor  or  the  patient’s  attorney  who  has  a signed 
release. 

Q:  May  I charge  patients  a fee  for  completing  Family 
Medical  Leave  Act  report  forms?  Are  there  confidentiality 
exceptions  when  the  patient’s  employer  asks  me  to  fill  out  the 
form  on  my  patient’s  behalf? 

A:  Yes,  you  may  charge  patients  a fee  for  completing 
FMLA  forms  upon  the  patient’s  first  request.  Congress  passed 
the  FMLA  in  1 993  to  help  ensure  that  working  parents  main- 
tained some  job  security  when  they  needed  to  take  medical 
leave.  The  FMLA  applies  only  to  employers  with  50  or  more 
employees.  The  governing  regulations  do  not  prohibit  physi- 
cians from  charging  a fee  for  the  form  completion.  The  regu- 
lf you  have  a question  that  TMA  may  be  able  to  address,  contact 
“Ask  TMA,”  PO  Box  120909,  Nashville,  TN  37212-0909,  or  fax 
your  question  to  “Ask  TMA”  at  (615)  383-5918.  TMA  will  respond 
in  writing  and  later  reprint  summaries  of  key  answers  that  will  assist 
other  TMA  members.  (Please  include  a daytime  phone  number  in 
case  TMA  staff  needs  to  clarify  an  issue  or  provide  follow-up.)  You 
may  also  submit  your  questions  and  read  responses  online  through 
TMA’s  homepage  MEDWIRE  (http://www.medwire.org). 

Disclaimer:  The  information  provided  by  the  TMA  Legal  De- 
partment in  this  regular  Journal  feature  is  intended  for  informational 
purposes  only  and  is  not  meant  to  provide  (or  be  a substitute  for) 
particularized  legal  advice  to  or  for  TMA  members  or  other  indi- 
viduals who  read  this  feature.  Please  consult  with  your  own  attorney 
before  relying  or  acting  upon  any  of  the  information  provided  here. 


lations  do,  however,  require  that  the  employer  pay  for  the 
report  if  the  employer  is  seeking  a second  or  third  opinion 
from  another  physician. 

As  to  confidentiality  concerns,  the  FMLA  does  not  pro- 
vide an  exception  to  Tennessee’s  confidentiality  law  found 
in  the  Medical  Practice  statute.  That  law  prohibits  physicians 
from  disclosing  professional  secrets  or  patient  information 
without  the  express  consent  of  the  patient.  The  FMLA  regu- 
lations state  that  an  employer’s  health  care  provider  may 
contact  the  patient’s  (employee’s)  treating  physician  for  clari- 
fication purposes.  The  regulations  note  that  the  treating  phy- 
sician (or  the  one  who  rendered  the  opinion)  “with  the 
employee’s  permission”  may  discuss  the  report  with  the 
employer.  Finally,  physicians  should  provide  the  requesting 
employer  with  only  the  treatment  or  diagnosis  information 
that  relates  to  the  employee’s  request  for  needed  leave  time. 
Thus,  for  example,  if  the  employee  had  a prior  history  of 
drug  addiction,  and  was  seeking  merely  time  off  for  child 
birth,  then  the  physician  should  not  disclose  the  drug  addic- 
tion information. 

Q:  Does  the  Family  Planning  Act  allow  a physician  to 
release  a minor’s  records  pertaining  to  contraceptives  to  a 
parent  without  the  minor’s  consent? 

A:  No.  The  Tennessee  General  Assembly,  in  passing  the 
Family  Planning  Act,  went  to  great  lengths  to  ensure  that 
minors  could  get  contraceptives  and  birth  control  information 
without  the  involvement  of  their  parents.  The  Act  [TCA  §68- 
34-107,  states:  “Physicians  may  furnish  contraceptive  sup- 
plies and  information  to  any  minor  who:  (1)  is  pregnant,  (2) 
is  a parent,  (3)  is  married,  (4)  has  parental  or  legal  guardian 
consent,  (5)  has  been  referred  for  such  services  by  another 
physician,  a clergyman,  a family  planning  clinic,  a school  or 
institution  of  higher  learning,  or  any  agency  or  instrumental- 
ity of  the  state  or  subdivision,  or  (6)  requests  and  is  in  need 
of  birth  control  procedures,  supplies,  or  information.” 

Physicians,  in  any  event,  should  exercise  caution  with  the 
subsequent  filing  of  insurance  claims,  since  the  carriers  of- 
ten disclose  in  the  explanation  of  benefits  forms  that  the  mi- 
nor sought  and  received  contraceptives.  Additionally,  if  a 
minor  requests  a physician  to  provide  contraceptive  services, 
pregnancy  testing,  prenatal  and  obstetrical  care,  or  treatment 
for  sexually  transmitted  disease,  drug  and  alcohol  abuse,  or 
mental  illness,  the  physician  should  encourage  minors  to  in- 
volve their  parents  in  the  treatment  decision.  In  cases  of  child 
neglect,  abuse  or  sexual  abuse,  or  the  diagnosis  of  certain  com- 
municable diseases,  however,  the  physician  must  adhere  to 
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legal  reporting  standards.  If  one  of  the  legal  exceptions  does 
not  exist,  and  the  physician  releases  the  medical  records  any- 
way, then  that  physician  risks  disciplinary  sanctions.  See  the 
TMA  Physician 's  Guide  to  Health  Law  and  Practice  Man- 
agement, page  1 26  and  see  generally  pages  1 24- 1 29  and  pages 
98-100,  350-353. 

Q:  Are  physicians  required  to  provide  patients  with  cop- 
ies of  Advance  Directives  (or  Living  Will)  laws  and  forms? 

A:  It  depends  on  the  context  of  the  insurance  program 
that  the  patient  is  under,  and  the  type  of  facility  in  which  the 
patient  is  being  treated.  For  private  physician  offices,  there  is 
no  requirement  except  that  found  in  TennCare  contracts.  The 
Patient  Self-Determination  Act  [42  CFR417]  (passed  by  Con- 
gress in  1991)  was  designed  to  ensure  that  hospitals,  nursing 
homes,  health  maintenance  organizations,  hospice  programs, 
and  home  health  agencies  (that  receive  federal  reimburse- 
ment funds)  provide  their  patients  with  information  about 
advance  directives.  For  most  of  these  entities,  this  informa- 
tion must  be  given  to  the  patient  at  the  time  of  admission  for 
inpatient  services. 

These  entities  must  explain  to  patients  both  their  rights 
under  Tennessee  statutory  and  case  law  to  execute  living  wills 
and  other  advance  directives,  along  with  their  rights  to  refuse 
unwanted  medical  or  surgical  treatment,  and  the  entities’ 
written  policies  as  to  how  the  entity  will  follow  the  advance 
care  instrument  and  the  law.  The  law  requires  that  providers 
document  whether  or  not  a patient  has  an  executed  advance 
directive,  and  not  “condition  the  provision  of  care  or  other- 
wise discriminate  against  (a  patient)  based  on  whether  or  not 
(the  patient)  has  executed  an  advance  directive.”  Hospitals 
also  are  required  to  provide  education  of  their  staffs  and  the 
local  community  about  these  issues. 

Under  Tennessee  law,  there  is  no  current  requirement  that 
physicians  provide  patients  with  copies  of  advance  directives. 
In  the  Medicaid  system  (now  TennCare),  however,  the  provi- 
sion of  such  forms  is  required.1  Physicians  will  want  to  check 
their  private  network  contracts,  as  well,  to  see  if  there  are 
similar  requirements. 

TMA  encourages  physicians  to  provide  patients  with  cop- 
ies of  advance  directives,  whether  living  wills  or  durable 
power  of  attorney  for  health  care  forms.  Such  distribution 
not  only  serves  patients’  end  of  life  needs,  but  enhances  phy- 
sician-patient communications.  It  therefore  operates  as  a loss 
prevention  technique.  A copy  of  the  living  will  is  in  the  TMA 
Physician ’s  Guide  to  Health  Law  and  Practice  Management 
at  pages  214-215.  TMA  recommends  that  treating  physicians 
and  their  staff  members  do  not  witness  the  signing  of  a living 
will  or  durable  power  of  attorney  for  health  care  form  be- 
cause it  will  invalidate  the  patient’s  wishes  should  a family 
member  disagree  with  the  patient’s  decision.  For  more  infor- 
mation, see  the  Guide  at  pages  210-220.  Compare,  as  well, 
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the  state  laws  allowing  emergency  medical  technicians,  hos- 
pitals, nursing  homes,  hospices,  surgery  centers  and  homes 
for  the  aged  to  honor  patients’  do-not-resuscitate  wishes.  See 
the  Guide  at  pages  1 47- 1 5 1 . □ 

References 

1 With  the  advent  of  TennCare,  some  managed  care  organizations  (MCOs)  con- 
cluded during  their  audits  of  physicians’  practices  that  the  physicians  were  not  carrying 
out  their  duty  to  provide  patients  with  information  about  advance  directives,  including 
living  wills  and  durable  power  of  attorney  for  health  care  forms.  The  law  actually  says 
that  the  State  is  responsible  for  issuing  this  type  of  information  to  “Medicaid  providers 
and  health  maintenance  organizations."  Since  TennCare  has  replaced  Medicaid,  one 
could  argue  that  the  distribution  task  now  falls  on  MCOs  who  in  turn  delegate  the  task 
to  physicians  by  contract  The  TennCare  Bureau  has  the  following  clause  in  its  con- 
tracts with  each  TennCare  MCO 

Advance  Directives:  The  CONTRACTOR  (i.e.,  the  MCO)  shall  comply  with  fed- 
eral requirements  concerning  advance  directives  as  described  in  42  CFR  417.436  and 
489  Subpart  I,  and  as  described  in  TCA  §32-11-105,  §§34-6-201  through  34-6-215, 
and  §§68-1 1-201  through  68-11-224.  and  as  stipulated  by  the  enrollee,  to  the  extent 
that  such  advance  directives  do  not  conflict  with  other  requirements  described  in  this 
Agreement. 

The  applicable  federal  law,  42  CFR  431 .20,  states  as  follows  concerning  a State’s 
obligation  to  provide  information  on  advance  directives  to  Medicaid  (now  TennCare) 
recipients: 

[43 1 . 1 0](a)  Basis  and  Purpose.  This  section,  based  on  section  1902(a)(57)  and 
(58)  of  the  Act,  prescribes  State  Plan  requirements  for  the  development  and  distribution 
of  a written  description  of  State  law  concerning  advance  directives. 

(b)  A State  Plan  must  provide  that  the  State,  acting  through  a State  agency,  associa- 
tion, or  other  private  nonprofit  entity,  develop  a written  description  of  the  State  law 
(whether  statutory  or  as  recognized  by  the  courts  of  the  State)  concerning  advance 
directives,  as  defined  in  §489. 100  of  this  chapter,  to  be  distributed  by  Medicaid  provid- 
ers and  health  maintenance  organizations  [as  specified  in  section  1903(m)(l)(A)  of  the 
Act]  in  accordance  with  the  requirements  under  part  489,  subpart  I of  this  chapter. 
Revisions  to  the  written  descriptions  as  a result  of  changes  in  State  law  must  be  incor- 
porated in  such  descriptions  and  distributed  as  soon  as  possible,  but  no  later  than  60 
days  from  the  effective  date  of  the  change  in  State  law,  to  Medicaid  providers  and 
health  maintenance  organizations  [57  FR  8194.  March  6,  1992,  as  amended  by  60  FR 
33293,  June  27,  1995.] 
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Liver  Biopsy- Associated  Hemobilia 
Treated  Conservatively 

Scott  C.  Richardson,  MD,  Thomas  L.  Young,  MD 


Introduction 

Hemobilia,  defined  as  the  presence  of  blood  within  the 
biliary  tree,  has  been  found  to  result  from  numerous  eti- 
ologies. With  heightened  awareness  and  improved  clinical 
techniques,  hemobilia  is  being  identified  with  increasing  fre- 
quency.1 Herein  we  report  a case  of  hemobilia  after  percuta- 
neous liver  biopsy  (PLB)  that  showed  the  classic  findings  of 
biliary  colic,  jaundice,  and  gastrointestinal  (GI)  bleeding. 
Though  methods  of  treatment  differ,  this  patient  was  suc- 
cessfully treated  with  conservative  support. 

Case  Report 

A 25-year-old  previously  healthy  white  woman  entered 
the  University  of  Tennessee  Medical  Center  at  Knoxville 
(UTMCK)  with  complaints  of  right  upper  quadrant  abdomi- 
nal pain,  jaundice,  hematemesis,  fever,  and  chills.  One  week 
previously  the  patient  had  had  a PLB  at  an  outside  facility 
because  of  a three-month  history  of  “feeling  sick”  and  ab- 
normal liver  function  studies.  Her  acute  symptoms  began  after 
the  biopsy.  She  had  had  a left  oophorectomy  and  breast  bi- 
opsy in  the  past.  She  occasionally  consumed  alcohol  but  was 
not  a binge  drinker.  Physical  examination  revealed  a jaun- 
diced, well-oriented  woman  with  a temperature  of  99.1°F,  a 
diffusely  tender  abdomen,  and  hypoactive  bowel  sounds. 
There  were  no  signs  of  chronic  liver  disease.  A hemoccult 
test  was  negative,  the  hematocrit  37%,  WBC  count  15,500/ 
cu  mm,  and  platelets  255,000/cu  mm.  Liver  function  studies 
were  not  repeated.  Additional  studies  performed  before  the 
liver  biopsy  included  a negative  abdominal  ultrasound,  HIDA 
scan  of  the  gallbladder  that  was  within  normal  limits,  and  a 
negative  CT  scan  of  the  abdomen. 

At  UTMCK,  CT  of  the  abdomen  with  contrast  revealed 
mild  diffuse  intrahepatic  duct  dilatation  without  involvement 
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of  extrahepatic  ducts,  and  a large  gallbladder  with  hyperdense 
contents.  Endoscopic  retrograde  cholangiopancreatography 
(ERCP)  on  the  day  of  admission  demonstrated  active  bleed- 
ing at  the  ampulla  of  Vater  with  hemobilia.  Cholangiogram 
revealed  fusiform  biliary  defects,  with  dilatation  of  the  di- 
lated common  bile  duct,  common  hepatic  duct,  and  intra- 
hepatic radicles.  Sphincterotomy  and  clot  extraction  were 
performed  twice.  An  angiogram  one  day  after  admission 
showed  no  active  bleeding  from  the  celiac,  hepatic,  and  su- 
perior mesenteric  arterial  systems,  and  the  portal  vein  was 
also  noted  to  be  normal. 

The  patient  was  treated  conservatively,  requiring  a total 
of  four  units  of  packed  red  blood  cells  to  correct  her  hemat- 
ocrit, which  was  decreased  to  26%.  After  her  negative  angio- 
gram, she  showed  no  clinical  evidence  of  bleeding.  Her  he- 
matocrit subsequently  remained  at  approximately  36%.  She 
continued  to  tolerate  solid  foods  poorly  during  her  recupera- 
tion period,  but  she  improved  and  by  day  5 she  was  tolerat- 
ing a full  diet,  and  was  discharged  home  on  day  9 in  stable 
condition. 

Discussion 

As  an  invasive  diagnostic  procedure,  PLB  carries  with  it 
many  potential  complications,  one  of  the  less  common  being 
hemobilia,  which  was  first  reported  as  such  by  Cox  in  1967, 2 
and  has  been  estimated  to  occur  in  between  2.5%  and  16% 
of  PLBs.3  Hemobilia  has  been  recognized  as  a complication 
of  a wide  spectrum  of  diseases  ranging  from  benign  gall- 
bladder polyp,4  to  pseudoaneurysm  of  the  cystic  artery.5  The 
most  common  causes,  however,  continue  to  include  iatrogenic 
(40%)  and  blunt  abdominal  trauma  (20%).6The  incidence  of 
hemobilia  continues  to  increase  due  to  both  increasing  use  of 
invasive  procedures  on  the  liver  and  hepatobiliary  tree,  and 
improved  recognition.1 

The  classic  patient  presentation  includes  the  triad  of  bil- 
iary colic,  jaundice,  and  GI  bleeding  first  described  in  1871 
by  Quinke.1  All  patients  must  have  GI  bleeding,  but  data  dem- 
onstrate that  70%  experience  biliary  colic  and  60%  have  jaun- 
dice; only  32%  to  40%  of  patients  will  show  the  full  triad.7  In 
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iatrogenically  caused  hemobilia,  the  average  delay  of  detect- 
able hemorrhage  is  five  days.*  Additional  suggestions  of 
hemobilia  as  the  cause  of  the  GI  bleeding  include  a history 
of  abdominal  procedures  or  recent  trauma,  pruritus,  prior 
hepatobiliary  mass,  right  upper  quadrant  tenderness,  or  fe- 
ver.910 The  significant  differential  diagnoses  must  include 
other  causes  for  upper  GI  bleeding. 

The  diagnosis  is  suggested  by  history  and  physical  find- 
ings, and  confirmed  by  esophagogastroduodenoscopy,  endo- 
scopic retrograde  cholangiography,  percutaneous  transhepatic 
cholangiography,  or  nasobiliary  aspiration  with  demonstra- 
tion of  bleeding  within  the  biliary  tree  or  apparently  origi- 
nating from  the  ampulla  of  Vater. 910  Additionally,  celiac  and 
superior  mesenteric  arteriography  and  portal  venography  may 
be  used  as  aides  in  diagnosis9  by  demonstrating  the  actual 
site  of  hemorrhage. 

Treatment  may  be  either  conservative  or  interventional. 
Conventional  treatment  revolves  around  supportive  therapy, 
including  volume  replacement,  the  use  of  blood  products, 
and  cardiac  and  respiratory  support.  A significant  number  of 
patients  with  hemobilia  secondary  to  PLB  recover  sponta- 
neously.1 If  the  patient  continues  to  bleed,  interventional 
therapy,  consisting  of  partial  hepatectomy,  ligation  of  the 
hepatic  artery,  or  transcatheter  arterial  embolization  with  gel- 
foam,  steel  coils,  or  Histoacryl,  may  be  warranted.1  Of  the 
transcatheter  arterial  embolization  procedures,  the  Histo- 


acryl is  especially  recommended  in  difficult  cases  where  the 
other  methods  have  failed.1 

In  summary,  hemobilia  continues  to  be  an  uncommon 
complication  of  PLBs,  though  its  incidence  will  likely  con- 
tinue to  rise  as  awareness  and  technology  continue  to  grow. 

It  classically  presents  a triad  of  biliary  colic,  jaundice,  and 
GI  bleeding,  though  the  triad  is  present  in  under  one  half  of 
cases.  Diagnosis  begins  with  the  history  and  physical  exami- 
nation, and  ends  with  proper  imaging  studies.  Treatment  may 
be  supportive  or  interventional,  the  goal  being  hemostasis 
with  hemodynamic  stability. □ 
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HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  theTMF  Physicians  Health  Program  at  (615)  665-2516  in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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Paradoxical  Embolism  and  a 
Patent  Foramen  Ovale 


Joseph  Kulpeksa,  MD;  Brenda  Jobson,  DO; 
Ryland  P.  Byrd  Jr.,  MD;  Thomas  M.  Roy,  MD 


Introduction 

Paradoxical  embolization 
(PDE)  results  when  a venous 
thrombus  fragments  and  al- 
lows an  embolus  to  enter  the 
systemic  circulation  through 
a right-to-left  shunt.  A patent 
foramen  ovale  (PFO)  is  pres- 
ent in  27%  to  35%  of  the  gen- 
eral population  and  is  the 
most  common  right-to-left 
communication  permitting  in 
a PDE.1'2  Since  the  presence  of  deep  venous  thrombosis  may 
not  be  clinically  obvious,’  recent  articles  have  proposed  that 
the  diagnosis  of  PDE  is  frequently  missed.14'5  It  is  estimated 
that  as  many  as  50,000  strokes  each  year  in  the  United  States 
may  be  caused  by  a PDE  through  a PFO.6  Therefore,  a high 
degree  of  suspicion  for  a PDE  is  warranted  in  the  event  of  an 
unexplained  sudden  neurologic  deficit  or  arterial  occlusion. 
We  present  the  case  of  a young  patient  to  illustrate  the  clini- 
cal features,  workup,  and  treatment  of  this  condition. 

Case  Report 

A 42-year-old  white  man  had  an  abrupt  onset  of  right- 
sided weakness  and  expressive  aphasia,  preceded  by  two 
weeks  of  progressive  shortness  of  breath  and  lower  extrem- 
ity edema.  He  denied  chest  pain,  and  had  suffered  no  trauma 
in  the  past.  There  was  no  family  history  of  bleeding  or  clot- 
ting disorders.  His  past  history  was  significant  only  for  ciga- 
rette smoking. 
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The  patient  was  in  mild 
respiratory  distress,  was  afe- 
brile, and  his  blood  pressure 
was  135/86  mm  Hg  with  a 
pulse  of  110/min.  His  phy- 
sical examination  confirmed 
weakness  of  his  right  upper 
and  lower  extremities.  His 
right  plantar  response  was 
down  going.  His  cranial 
nerves  were  intact  but  he  had 
an  expressive  aphasia.  His 
lung  fields  were  clear,  no  heart  murmur  was  detected,  and 
no  bruits  were  heard  in  the  carotid  arteries.  There  was  +1 
pedal  edema  bilaterally.  Examination  of  both  lower  extremi- 
ties was  normal.  The  remainder  of  his  physical  examination 
was  unremarkable. 

The  patient’s  complete  blood  count,  serum  electrolytes, 
biochemical  survey,  urinalysis,  and  PT  and  PTT  were  nor- 
mal, and  a chest  radiograph  was  unremarkable.  A CT  scan  of 
the  head  demonstrated  effacement  of  the  left  Sylvian  fissure 
consistent  with  an  embolic  infarct  in  the  distribution  of  the 
left  middle  cerebral  artery.  EKG  exhibited  right  ventricular 
strain.  Carotid  artery  ultrasound  examination  was  normal, 
and  ultrasound  studies  of  the  lower  extremities  failed  to  doc- 
ument a thrombus.  Transthoracic  echocardiogram  docu- 
mented right  atrial  and  right  ventricular  dilatation.  There  were 
no  valvular  lesions  or  atrial  or  ventricular  wall  motion  ab- 
normalities. No  thrombus  or  mass  was  seen  in  the  left  atrium 
or  left  ventricle.  His  ejection  fraction  was  normal.  Trans- 
esophageal echocardiogram  identified  a shunt  through  a 
patent  foramen  ovale  (Fig.  1).  Helical  CT  scan  of  the  chest 
with  contrast  demonstrated  an  intraluminal  filling  defect  at 
the  level  of  the  left  lower  lobe  pulmonary  artery  bifurcation 
consistent  with  a pulmonary  embolus. 

The  patient  was  treated  with  aspirin  and  intravenous  hep- 
arin. His  neurologic  symptoms,  shortness  of  breath,  and  pe- 
ripheral edema  gradually  resolved  during  his  hospitaliza- 


ABSTRACT 

Patients  who  sustain  an  unexplained  stroke  or  peripheral 
ischemic  event  should  be  examined  for  paradoxical  embo- 
lism via  right-to-left  shunting.  The  confirmation  of  a patent 
foramen  ovale  by  echocardiography  is  simple  and  non- 
invasive,  and  should  suggest  the  possibility  of  a right-sided 
embolic  source.  Unrecognized  right-to-left  shunting  that  al- 
lows paradoxical  embolism  may  be  more  frequent  than  gen- 
erally recognized. 
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Figure  1.  Transesophageal  echocardiogram  demonstrating  a patent  fo- 
ramen ovale. 


tion,  and  he  was  discharged  taking  warfarin  and  aspirin.  He 
has  had  no  recurrence  of  symptoms. 

Discussion 

Four  factors  are  required  to  secure  the  diagnosis  of  PDE. 
First,  an  arterial  embolus  must  be  documented  without  an 
apparent  source  in  the  left  side  of  the  heart  or  the  proximal 
arterial  tree.  Second,  an  embolic  source  is  likely  within  the 
deep  venous  system,  although  it  should  be  noted  that  definite 
evidence  of  a deep  venous  thrombus  is  absent  in  as  many  as 
50%  of  patients  with  documented  pulmonary  emboli.1  Third, 
an  abnormal  intracardiac  or  intrapulmonary  communication 
must  exist  between  the  venous  and  systemic  circulations. 
Finally,  a pressure  gradient  that  promotes  right-to-left  shunt- 
ing must  be  present  at  some  point  in  the  cardiac  cycle. 

Pulmonary  thromboembolism  acutely  increases  pulmo- 
nary artery  pressures  in  proportion  to  the  degree  of  vascular 
obstruction.7  Obstruction  of  35%  to  40%  of  the  pulmonary 
vascular  system  may  increase  right  heart  pressure  sufficiently 
to  allow  right-to-left  shunting  through  PFO  in  patients  with 
otherwise  normal  lungs  and  pulmonary  vasculature.1  Even 
so,  PDE  is  recognized  in  a minority  of  patients  with  PFO  and 
deep  venous  thrombosis.2 

PDE  through  a PFO  may  occur  without  evidence  of  a pul- 
monary embolus  or  significant  elevation  of  pulmonary  ar- 
tery pressures  and  does  so  in  as  many  as  40%  of  patients.8 
Early  in  ventricular  systole,  there  is  a brief  period  of  pres- 
sure reversal  when  the  right  atrial  pressure  is  greater  than  the 
left  atrial  pressure.  In  addition,  release  from  Valsalva  or  from 
cough  results  in  a sudden  increase  in  venous  return  and  sub- 

144 


sequent  increase  in  right  atrial  pressure,  which  can  accentu- 
ate this  incongruous  interatrial  pressure  gradient.59 

Only  3%  of  cerebral  infarcts  occur  in  patients  under  40 
years  of  age.10  Since  in  approximately  50%  of  young  patients 
no  left  heart  or  proximal  arterial  source  of  an  embolus  is  iden- 
tified, and  since  the  prevalence  of  PFO  in  this  subset  of  pa- 
tients is  54%, 511  PDE  through  a PFO  may  be  responsible  for 
stroke  more  often  than  usually  suspected.  Patients  with  PFO 
and  PDE  average  45  to  55  years  of  age.112  Men  and  women 
are  equally  affected.12  Of  interest  is  that  the  incidence  of  PFO 
is  highest  in  young  patients  and  occurs  equally  in  patients  of 
both  genders.2  Young  patients  who  have  embolic  cerebral 
ischemia  or  other  embolic  phenomena  should  be  evaluated 
for  a PFO.  Although  the  elderly  often  have  multiple  other 
risk  factors  for  cerebral  ischemia,  the  increase  in  deep  venous 
thrombosis  and  the  increase  in  the  average  size  of  PFO  with 
age213  suggest  that  a significant  number  of  PDE  may  occur 
even  in  the  elderly. 

While  transthoracic  echocardiography  has  been  used  to 
detect  PFO,  transesophageal  echocardiography  permits  a 
more  complete  and  sensitive  evaluation  of  the  atrial  septum.14 
Contrast  transesophageal  echocardiogram  is  better  than  color 
Doppler  alone  in  evaluating  patients  for  PFO  or  other  atrial  I 
septal  defects.14  Using  cardiac  catheterization  as  the  standard, 
contrast  transesophageal  echocardiography  is  more  sensitive 
(100%  vs  63%)  and  accurate  (97%  vs  78%)  than  contrast 
transthoracic  echocardiography  for  detecting  PFO.9 

Management  of  patients  with  PDE  requires  both  treatment 
of  the  acute  event  and  prevention  of  further  PDE.  The  sites 
of  PDE  include  the  cerebral  arterial  system  in  37%  to  69%,  j i 
the  peripheral  circulation  in  46%  to  49%,  and  both  in  23%  of 
patients.812  The  visceral  circulation  and  coronary  arteries  are 
infrequently  involved.8  Since  cerebral  ischemia  often  results 
from  PDE,  systemic  heparinization  is  indicated  once  hemor-  : 
rhagic  infarction  is  excluded.  In  absence  of  specific 
contraindications,  thrombolytics  may  be  considered,  but  this 
has  not  been  well  studied.  Balloon  catheter  embolectomy  is 
usually  required  for  peripheral  emboli.15 

Treatment  must  be  individualized.  Inferior  vena  caval  fil- 
ters should  be  considered  for  deep  venous  thrombosis,  recur- 
rent pulmonary  embolus,  or  PDE  during  heparin  therapy,  or 
where  heparin  is  contraindicated.15  Since  caval  filters  do  not  I 
protect  against  emboli  less  than  3 mm  in  diameter,  there  are 
reports  of  recurrent  PDE  after  caval  filter  placement.15'17  There 
is  no  consensus  on  the  need  for  closure  of  a PFO,  since  the 
presence  of  a PFO  in  a stroke  patient  does  not  prove  cause 
and  effect.  Nevertheless,  the  documented  association  of  PDE 
with  PFO  suggests  that  closure  should  be  considered  in  pa- 
tients with  a significant  or  recurrent  PDE.  A PFO  can  either 
be  repaired  surgically  or  closed  by  devices  placed  trans- 
venously  via  catheter.6  8 Since  our  patient’s  neurologic  symp- 
toms resolved  completely,  and  there  was  no  evidence  of  a 
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residual  deep  venous  thrombosis,  he  was  treated  conserva- 
tively with  anticoagulation  and  antiplatelet  therapy. □ 
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Introduction 

The  percentages  of  both  elderly  and  very  elderly  persons 
in  the  U.S.  population  are  increasing  yearly.  This  well-known 
demographic  trend  will  escalate  further  as  members  of  the 
baby-boomer  generation  begin  entering  retirement  approxi- 
mately a decade  from  now.  This  demographic  development 
is  of  critical  importance  to  the  medical  profession,  as  it  will 
mandate  a substantial  increase  in  the  amount  of  physician 
time  required  for  the  care  of  older  patients.  An  excellent  model 
conservatively  projects  that  the  medical  care  of  persons  65 
years  old  or  older  in  the  United  States  will  require  the  equiva- 
lent of  7 1 ,346  full-time  physicians  in  the  year  2000  and  that 
this  will  further  increase  2.37-fold  to  169,203  full-time  phy- 
sician equivalents  by  2030.'  Even  the  projected  physician 
workload  for  the  year  2000  represents  the  total  professional 
efforts  of  one  seventh  of  the  currently  practicing  non-surgi- 
cal  physicians  in  the  United  States! 

These  requirements  greatly  exceed  the  likely  supply  of 
geriatricians  and  will  be  overly  taxing  to  the  busy  generalist. 
Thus  increased  training  and  utilization  of  mid-level  provid- 
ers interested  in  the  care  of  older  persons  has  been  strongly 
recommended.1 

Another  mechanism  of  obtaining  assistance  in  managing 
the  complex  medical,  social,  and  psychological  needs  of  older 
patients  is  utilization  of  Comprehensive  Geriatric  Assessment 
(CGA)  via  consultation  (inpatient  or  outpatient)  and/or  re- 
ferral to  an  inpatient  Geriatric  Evaluation  and  Management 
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Unit  (GEMU).  This  article  is  intended  to  familiarize  the  non- 
geriatrician who  treats  elderly  patients,  with  the  background 
and  rationale  of  inpatient  GEMUs  as  well  as  the  feasibility 
of  using  similar  outpatient  programs  for  select  ambulatory 
older  patients. 

The  care  of  older  patients  is  often  complicated  by  physi- 
cal limitations  in  function,  dementia,  multiple  chronic  medi- 
cal conditions  (and  the  associated  polypharmacy),  limited 
physiologic  reserve  for  responding  to  acute  illnesses  or  stress, 
depression,  delirium,  malnutrition,  and  limitations  in  social 
or  financial  support  systems.  Frequently,  three  or  more  of 
these  factors  are  present  in  a single  patient  simultaneously 
and  contribute  to  the  gradual  clinical  and  functional  decline, 
sometimes  termed  “failure  to  thrive.”  These  confounding  fac- 
tors can  also  result  in  atypical  presentations  of  common  ail- 
ments, rapid  deconditioning,  and  prolonged  recovery  times. 

It  is  logical  that  multiple  disciplines  would  be  required  to 
optimally  address  these  overlapping  problems.  This  is  in  fact 
the  case  and  will  be  discussed  in  detail  below. 

Geriatric  Interdisciplinary  Teams 

At  a minimum,  the  geriatric  evaluation  team  should  in- 
clude a geriatrician,  a physician  extender,  and  a medical  so-  ! 
cial  worker.  Units  involved  with  rehabilitation,  large  num- 
bers of  outpatients,  or  the  care  of  the  hospitalized  frail  elderly, 
frequently,  also  include  experienced  geriatric  nurses,  clini-  - 
cal  pharmacists,  psychologists,  wound  care  specialists,  dieti- 
cians, speech  pathologists,  occupational  therapists,  and  physi- 
cal therapists.  Each  specialist  contributes  his  expertise  as 
required,  maintains  ongoing  communication  with  other  team 
members  in  regularly  scheduled  care  planning  conferences, 
and  frequently  functions  outside  the  traditional  role  of  his 
discipline  to  increase  efficiency.  This  semi-fluid  structure  and 
the  ongoing  clinical  interaction  among  team  members  is  char- 
acterized as  interdisciplinary,  to  distinguish  it  from  the 
multidisciplinary  interaction  by  similar  groups  seen,  for  ex- 
ample, in  a hospital  committee  or  other  short-term  project. 

Tennessee  Medicine  - April,  1998 


■/ 


This  approach  has  become  the  cornerstone  of  most  programs 
in  comprehensive  geriatric  assessment  and  is  the  fundamen- 
tal difference  from  traditional  medical  care.  In  the  words  of 
one  experienced  geriatrician,  “Because  of  its  interdiscipli- 
nary nature  and  holistic  approach,  the  impact  of  CGA  may 
exceed  the  sum  of  its  components.”2 

Geriatric  Evaluation  Strategies  and 
Usefulness 

GEMU  is  one  of  five  types  of  programs  in  North  America 
and  Europe  that  subscribe  to  interdisciplinary  CGA,  and  it 
achieves  the  highest  success  rate  of  maintaining  frail  elderly 
patients  in  the  home  (68%  better  than  usual  care).’  The  other 
i four  program  categories  are  inpatient  geriatric  consultation 
service,  home  assessment  service,  hospital  home  assessment, 
and  outpatient  assessment  service.  The  various  programs  fo- 
cus on  different  patient  populations  and  problems  so  they 
! cannot  be  directly  compared.  A classification  system  has, 
however,  recently  been  reported  which  may  simplify  com- 
parisons and  aid  future  study  of  various  inpatient  programs.2 

In  the  first  randomized  clinical  evaluation  of  an  in-hospi- 
tal Geriatric  Evaluation  Unit — a forerunner  of  the  current 
GEMU — in  the  United  States,  Rubenstein  and  colleagues4 
reported  significant  outcome  improvements  in  frail,  elderly, 
hospitalized,  nursing  home  bound  patients  after  interdisci- 
plinary evaluation  and  treatment  on  a Geriatric  Evaluation 
Unit.  At  one  year  of  follow-up,  the  patients  in  the  treated 
cohort  had  a 50.7%  lower  mortality,  were  2.3  times  less  likely 
to  have  required  nursing  home  placement  at  discharge  or 
anytime  during  the  first  year,  and  showed  improved  func- 
tional status  compared  to  the  control  group  receiving  tradi- 
tional management.4  Furthermore,  this  was  all  achieved  at  a 
lower  direct  cost  for  institutional  care  than  the  control  group 
receiving  traditional  management.  This  very  encouraging 
1984  study  and  its  subsequent  general  confirmation,5  along 
with  a positive  meta-analysis3  of  almost  10,000  cases  in  28 
controlled  studies  of  CGA  in  1993,  have  aided  the  prolifera- 
tion of  similar  units  in  the  VA  health  care  system  and  in  many 
parts  of  the  private  sector.  The  meta-analysis,  however,  dem- 
onstrated better  outcomes  in  programs  of  the  geriatric  evalu- 
ation and  management  (GEM)  type  (i.e.,  referral  rather  than 
consultative  programs),  which  have  control  over  the  imple- 
mentation of  the  recommendations  and  include  extended 
ambulatory  follow-up.3  Conversely,  the  efficacy  of  predomi- 
1 nantly  outpatient  intervention  programs  was  called  into  ques- 
tion3 and  these  concerns  have  persisted.6-7 

Location  of  Geriatric  Evaluation  and 
Management 

Inpatient  GEMU  evaluations  are  comprehensive,  begin- 
ning with  screening  for  each  of  the  above  potential  problems 
and  then  utilizing  protocols  to  address  positive  findings,  as 


necessary.  Functional  assessment  focuses  on  the  patient’s 
performance  of  self-care  activities  of  daily  living  (ADL)  then, 
if  applicable,  instrumental  ADL.  Improvement  in  medication 
compliance  is  sought  by  education,  simplification  of  medi- 
cation regiments,  treatment  of  delirium  and  malnutrition  if 
present,  identification  and  education  of  family  member 
caregivers,  and  mobilization  of  available  community  support. 
Rehabilitation  emphasizes  mobility,  strength,  gait  stability, 
swallowing,  continence  training,  and  wound  management. 
This  multi-factorial,  multi-level  intervention  results  in  many 
improvements,  but  is  dependent  upon  experienced  interdis- 
ciplinary input.  The  major  objective  results  of  treatment  on 
these  units  include:  functional  improvements  in  basic  ADL,4-54' 
cognitive  improvements,4  and  reduced  nursing  home  utiliza- 
tion.4-5s  Furthermore,  a significant  mortality  reduction4-9  or 
reduced  mortality  in  a less  ill  subgroup5 has  been  demonstra- 
ted on  GEMUs. 

Unfortunately,  not  all  evaluations  of  CGA  have  shown 
positive  effects  on  patient  mortality,  independence,  function, 
or  resource  utilization.  This  is  especially  true  when  the  as- 
sessment was  largely  consultative10'13  or  the  patients  were 
outpatients.610  Accordingly,  the  ultimate  efficacy  of  outpa- 
tient CGA  remains  a topic  of  investigation  and  debate.  This 
is  in  part  because  only  one  study  has  demonstrated  reduced 
mortality,7  although  a second  study  has  shown  a positive 
trend  suggesting  a probable  mortality  reduction.14  Most  stud- 
ies to  date  have  documented  improvement  in  patient  satis- 
faction with  care  received,  as  well  as  improvement  in  some 
aspects  of  quality  of  care.6-7-14-15  Some  have  also  demonstrated 
higher  diagnostic  rates  for  sometimes  subtle  conditions  like 
dementia  and  depression614  and  reductions  in  caregiver 
stress.12  Benefits  important  to  groups  treating  patients  on  a 
capitated  basis  include  reductions  in  polypharmacy14  and  re- 
duced emergency  room  use,715  but  not  outpatient  visits15  or 
hospitalizations.14  Notably,  attempts  to  apply  these  techniques 
broadly  on  a consultative  basis  to  comparably  healthy  hospi- 
talized12 or  ambulatory10  elders  in  HMOs  have  been  equivo- 
cal to  date. 

In  a recent  project  designed  to  reduce  perceived  limita- 
tions of  consultative  CGA,  Siu  and  associates13  were  unable 
to  show  improvements  in  survival,  hospital  readmission/nurs- 
ing  home  placement,  or  general  health  status  in  their  60-day 
follow-up  study  of  peri-discharge  consultative  geriatric  evalu- 
ation. This  intervention  consisted  of  a structured  evaluation 
by  a geriatric  nurse  practitioner,  presentation  to  an  interdis- 
ciplinary team  for  one  time  recommendations,  short-term 
home  visits  by  a geriatric  nurse  practitioner  (in  consultation 
with  the  patient’s  primary  physician),  and  immediate  resump- 
tion of  outpatient  management  by  the  admitting  physician.13 
One  confounding  variable  is  that  the  control  group  received 
substantial  amounts  of  professional  home  health  agency  fol- 
low-up.16 Notably,  the  recently  mandated  strict  adherence  to 
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the  original  Medicare  guidelines  for  home  health  agency  eli- 
gibility will  likely  result  in  significantly  curtailed  utilization 
of  these  services  as  an  outpatient  treatment  option.  Further,  it 
is  again  unclear  in  the  Siu  study  whether  (or  to  what  degree) 
the  outpatient  recommendations  were  followed,16  and  lim- 
ited physician  compliance  with  recommendations  has  been  a 
significant  hindrance  in  other  consultative  endeavors."  If  this 
was  a limitation  in  this  study,  better  physician-to-physician 
communication  may  have  improved  implementation  of  rec- 
ommendations and  affected  the  study’s  outcome.  A previous 
study  had  shown  that  close  coordination  of  patient  manage- 
ment over  a defined  three-  to  four-month  interval  with  the 
elder’s  established  primary  care  physician  improved  outcome7 
and  referring  physician’s  satisfaction  with  the  care  delivered.7 
This  observation  corresponds  well  with  characteristics  of  suc- 
cessful strategies  for  the  more  expensive  inpatient  GEM  pro- 
grams; thus  three  to  four  months  may  represent  the  optimal 
period  of  joint  outpatient  follow-up  prior  to  resumption  of 
independent  case  management  and  outpatient  care  by  each 
patient’s  established  primary  care  physician. 

Summary 

GEMU  evaluation  is  most  helpful  in  complicated  cases 
where  frail  elderly  patients  appear  likely  to  require  custodial 
nursing  home  care  in  the  near  future.3'5  8 The  best  results  and 
most  significant  reductions  in  subsequent  mortality  have  oc- 
curred in  less  ill  or  more  recently  debilitated  elders  with  a 
reasonable  chance  of  returning  to  modified  self-care  in  the 
home  or  in  assisted  living  situations. 3-5-8  Adapting  these  prin- 
ciples in  an  effective,  cost-efficient  manner  for  outpatient  care 
is  the  focus  of  the  majority  of  current  investigations  of  CGA / 
GEM.6-7101415  Unfortunately,  this  option  will  not  be  univer- 
sally available  even  after  the  proper  parameters  for  its  use  are 
determined.  Furthermore,  better  geriatric  assessment  and  ear- 
lier intervention  could  logically  prevent  or  forestall  the 
patient’s  functional  decline,  dependency,  and  the  need  for 
placement.  Toward  that  goal,  the  reader  is  referred  to  a prac- 
tical guide  to  efficient  outpatient  geriatric  assessment  for  gen- 


eral internists  and  other  primary  care  providers,17  published 
by  Dr.  D.  B.  Reuben  in  1996.  A number  of  questionnaires 
and  rapid  screening  techniques  are  included,  which  make 
these  assessments  less  cumbersome  and  thus  feasible  in  this 
era  of  austere  Medicare  reimbursement. 

However,  when  managing  the  care  of  outpatients  with 
multiple  impediments  to  independent  living  or  hospitalized 
patients  who  are  partially  dependent  upon  others  and  are 
likely  to  require  nursing  home  placement  at  (or  shortly  after) 
discharge,  careful  consideration  should  be  given  to  referral 
for  formal  GEM,  even  if  travel  to  a metropolitan  area  is 
required. □ 

Acknowledgment.  We  thank  Dr.  William  B.  Applegate  for  the 
constructive  suggestions  arising  from  his  review  of  our  manuscript. 

References 

1.  Reuben  DB,  Bradley  TB.  Zwanziger  J,  et  al:  Projecting  the  need  for  physicians  to  care  for 
older  persons:  effects  of  changes  in  demography,  utilization  patterns,  and  physician  productivity. 
J Am  Geriatr  Soc  41:1 033.  1 993. 

2.  Reuben  DB.  Fishman  LK.  McNabney  M.  et  al:  Looking  inside  the  black  box  of  comprehen- 
sive geriatric  assessment:  a classification  system  for  problems,  recommendations,  and  implementa- 
tion strategies.  J Am  Geriatr  Soc  44:835,  1996. 

3.  Stuck  AE.  Siu  AL.  Wieland  GD.  et  al:  Comprehensive  geriatric  assessment:  a meta-analysis 
of  controlled  trials.  Lancet  342:1032,  1993. 

4.  Rubenstein  LZ.  Josephson  KR.  Wieland  GD.  et  al:  Effectiveness  of  a geriatric  evaluation 
unit  - a randomized  clinical  trial.  N Engl  J Med  311:1664.  1984. 

5.  Applegate  WB.  Miller  ST.  Graney  MJ.  et  al:  A randomized,  controlled  trial  of  a geriatric 
assessment  unit  in  a community  rehabilitation  hospital.  N Engl  J Med  322:1572,  1990. 

6.  Silverman  M.  Musa  D,  Martin  DC.  et  al:  Evaluation  of  outpatient  geriatric  assessment:  a 
randomized  multi-site  trial.  J Am  Geriatr  Soc  43:733,  1995. 

7.  Boult  C.  Boult  L.  Murphy  C.  el  al:  A controlled  trial  of  outpatient  geriatric  evaluation  and 
management.  J Am  Geriatr  Soc  42:465,  1994. 

8.  Landerfeld  CS,  Palmer  RM,  Kresevic  DM.  et  al:  A randomized  trial  of  care  in  a hospital 
medical  unit  especially  designed  to  improve  the  functional  outcomes  of  acutely  ill  older  patients. 
N Engl  J Med  332:1338,  1995. 

9.  Thomas  D.  Brahan  R.  Haywood  B:  Inpatient  community-based  geriatric  assessment  reduces 
subsequent  mortality.  J Am  Geriatr  Soc  41:101,  1993. 

10.  Epstein  AM.  Hall  JA.  Fretwell  M.  et  al:  Consultative  geriatric  assessment  for  ambulatory 
palienLs.  JAMA  263:538,  1990. 

11.  Winograd  C,  Gerety  M.  Lai  N:  A negative  trial  of  inpatient  geriatric  consultation:  lessons 
learned  and  recommendations  for  future  research.  Arch  Intern  Med  153:2017,  1993. 

12.  Reuben  DB.  Borok  GM.  Wolde-Tsadik  G.  et  al:  A randomized  trial  of  comprehensive  geri- 
atric assessment  in  the  care  of  hospitalized  patients.  N Engl  J Med  332: 1345.  1995. 

13.  Siu  AL.  Kravitz  RL,  Keeler  E.  et  al:  Postdischarge  geriatric  assessment  of  hospitalized  frail 
elderly  patients.  Arch  Intern  Med  156:76,  1996. 

14.  Burns  R.  Nichols  LO.  Graney  MJ.  et  al:  Impact  of  continued  geriatric  outpatient  manage- 
ment on  health  outcomes  of  older  veterans.  Arch  Intern  Med  155:1313,  1995. 

15.  Engelhard!  JB.  Toseland  RW.  O'Donnell  JC,  et  al:  The  effectiveness  and  efficiency  of  out- 
patient geriatric  evaluation  and  management.  J Am  Geriatr  Soc  44:847,  1996. 

16.  Greganti  MA,  Hanson  LC.  Comprehensive  geriatric  assessment  - Where  do  we  go  from 
here?  Arch  Intern  Med  156:15,  1997. 

17.  Reuben  DB:  Doing  more  geriatric  assessment  in  less  time.  Internal  Medicine,  June, 
1996,  p 67. 


Are  You  Reading 
This  Ad? 

So  are  THOUSANDS  of  others. 
Reach  over  6,800  physicians  with  a 
display  ad  in  the  TENNESSEE  MEDICINE 

For  further  information  contact 
Tennessee  Medical  Association 
PO  Box  120909,  Nashville,  TN  37212-0909 

(615)  385-2100 


148 


Tennessee  Medicine  - April,  1998 


Department  of  Health  Report 


Keeping  Mothers  and  Babies 
Healthy  in  Tennessee 

Patsy  McCall,  MSN,  RN,  CNA;  Deborah  Yoder,  MSN,  RN,  CS 


The  Newborns’  and  Mothers’  Health  Protection  Act  of 
1996 , effective  January  1,  1998,  requires  health  plans  that 
provide  maternity  benefits  to  provide  coverage  for  a mini- 
mum inpatient  stay  of  48  hours  after  a vaginal  birth  or  96 
hours  after  a cesarean  section  birth.  The  attending  physician, 
in  consultation  with  the  mother,  may  elect  to  discharge  the 
mother  and  newborn  earlier  than  48  hours  after  vaginal  birth 
or  96  hours  after  cesarean  section  birth.  However,  this  law 
mandates  timely  post-delivery  care  when  discharge  occurs 
prior  to  these  minimum  lengths  of  stay.  The  early  discharge 
of  healthy  infants  and  mothers  can  be  safe  if  adequate  atten- 
tion is  paid  to  detail  and  follow-up  care.  In  many  cases,  a 
postpartum  home  visit  may  be  the  best  means  to  address  the 
postpartum  needs  of  those  patients  who  are  discharged  early. 
Even  now,  public  health  nurses  in  West  Tennessee  are  in- 
creasing their  visibility  in  the  community  through  home  vis- 
its to  the  mothers  and  babies  they  currently  target  to  keep 
healthy. 

The  Department  of  Health  recently  contracted  with  two 
TennCare  managed  care  organizations  (MCOs)  to  develop  a 
program  for  prenatal  and  postpartum  mothers  and  their  in- 
fants. Under  the  contract,  public  health  nurses  will  provide 
two  prenatal  home  visits  and  one  or  two  postpartum  home 
visits  with  associated  telephone  follow-up.  If  the  nurse  iden- 
tifies that  the  mother  needs  more  education  or  follow-up  on  a 
problem,  additional  home  visits  may  be  provided.  The  main 
goal  is  to  assure  that  the  mother  visits  her  physician  regu- 
larly for  prenatal  and  postpartum  care  and  is  aware  of  com- 
munity resources  available  to  her.  The  public  health  nurse 
consults  with  the  physician  and  the  MCO  when  potential  or 
real  problems  are  identified,  and  they  work  collaboratively 
to  correct  the  problems,  utilizing  resources  in  the  community. 

Criteria  for  eligibility  in  the  program  vary  with  the  par- 
ticular MCO.  All  high-risk  pregnancies,  any  enrollee  referred 
by  her  physician,  and  all  pregnant  teens  are  eligible.  This 
program  commenced  September  1,  1997. 


From  the  Tennessee  Department  of  Health,  Nashville.  Ms.  McCall 
is  director  of  nursing,  and  Ms.  Yoder  is  a nursing  consultant  at 
TDH. 


The  advantages  of  home  visits  are  numerous,  not  only  to 
the  mother  but  also  to  the  entire  family.  The  nurse  is  in  the 
patient’s  environment,  which  is  less  threatening  to  the  mother 
and  family  members.  Holistic  prenatal  visits  comprise  health 
education,  assessment  for  referral  indication,  and  determina- 
tion of  compliance  with  physician  appointments.  Postpartum 
visits  include  all  of  the  aforementioned,  as  well  as  physical 
assessments  of  the  mother  and  infant.  During  the  home  visit, 
there  is  more  open  communication  and  more  time  to  spend 
on  educating  the  mother  and  family  members  about  the 
pregnancy  and  the  care  of  the  infant.  If  the  pregnant  mother 
smokes,  the  public  health  nurse  will  counsel  her  about  smok- 
ing cessation.  The  public  health  nurse  can  also  help  the  mother 
enroll  in  WIC  services  at  the  local  health  department  as 
needed.  If  the  mother  has  a problem  with  breastfeeding,  the 
nurse  will  refer  her  to  a local  breastfeeding  counselor. 

The  efficacy  of  prenatal  and  postpartum  home  visits  by 
public  health  nurses  has  been  demonstrated  in  a number  of 
studies.  In  a study  conducted  for  inner-city  infants  in  an  early 
discharge  program,1  visits  by  public  health  nurses  resulted  in 
earlier  use  of  primary  care  services,  a significant  decrease  in 
emergency  room  visits  during  the  first  three  months  of  life, 
and  no  increased  rehospitalization.  A study  conducted  in  the 
Memphis/Shelby  County  Health  Department  measuring  the 
impact  of  a nurse  home  visit  program  for  first-time,  high-risk 
mothers,  found  that  the  458  Memphis  women  who  partici- 
pated in  the  program  were  less  likely  than  their  counterparts 
who  did  not  have  visits  to  develop  pregnancy-related  hyper- 
tension, and  that  they  had  reduced  rates  of  childhood  injuries 
and  were  more  likely  to  delay  future  pregnancies.2  For  up  to 
15  years  after  participating  in  a nurse  home  visit  program  in 
New  York,  mothers  and  children  were  still  reaping  the  ben- 
efits, including  less  welfare  dependency,  fewer  reports  of  child 
abuse  and  neglect,  and  reduced  criminal  behavior  by  low- 
income,  unmarried  mothers.2  A literature  analysis  of  empirical 
studies  of  maternal-child  home  visiting  examined  potential 
outcomes  of  studies  by  decade  of  publication.  These  outcome 
studies  provided  growing  evidence  that,  under  certain  condi- 
tions, nurse  home  visitation  has  a positive  effect  on  a variety 
of  maternal,  child,  maternal-child  interaction,  and  environ- 
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mental  outcomes.  Some  examples  of  this  are  less  depression 
in  the  visited  mothers,  less  utilization  of  the  emergency  room, 
less  dependence  on  public  assistance  within  two  years  after 
delivery,  and  more  positive  parent-child  interactions.4 

Shelby  County  alone  has  received  over  500  MCO  refer- 
rals since  the  program’s  inception.  “The  patients  feel  they 
have  more  social  support,  reassurance,  and  knowledge  re- 
garding available  resources  in  the  community,”  said  Flo 
Patton,  RN,  supervisor  of  the  Community  Health  Nursing, 
Memphis/Shelby  County  Health  Department.  She  further 
states,  “We  are  receiving  positive  feedback  from  new  moth- 
ers about  this  program.” 

A primary  focus  of  the  program  is  to  ensure  that  prenatal/ 
postpartum  patients  keep  their  appointments  with  their  ob- 
stetric care  providers.  A survey  of  women  who  participated 


in  the  program  indicates  that  there  is  indeed  an  increase  in 
the  number  of  women  keeping  their  prenatal  and  postpartum 
appointments.  The  nurses  are  practicing  their  basic  public 
health  skills,  utilizing  the  holistic  and  community  approach 
of  keeping  Tennesseans  healthy.  MCOs  and  the  Department 
of  Health  working  together  in  this  collaborative  effort  can 
enhance  the  health  of  mothers  and  babies  in  Tennessee. □ 
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Vanderbilt  Morning  Report 

A 21 -Year-Old  Man  With 
Mental  Status  Changes 


Case  Report 

A 21 -year-old  white  man  entered  the  Vanderbilt  Univer- 
sity Hospital  emergency  room  (ER)  30  minutes  after  the  acute 
onset  of  nausea,  vomiting,  confusion,  and  visual  hallucina- 
tions. His  wife  reported  that  he  had  been  in  good  health  until 
their  drive  home  following  a party  they  had  attended. 

In  the  ER  the  patient  became  combative,  requiring  phar- 
macologic and  physical  restraints.  The  wife  stated  that  he  had 
no  significant  past  medical  history  and  took  no  medications, 
though  she  admitted  that  they  frequently  used  illicit  drugs. 
They  mostly  smoked  marijuana,  but  also  used  many  other 
recreational  drugs  including  heroine,  cocaine,  and  lysergic 
acid.  She  added  that  her  husband  had  been  using  cocaine  with 
increased  frequency  over  the  past  month. 

Physical  examination  in  the  ER  revealed  an  agitated,  com- 
bative white  man  with  a body  temperature  of  100.6°F,  pulse 
96/min,  blood  pressure  106/72  mm  Hg,  and  respiratory  rate 
16/min.  His  pupils  were  dilated  to  9 mm  bilaterally  and  were 
reactive  to  light  and  accommodation.  His  oral  and  nasal  mu- 
cous membranes  were  dry.  His  neck  was  supple  without 
meningeal  signs,  his  chest  was  clear  to  auscultation,  and  heart 
rate  was  regular,  without  murmurs.  There  was  no  rash,  and 
he  was  moving  all  of  his  extremities. 

Complete  blood  count,  serum  electrolyte  panel,  liver  tests, 
and  a noncontrasted  head  CT  were  unremarkable.  A urine 
drug  screen  was  positive  for  marijuana  and  cocaine. 

The  wife  was  questioned  further  concerning  drug  use  at 
the  party,  and  she  admitted  that  her  husband  had  also  ingested 
a handful  of  seeds  that  had  been  removed  from  a pod  found 


Presented  by  Kevin  Fussell,  MD,  medical  intern,  and  Jim  N. 
Jirjis,  MD,  chief  medical  resident,  Vanderbilt  University  Medical 
Center,  Nashville. 


in  the  backyard  of  the  party’s  host.  The  patient  was  admitted 
to  a telemetry  bed  for  cardiac  monitoring,  and  was  restrained 
and  sedated  with  benzodiazepines.  He  was  hydrated,  and  af- 
ter 36  hours  was  discharged  with  only  a residual  bilateral 
mydriasis. 

Discussion 

This  patient  was  exhibiting  jimsonweed  ( Datura  stramo- 
nium) toxicity.  The  toxic  properties  of  this  plant  have  been 
known  since  ancient  times,  and  are  even  documented  in 
Shakespeare’s  “Hamlet”  and  “Antony  and  Cleopatra.”1  D. 
stramonium  is  a member  of  the  Belladonna  alkaloid  family, 
and  as  such  has  anticholinergic  properties.  Since  the  plant 
blooms  in  the  fall,  most  cases  occur  in  September  and 
November.  All  parts  of  the  plant  are  toxic,  but  the  seeds  con- 
tain the  highest  concentrations  of  the  two  active  compounds, 
1 -hyoscyamine  and  scopolamine.2  One  seed  has  the  anticho- 
linergic equivalent  of  0.1  mg  atropine  (the  lethal  dose  of  at- 
ropine being  approximately  10  mg).2 

The  most  common  effects  of  jimsonweed  ingestions  are 
hallucinations,  delirium,  mydriasis,  xerostomia,  fever,  uri- 
nary retention,  and  tachycardia.2,3  Severe  side  effects  include 
tachyarrhythmias,  hypertension,  seizure,  coma,  and,  rarely, 
death.2,3  Treatment  is  mostly  supportive,  with  benzodiaz- 
epines for  sedation,  beta  blockade  for  severe  tachycardia, 
urinary  bladder  catheterization,  and  intravenous  hydration. 
Use  of  cholinesterase  inhibitors  are  controversial,  and  are 
reserved  for  life-threatening  cases,  as  they  are  associated  with 
significant  morbidity.2,3^ 
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Protect  yourself  and  your  employees. 


Examine  the  best  group  long  term 
disability  coverage  for  physicians  and  staff. 

The  TMA  Association  Insurance  Agency  is  now  offering  the 
leading  group  long  term  disability  protection  available  — the 
“Income  Protection  Plan”  for  medical  practices  with  two  or 
more  doctors;  and  a separate  long  term  disability  plan,  the 
“Salary  Continuance  Plan”  for  medical  clinic  employees. 

We  believe  these  two  plans  offer  the  best  group  disability 
insurance  value  available  for  your  premium  dollars. 

For  a competitive  quote  and  complete  plan  information,  give  us  a call  today  at 

423-629-2400  or  toll  free  at  1-800-347-1109. 
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• Provides  his/her  specialty  definition  of 
disability 

• Up  to  $ 1 5,000  of  monthly  benefit  for  larger 
practices 

• Offers  a choice  of  plans:  the  non-integrated 
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Long  Term  Salary  Continuance  Plan 

for  medical  clinic  employees 

A broad  definition  of  total  disability 

Minimum  payments  for  loss  of  limb(s)  or  sight,! 
whether  or  not  disability  persists 

Insured  W-2  income  — thus  covering  overtime 
earnings  and/or  bonus 

3-month  survivor  benefit 

Minimum  benefit  based  on  10%  of  monthly 
benefit  or  $100  whichever  is  greater 

A 24-month  own-occupation  provision  is 
included 

Only  one  rate  increase  in  38  years 
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David  G.  Gerkin,  MD 


TMA’s  144th  President 


The  TMA  is  preparing  for  the  coming  of  the  millennium 
by  continually  ensuring  quality,  up-to-date  care  for  its  pa- 
tients and  keeping  Tennessee  physicians  informed  of  new 
changes  in  technology  and  medicine.  In  this  exciting  time 
of  constant  advancements,  the  Association  is  proud  to  wel- 
come its  144th  president  into  office — David  G.  Gerkin,  MD. 

Dr.  Gerkin,  a board-certified  ophthalmologist  practicing 
in  Knoxville  at  University  Eye  Surgeons,  has  served  on  the 
TMA  Board  of  Trustees  for  the  past  year  as  president-elect. 

His  personal  service  within  the  Tennessee  Medical  Asso- 
ciation includes  currently  serving  as  an  alternate  delegate 
from  Tennessee  to  the  American  Medical  Association;  a 
board  member  of  the  Physicians  Health  Program,  a treat- 
ment program  helping  physicians  recover  from  chemical 
and  mental  impairments;  a past  board  member  of  Inde- 
pendent Medicine’s  Political  Action  Committee-Tennessee 
(IMPACT),  serving  as  chairman  from  1989  to  1991;  and  a 
member  of  TMA’s  Membership  Committee.  He  previously 
served  on  the  TMA  Board  of  Trustees  as  a member  repre- 
senting East  Tennessee  and  was  vice-chairman  of  the  Board 
in  1988  and  in  1993,  and  chairman  in  1994.  From  1993- 
1995,  he  served  on  the  TMA  TennCare  Task  Force,  and  he 
has  been  a member  of  the  TMA  Legislative  Committee  from 
since  1991. 

In  addition  to  his  TMA  membership,  Dr.  Gerkin  has  been 
actively  involved  in  a variety  of  professional  organizations 
including  the  Tennessee  Academy  of  Ophthalmology,  Knox- 
ville Academy  of  Medicine,  Knoxville  Academy  of  Oph- 
thalmology, Fellow  of  the  American  Academy  of  Ophthal- 
mology, and  the  Cataract  and  Refractive  Surgery  Society. 
He  is  presently  on  the  board  of  directors  of  the  Tennessee 
Academy  of  Ophthalmology. 

For  the  Knoxville  Academy  of  Medicine,  Dr.  Gerkin  has 
taken  on  various  roles,  including  president,  secretary,  and 
delegate  to  the  TMA. 

He  received  his  medical  degree  in  1962  from  Indiana 
University  School  of  Medicine,  completed  his  internship  at 
Good  Samaritan  Hospital  in  Phoenix,  and  completed  his  resi- 
dency in  ophthalmology  at  Brooke  Army  Medical  Center  in 
Fort  Sam  Houston,  Texas,  in  1969.  Dr.  Gerkin  received  his 
undergraduate  degree  in  arts  and  sciences  at  Indiana  State 
University,  graduating  cum  laude. 

He  served  in  the  U.S.  Army  as  a Lt.  Colonel  from  1963- 
1971.  During  this  time,  he  was  Assistant  Division  Surgeon, 


3rd  Infantry  Division  in  Germany  for  two  years  and  became 
Chief,  EENT  Service  at  Fort  Knox  Army  Hospital.  He  is 
currently  a Colonel  in  the  U.S.  Army  Reserves. 

Dr.  Gerkin  has  also  been  involved  with  other  civic  orga- 
nizations, including  the  Honorable  Order  of  Kentucky  Colo- 
nels, USA  Sports  Advisory  Board,  and  he  served  on  the  board 
of  directors  of  the  Knoxville  Chamber  of  Commerce. 

He  and  his  wife,  Sharon,  have  four  children:  Deborah, 
Rebecca,  Melanie,  and  Tom,  and  they  attend  Mount  Olive 
Baptist  Church  in  Knoxville. □ 


Tennessee  Medicine  - April,  1998 


153 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  a physician 
staffing  group  located  in  Knoxville,  Tennessee,  has 
full - or  part-time  opportunities  available  in  rural 
emergency  departments  in  Tennessee,  Kentucky,  Virginia 
and  Georgia.  Physicians  who  have  completed  a residency 
in  Emergency  Medicine  or  a Primary  Care  specialty  with 
Emergency  Medicine  experience  will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid  malprac- 
tice insurance. 


For  more  information,  fax  your  CV 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

t -800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 


Team  Health 

has 

Immediate  EM  Opportunities 

Team  Health's  Emergency  Medicine  Division 
currently  has  both  full-  and  part-time  opportunities 
in  greater  Chattanooga,  Knoxville,  Nashville  and 
Tri-Cities. 

All  full-time  opportunities  with  Team  Health 
offer  a competitive  compensation  package  which 
includes  flexible  scheduling  and  paid 
malpractice  insurance.  Additionally,  you  will  have 
an  opportunity  to  be  affiliated  with  a patient- 
focused,  physician-led  group  that  credits  its 
success  to  teamwork,  integrity  and  innovation. 

TEAM 

HEALTH 

For  more  information 
about  these  opportunities, 
call  Lee  Ann  Long  at 

1-800-909-8366  Right  Team,  Right  Now 

www.  team-health,  com 


For  more  information,  call  Park  Med  at  1-800-818-2648. 


from  Park  Med,  an  affiliate  of  Team  Health 

The  Cost-Effective  Answer  to  Your  After-Hours  Patient  Calls 


♦ Decreases  patient  calls  requiring  physician  response 

♦ Increases  patient  satisfaction 

♦ Assists  in  controlling  your  bottom  line 

♦ Provides  appropriate  referrals  with  complete 
documentation 


Professional  nurses  offer  physician-approved 
treatments,  provide  seif  care  advice  or 
direct  patients  to  the  appropriate  level  of  care. 


TELEPHONE  TRIAGE 


154 


Tennessee  Medicine  - April,  1998 


News  and  Views 


TMA  Alliance  Report 


The  Alliance  at  Work  in  Tennessee  and 
Across  the  Nation 

Congratulations  to  Tennessee  Alliance  members  for  the  work 
they  have  done  in  the  year  just  past.  Because  of  their  efforts 
through  the  SAVE  Program  (Stop  America’s  Violence  Every- 
where), Tennessee  is  safer  for  children  with  the  distribution  of 
conflict  resolution  tools  to  schools  across  the  state  and  a cam- 
paign to  staunch  the  flow  of  violence  on  television,  in  movies, 
and  on  the  Internet.  They  have  promoted  awareness  of  shelters 
for  victims  of  violence  and  have  addressed  many  other  public 
health  issues. 

Because  of  the  funds  they  have  raised  for  the  American  Medi- 
cal Association  Education  and  Research  Foundation,  Tennes- 
see medical  schools,  students,  and  researchers  receive  assistance 
they  might  not  otherwise  receive.  Because  of  their  efforts  legis- 
latively, lawmakers  listen  and  learn. 

Encourage  your  spouse  to  get  involved  with  the  Alliance — 
either  with  time  or  with  that  very  important  support  that  comes 
by  adding  another  voice  simply  by  paying  dues.  Tell  them  they 
have  a critical  role  to  play  supporting  the  medical  profession 
and  protecting  public  health. 

In  addition  to  my  responsibilities  as  the  American  Medical 
Association  Alliance  President,  the  AMA  has  appointed  me  to 
serve  on  the  Board  of  Directors  of  the  newly  founded  National 
Patient  Safety  Foundation  at  the  AMA. 

Hippocrates  said  it  first  and  said  it  best.  A physician’s  over- 
riding responsibility  is  to  “First  Do  No  Harm.”  The  health  care 
system  in  the  United  Sates  is  considered  one  of  the  safest  in  the 
world,  but  frightening  mistakes  do  occur.  Even  our  most  skilled 
and  caring  physicians,  nurses,  and  health  care  providers  make 
them.  The  National  Patient  Safety  Foundation  at  the  AMA  has 
been  created  by  the  AMA  in  partnership  with  numerous  other 
organizations  to  help  ensure  that  all  patients  in  all  health  care 
settings  receive  health  care  safely. 

Basically,  the  purposes  of  the  Foundation  are  to  fund  scien- 
tific research  designed  to  analyze  risk  factors  in  health  care;  to 
serve  as  an  educational  forum  for  building  awareness  among 
providers  and  the  public  about  patient  safety;  and  to  serve  as  a 
clearinghouse  for  research  and  information  with  respect  to  pa- 
tient safety  risk  factors. 

This  is  a broad-based  initiative  with  wide  diversity  among 
the  board  members,  including  government,  managed  care,  hos- 
pital insurers,  nurses,  consumer  advocates,  attorneys,  hospital 
associations,  AARP,  physicians,  media,  etc. 

Safety  experts  from  a number  of  high-risk  professions,  in- 
cluding the  airline  industry  and  the  national  space  program,  will 
be  working  with  medical  safety  experts  and  scientists  to  study 
the  ways  human  beings  interact  with  each  other  and  with  medi- 
cal equipment,  supplies,  and  the  systems  through  which  health 
care  is  delivered. 

The  Foundation  realizes  that  patients,  too,  have  a role  in  pro- 
moting patient  safety,  especially  these  days  when  patients  are 
making  more  decisions  and  participating  more  actively  in  their 
own  health  care. 

This  approach  is  not  unprecedented.  A group  of  committed 


physicians  formed  the  Anesthesia  Patient  Safety  Foundation; 
and  in  only  ten  years  time,  there  was  a 20-fold  drop  in  the  anes- 
thesiology mortality  rate. 

I would  like  to  take  the  opportunity  to  thank  the  members  of 
the  TMA  and  the  TMA  Alliance  for  their  encouragement  and 
support  this  year.  It  has  been  an  honor  to  represent  you. 

Johnnie  D.  Amonette,  President 
American  Medical  Association  Alliance 


In  Memoriam 


Oscar  W.  Carter,  MD,  age  81.  Died  February  8,  1998.  Graduate 
of  Vanderbilt  University  School  of  Medicine.  Member  of  Nash- 
ville Academy  of  Medicine. 

Pietro  Castelnuovo-Tedesco,  MD,  age  73.  Died  January  24, 
1998.  Graduate  of  Boston  University  School  of  Medicine.  Mem- 
ber of  Nashville  Academy  of  Medicine. 

Bertie  L.  Holladay,  MD,  age  78.  Died  February  7,  1998.  Gradu- 
ate of  Vanderbilt  University  School  of  Medicine.  Member  of 
Buffalo-River  Valley  Medical  Society. 


Personal  News 


James  R.  Noonan,  MD,  Dyersburg,  has  been  elected  a Fellow 
of  the  American  College  of  Physicians. 

David  E.  Schilling,  MD,  Church  Hill,  has  been  named  a Diplo- 
mate  of  the  American  Board  of  Family  Practice. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Kevin  L.  Everett,  MD,  Cleveland 
Lisa  F.  Patterson,  MD,  Cleveland 
Alex  G.  Romaniuk,  MD,  Cleveland 

CARTER  COUNTY  MEDICAL  SOCIETY 

Daniel  J.  Paul,  MD,  Elizabethton 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Gregory  N.  Ball,  MD,  Chattanooga 
Todd  Bonvallet,  MD,  Chattanooga 
Kirk  W.  Brody,  MD,  Chattanooga 
Casandra  Cansler,  MD,  Chattanooga 
David  Devoid,  MD,  Chattanooga 
Dennis  Leonard,  MD,  South  Pittsburg 
Stephen  L.  Martin,  MD,  Chattanooga 
Steven  G.  Musick,  DO,  Chattanooga 
David  C.  Redd,  MD,  Chattanooga 
Brenda  K.  Sowter,  DO,  South  Pittsburg 
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Yolanda  Spraggins,  MD , Chattanooga 
Tapaswini  Trivedi,  MD,  Chicamauga,  GA 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Robert  C.  Stephenson,  MD,  Bells 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Algis  P.  Sidrys,  MD,  Cross vi lie 

HENRY  COUNTY  MEDICAL  SOCIETY 

Gregory  E.  Neal,  MD,  Pans 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Steve  Charles,  MD,  Memphis 
David  A.  Howard,  MD,  Memphis 
Ward  A.  Katsanis,  MD,  Memphis 
Peter  A.  Netland,  MD,  Memphis 
Allen  K.  Sills  Jr.,  MD,  Memphis 
Peter  H.  Spiegel,  MD,  Memphis 
James  E.  Thomas  Jr.,  MD,  Memphis 
Loi  T.  Vu,  MD,  Memphis 

MONROE  COUNTY  MEDICAL  SOCIETY 

Rosa  L.  Langella,  MD,  Sweetwater 

NASHVILLE  ACADEMY  OF  MEDICINE 

Scott  D.  Gray,  MD,  Nashville 
A.  Clyde  Heflin,  MD,  Nashville 
John  H.  WHters,  MD,  Madison 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

William  K.  Stone,  MD,  Union  City 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Richard  /.  Williams,  MD,  Cookeville 

ROANE-ANDERSON  COUNTY  MEDICAL  SOCIETY 

R.  Hal  Hughes,  MD,  Oak  Ridge 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

M.  Rhea  Seddon,  MD,  Murfreesboro 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Peter  F.  Gale,  MD,  Kingsport 
Debra  J.  Hockett,  MD,  Kingsport 
Jayanth  H.  Keshava  Murthy,  MD,  Kingsport 
Joseph  J.  Zerega,  MD,  Kingsport 
Roderick  P.  Zickler,  MD,  Bristol 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of 
CME  should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician's  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 


Continuing  Education  Schedule 

Memphis 


May  7-8 
May  8 
May  22 

May  30 
June  4-5 
June  15-16 
Aug  3-8 
Sept  21-22 
Sept  24-25 
Nov  20 


Update  '98 

Maspen  1 1th  Annual  Nutrition  Symposium 
Pediatric  Advanced  Life  Support  Recertification 
Course 

Mempis  Eye  Convention 
1998  General  Surgery  Update 
Advanced  Pediatric  Life  Support  Provider  Course 
Contemporary  Issues  in  Obstetrics  and  Gynecology 
Pediatric  Advanced  Life  Support  Provider  Course 
29th  Memphis  Conference  on  the  Newborn 
Pediatric  Advanced  Life  Support  Recertification 
Course 


Chattanooga 

June  10-13  Family  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and  departments 
in  the  medical  school  to  allow  practicing  physicians  to  participate  in 
the  service’s  activities  for  a period  of  one  day  to  one  week.  This  l 
program  provides  an  opportunity  for  physicians  to  study  in  depth 
for  a specified  period.  The  schedule  of  activities  is  individualized  in 
response  to  the  physician’s  request  by  the  participating  department. 
The  experience  includes  conferences,  ward  rounds,  audiovisual 
materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award,  j 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for  the  first  50 
words  ($25  for  TMA  members),  25  cents  for  each  additional  word. 
Count  as  one  word  all  single  words,  two  initials  of  a name,  single  num- 
bers, groups  of  numbers,  hyphenated  words,  and  abbreviations.  Adver- 
tisers may  utilize  a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN  37212-0909.  Use 
of  this  box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd  month 
preceding  the  desired  month  of  publication,  and  will  be  subject  to  ap- 
proval. No  phone  orders  will  be  accepted.  Payment  must  accompany 
order.  Each  listing  will  be  removed  after  its  first  publication  unless  oth- 
erwise instructed.  Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box  120909,  2301 
21st  Ave.  South,  Nashville,  TN  37212-0909.  Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

BC/BE  UROLOGIST  NEEDED  IN  NORTHEAST  TENNESSEE— 

Immediate  opening.  A safe,  family-oriented  community,  located 
in  the  beauty  of  the  mountains  and  lakes,  with  year  round  out- 
door activities  available  for  the  whole  family.  Ranked  one  of  the 
most  desirable  areas  of  the  country  to  live.  Service  area  is 
57,000.  Compensation  will  be  discussed,  along  with  guarantee 
period  and  incentives.  For  more  information  and  confidential  con- 
sideration, please  call:  Anne  Helvey,  Director  of  Physician  Ser- 
vices, Telephone:  (423)  854-5805  or  fax  CV:  (423)  854-2872. 


BC/BE  PHYSIATRIST  NEEDED  IN  NORTHEAST  TENNESSEE— 

Immediate  opening  for  a BC/BE  Physical  Medicine  and  Rehabili- 
tation physician  to  serve  as  Medical  Director  of  a 60-bed  Physi- 
cal Medicine  and  Rehabilitation  Hospital.  A safe,  family-oriented 
community,  located  in  the  beauty  of  the  mountains  and  lakes, 
with  year  round  outdoor  activities  available  for  the  whole  family. 
Ranked  one  of  the  most  desirable  areas  of  the  country  to  live. 


Service  area  is  100,000.  Competitive  salary  and  benefits.  For 
more  information  and  confidential  consideration,  please  call: 
Anne  Helvey,  Director  of  Physician  Services,  Telephone:  (423) 
854-5805  or  fax  CV:  (423)  854-2872. 


VASCULAR/GENERAL  SURGERY— BC/BE  general  surgeon 
with  vascular  fellowship  training  needed  to  join  established, 
board  certified,  general/vascular  surgeons  in  northeast  Tennes- 
see. Excellent  lifestyle  opportunities  for  the  whole  family.  With 
our  many  lakes  and  mountains  we  offer  boating,  water  skiing, 
snow  skiing,  fishing  and  hunting.  We  offer  a very  progressive 
program  of  education  with  a University  and  Medical  School  lo- 
cated in  the  heart  of  the  Tri-Cities  area.  For  additional,  confidential 
information  please  contact:  Anne  Helvey,  Director  of  Physician 
Services,  Telephone:  (423)  854-5805  or  fax  CV:  (423)  854-2872 


EXPERIENCED  PHYSICIAN  seeks  part-time  office  practice  in  Gen- 
eral Medicine  in  West  or  Middle  Tennessee.  References  on  request. 
Available  on  short  notice.  Please  call  (601)  342-6315. 


BOARD-CERTIFIED,  PRIMARY  CARE 
PHYSICIAN  WANTED 
Brentwood,  Tennessee 

LIFESIGNS  is  a growing,  upscale,  and  progressive  health  care 
company  with  a focus  on  prevention  and  wellness.  Full-time 
and  part-time  positions  available.  No  call  or  weekend  duties, 
competitive  salary  and  benefits  package.  Office  in  Brentwood 
to  open  in  April  of  1998. 

Current  enrollment  in  Nashville  area  HMO  and  PPO  net- 
works required. 

Send  CV  to:  Director  of  Personnel,  LIFESIGNS,  1714  West 
Massey  Road,  Memphis,  TN  38120 

No  Phone  Calls  Please 


PICTURESQUE 
NORTHEASTTENNESSEE 
PRIMARY  CARE  POSITIONS  AVAILABLE 


Peace  and  serenity  are  still  available  in  some  parts  of  the  country  and  NE  Tennessee  is  one  of  them.  All  positions  are 
located  within  a 20-mile  radius  of  each  other  and  all  have  the  same  beauty  of  gorgeous  mountains  and  lakes.  We  offer 
an  excellent  lifestyle  and  wonderful  outdoor  activities  for  the  whole  family.  We  have  a very  progressive  program  of 
education  with  a University  and  Medical  School  located  in  the  heart  of  the  Tri-Cities  area.  Population  is  57,000  and  a 
service  area  of  over  100,000. 

#1  An  already  established,  two-physician  practice  looking  to  add  three  BC/BE  primary  care  physicians  to  their  prac- 
tice over  the  next  18  months.  Positions  can  be  filled  by  FP,  IM,  or  IM/Peds  physicians.  Income  guarantee  plus 
incentives. 

#2  Need  one  to  two  BC/BE  Family  Physicians  to  join  a group  of  six  already  established  Family  Practice  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  excellent  benefits,  plus  incentives.  Call  schedule  a real  plus! 

#3  Large,  highly  respected,  1 1 -physician  Internal  Medicine  Group  seeking  BC/BE  IM  physician  to  practice  general  IM 
in  their  office  practice.  Excellent  compensation  package  with  benefits.  New  office  building.  Great  opportunity!  The 
call  schedule  is  a plus,  giving  you  an  excellent  quality  of  life. 

#4  One  Family  Practice  and  two  IM  physicians  in  private  practice  seeking  BC/BE  FP  physician  to  join  their  group. 
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President's  Comments 


David  G.  Gerkin,  MD 


A New  Beginning? 
Not  on  Your  Life! 


When  corporate  America  is  in  trouble  and  wants  to  change  its  image,  it  frequently  forces  the 
CEO  to  step  down  and  replaces  him  by  someone  climbing  the  corporate  ladder.  There  is  nothing 
wrong  with  ambition,  success,  or  rewards,  but  if  reaching  that  level  requires  walking  over  oth- 
ers to  achieve  that  status,  the  spirit  of  unity  and  singularity  in  direction  is  smothered  and  wasted. 
Leadership  in  the  Tennessee  Medical  Association  is  conferred  by  the  membership,  and  it  is  a 
humbling  position.  It  represents  a continuum  of  long  and  dedicated  sacrifice  by  many  members 
and  the  leadership  of  others.  One  achieves  leadership  in  the  TMA  by  standing  on  the  shoulders 
of  the  many  who  stand  or  have  stood  in  the  trenches.  The  past  presidents  who  are  still  standing 
firm  lift  you  ever  higher.  We  embrace  the  spirit  and  lessons  of  those  now  gone,  such  as  Tommy 
Ballard  of  the  Ballard  amendment.  We  listen  to  those  with  special  gifts  such  as  your  Tennessee 
Medicine  editor  and  historian,  John  Thomison.  We  admire  the  courage  and  resolution  of  those 
such  as  Charles  White  who  risk  reputation  and  career  securing  legislative  successes.  We  accept 
the  sacrifice  of  deliberate  and  dedicated  committee  chairmen  such  as  Charles  Thorne,  who  has 
served  the  Physicians  Health  Program  for  more  than  20  years.  We  understand  that  the  true 
driving  force  is  the  membership  providing  the  way,  the  resources,  and  competence  for  all  these 
things  to  happen. 

I accept  the  role  and  dedicate  my  energies  to  continuing  to  answer  the  question,  “What  is  the 
TMA  doing  for  my  patients  and  me?”  I will  defend  the  right  of  the  medical  doctors  to  care  for 
their  patients  and  speak  out  vigorously  against  those  who  attempt  to  deny  them  this.  We  must 
stop  what  I call  “Medical  Apartheid!”  We  must  never  forget  who  we  are,  and  pledge  to  remem- 
ber and  honor  the  responsibilities  we  accepted  in  our  oath.  Woodrow  Wilson  said,  “A  nation  is 
in  trouble  which  does  not  remember  what  it  was  yesterday,  does  not  know  what  it  is  today,  nor 
what  it  is  trying  to  do.  We  are  trying  to  do  a futile  thing  if  we  do  not  know  where  we  came  from 
or  what  we  have  been  about.” 

We  must  stop  the  disintegration  of  quality  of  care  by  corporate  America  and  by  misdirected 
physicians  and  hospitals.  Civil  disobedience  is  often  necessary  in  society  for  the  right  of  good. 
We  must  never  cross  that  line  between  right  and  wrong.  I am  not  suggesting  that  we  break  laws 
or  risk  harm,  but  that  we  be  the  resources  and  a shield  to  stop  the  death  spiral  of  modern  medi- 
cine and  the  visible  loss  of  coverage.  There  is  a law  beyond  the  law  that  stands  in  judgment  on 
the  arbitrary  changing  of  the  opinions  of  individuals. 

I am  only  one,  but  I am  one.  I cannot  do  everything,  but  I can  do  something.  My  voice  can 
make  a loud  sound,  but  adding  my  voice  to  your  voice  makes  our  voice,  a voice  that  can  raise  a 
loud  refrain  for  our  patients’  rights.  “Medicine  is  the  most  distinguished  of  all  arts,  but  through 
the  ignorance  of  these  who  practice  it  and  of  those  who  casually  judge  such  practitioners,  it  is 
now  of  all  the  arts  by  far  least  esteemed.”  No,  this  is  not  from  a recent  adversarial  politician!  It 
was  written  by  Hippocrates  in  400  BC. 

We  must  continue  to  resist  government  influences  that  are  only  fiscal  and  which  subjugate 
the  rights  of  physicians  and  their  patients.  Again  quoting  President  Wilson,  “The  history  of 
liberty  is  a history  of  limitations  of  governmental  power,  not  the  increase  of  it.  When  we  resist, 
therefore,  the  concentration  of  power,  we  are  resisting  the  powers  of  death,  because  concentra- 
tion of  power  is  what  always  precedes  the  destruction  of  human  liberties.”  Join  us  in  stopping 
“Medical  Apartheid.” 


Tennessee  Medicine  ~ May,  1998 


167 


Editorials 


John  B.  Thomison,  MD 


Report  Cards  i 

One  of  my  earliest  and  most  vivid  recollections  of  school  days  is  report  card  day,  a day  of  i 
mixed  rejoicing  and  consternation  among  my  classmates — and  not  only  my  classmates,  but,  as 
I recall,  everybody  else’s  as  well.  It  was  a more  or  less  constant  school  companion. 

Some  method  of  evaluation  is  needed  for  comparing  not  only  people  of  all  sorts  with  their  j 
peers,  but  also  the  services  they  render  and  the  products  they  are  peddling.  The  methods  and  the 
objectives  of  the  comparison  need  to  be  scrutinized  at  least  as  carefully  as  their  subjects,  and 
this  is  a matter  that  seldom  receives  the  attention  it  deserves,  or  better  still,  demands.  Of  utmost 
importance  in  any  such  comparison  is  the  motivation  behind  it.  Is  it  inclusive  or  exclusive? 

In  this  issue  of  Tennessee  Medicine  we  carry  a report  card  on  the  report  cards.  What  we  find 
is  not  a pretty  sight.  Right  off  the  bat  we  find  that  with  few  exceptions  the  report  cards  are 
written,  not  unexpectedly,  not  with  the  patients  (or  employees)  in  mind,  but  the  employers,  or  I 
else  governmental  health  agencies  having  fiscal  responsibilities.  After  all,  the  golden  rule  says  I 
that  he  who  has  the  gold  makes  the  rules,  and  guess  who  that  might  be.  The  public  has  rightly  !j 
divined  that  the  report  cards  tell  the  employers  where  their  employees  can  be  cared  for  so  as  to  I 
cost  their  employers  or  agencies  the  least  money.  Of  course,  receiving  poor  care  is  not  the  best  j 
way  to  save  money  in  the  long  run,  and  so  the  A+  goes  to  a balancing  act  in  which  the  care  is  of  I 
the  precise  quality  and  quantity  that  will  be  cheap  but  not  so  cheap  that  the  employee  might 
disintegrate  on  the  premises  or  die  too  soon. 

When  I was  a baby  my  parents  chose  our  family  doctor  because  he  lived  a few  houses  away  I 
and  their  friends  and  neighbors  allowed  as  how  he  was  a good,  caring  doctor.  When  I became  a J 
doctor  myself  and  knew  him  as  a teacher  and  colleague,  I found  they  had  chosen  well,  and  that 
the  system  had  worked  for  them.  I also  found  that  it  hadn’t  worked  that  well  for  everybody. 

On  the  other  hand,  it  likely  works  as  well  as  the  next  system,  and  a whole  lot  better  than  1 
most.  I of  course  had  an  advantage  when  I chose  a doctor  and  specialists  for  me  and  my  family,  j 
I knew  their  work  by  having  watched  them  do  it  and  having  seen  their  results.  But  the  difference  > 
between  my  method  and  that  of  at  least  three  quarters  of  the  public  is  only  a matter  of  degree.  1 
And  the  majority  of  the  other  quarter,  I’ll  be  bound,  are  at  the  mercy  of  their  HMO,  MCO,  or 
insurance  program  and  have  little  or  no  option.  In  short,  it  is  erroneous  to  give  their  source  of  j 
information  as  the  reports.  It  is  their  program’s  source,  and  their  employer’s  or  program’s  choice.  | 

Patients  do  not  use  the  information  available  because  they  either  do  not  know  it  exists  or  do  I 
not  understand  it.  Doctors  have  little  confidence  in  it  because  mortality  rates  have  no  meaning  i 
in  the  absence  of  information  about  the  patient  population  from  which  it  is  derived.  A surgeon  l 
who  takes  only  uncomplicated  cases  will  obviously  have  a better  record  than  one  who  gets  the  I 
cases  no  other  surgeon  will  touch.  Third  party  payers  would  of  course  prefer  that  such  patients  I 
be  relegated  to  the  Dispose-all,  and  such  a surgeon  will  not  unlikely  get  a bad  grade. 

As  with  everything  else,  Caveat  emptor — let  the  buyer  beware.  The  hooker  here,  though,  is  I 
that  the  buyer  and  the  user  are  not  necessarily  the  same,  and  they  often  have  very  different  ends  1 
in  mind.  The  authors  of  the  article  have  more  confidence  in  a useful  future  for  report  cards  than  | 
I do.  Regardless  of  its  desirability,  an  informed  patient  group  depends  on  the  quality  of  the  1 
information  and  the  desired  ends  of  the  informant.  Without  more  medical  knowledge  than  most  I 
laymen  are  likely  to  acquire,  patient  autonomy  bears  risks  similar  to  having  the  inmates  in  | 
charge  of  the  asylum. 

The  “information  sciences”  the  authors  predict  will  soon  give  the  public  useful  report  cards  ! 
have  a long  way  to  go  before  they  become  a true  science.  There  are,  as  the  saying  goes,  lies, 
damned  lies,  and  statistics. 
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Macbeth 

Though  violence  has  always  played  a major  role  in  society,  both  human  and  otherwise,  it  is 
big,  right  now,  and  in  fact  has  been  for  some  time,  particularly  since  the  movies  and  television 
began  making  their  graphic  depiction  a part  of  our  lives.  Nashville’s  Tennessee  Repertory  The- 
ater is  presently  producing  an  updated  version  of  Macbeth  in  which  firearms  are  used  instead  of 
swords  and  daggers.  This  switch  to  a modern  setting  “goes  with  the  flow,”  and  the  director 
claims  he  does  no  violence  to  Shakespeare’s  play,  playing  it  straight  as  he  does  otherwise. 
Maybe  so.  But  unlike  a lot  of  stage  productions,  where  one  venue  is  as  good  as  another,  the 
story  of  Macbeth  is  history,  a story  that  was  played  out  in  1 1th  Century  Scotland,  and  while  this 
production  may  do  no  violence  to  Shakespeare,  it  does  to  history. 

Among  others.  Except  that  “everybody’s  doing  it,”  which  is  a “no  brainer,”  the  reason  for  the 
switch  to  a modern  setting  escapes  me,  and  in  fact  guarantees  my  absence,  which  I’m  certain 
bothers  the  producers  not  at  all.  That  a lot  of  others  will  be  absent,  though,  does.  And  it  should. 
Right  off  the  bat  Goodpasture  High  School,  which  apparently  has  some  affiliation  with  the  Church 
of  Christ,  canceled  the  block  of  tickets  it  had  bought  for  its  students  because  there  is  too  much 
violence  in  the  world  these  days,  and  they  thought  using  handguns  was  only  adding  fuel  to  the  fire. 

Well,  first,  hummmpf.  Swords  and  daggers  aren’t  violent,  I guess.  The  school’s  decision,  for 
my  money,  is  another  no  brainer,  and  it  puts  me  in  the  unpleasant  position  of  defending  one  no 
brainer  against  another.  Then  a lot  of  other  parents’  organizations,  some  church  affiliated  and 
some  others  not,  jumped  on  the  bandwagon  and  began  canceling  out,  too.  Ditto  reason  (or 
better,  lack  of  it).  The  Rep’s  director’s  comment  that,  sure,  it  was  violent,  but  it  didn’t  do  vio- 
lence to  the  play,  cut  no  ice  with  its  detractors. 

It  never  ceases  to  amaze  me,  even  after  having  watched  the  “human  comedy”  now  for  pretty 
close  to  80  years,  that  such  people  seem  to  equate  gratuitous  violence  with  handguns.  But  don’t 
just  look  around.  Look  back.  As  expected,  the  black  tribes  of  Africa  regularly  killed  each  other 
off  ever  since  Cain  killed  Abel.  Well,  you  say,  they  were  just  savages,  and  hadn’t  been  exposed 
to  the  Word  of  God.  Sure.  Like  the  Crusaders,  who  in  the  name  of  the  Prince  of  Peace  did  their 
level  best  to  wipe  out  the  infidel  Saracens,  even  as  the  Saracens  were  at  the  same  time  doing  it 
to  the  infidel  Christians  in  the  name  of  Allah.  Then  there  were  the  savage  red  men  (maybe  some 
women  too)  of  the  New  World,  who  were  regularly  wiping  each  other  out  until  the  civilized, 
Christian  Spanish,  French,  and  English  invaders  took  over  the  job.  Not  only  that,  the  allegedly 
Christian  Irish  Catholics  and  Protestants  are  still  doing  it  now,  the  various  peoples  in  Eastern 
Europe  and  the  Middle  East  are  either  literally  or  figuratively  out  to  end  the  life  of  scads  of 
people  they  don’t  even  know,  in  addition  to  some  of  their  closest  friends  and  neighbors.  The 
Christian  Scots  also  just  did  it  to  each  other,  and  carried  the  tradition  with  them  to  the  New 
World.  The  list  goes  on  and  on.  The  Chinese  and  Indonesians  find  it  a convenient  way  of 
limiting  the  burgeoning  population. 

I could  say  Bah!  at  this  point,  but  I’m  saving  that  for  this.  For  reasons  I can’t  possibly 
fathom,  it  seems  to  have  escaped  those  idiots  that  the  young  people  know  a lot  more  about 
violence  already  than  most  of  their  parents  and  teachers  ever  will.  They  don’t  have  to  watch 
Shakespeare  or  The  Godfather  or  the  Playboy  channel  to  find  out  about  violence  and  sex.  All 
they  need  to  do  is  watch  the  daily  news  on  the  tube.  They  already  understand  about  both  hand- 
guns and  shivs,  and  whether  in  the  play  Macbeth  kills  his  cousin  King  Duncan  with  a dagger  or 
a handgun  is  of  little  moment  except  for  the  anachronism. 

Mankind  is,  after  all,  neither  more  nor  less  vicious  than  it  ever  was,  and  Macbeth  is  simply 
the  true  story  of  an  ambitious  man  who  became  king  of  medieval  Scotland  by  murdering  his 
cousin,  the  reigning  king.  It  happens  every  day  everywhere,  sometimes  with  knives,  sometimes 
with  handguns  or  more  sophisticated  weapons,  and  sometimes  simply  with  the  of  heave-ho, 
which  by  some  devious,  arcane  reasoning  is  considered  more  civilized,  when  really  it  is  only 
physically  tidier. 
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Health  Care  Report  Cards: 
What  Grade  Do  They  Get? 


David  M.  Minis,  MD 


Introduction 

More  and  more  agencies  and  organizations— private, 
public,  and  governmental — are  publishing  information  de- 
. scribing  the  performance  of  various  components  of  the  health 
care  system.  These  “report  cards”  include  information  about 
whether  or  not  health  care  plans  meet  general  accreditation 
standards  in  addition  to  listing  results  of  specific  performance 
measures  such  as  immunization  and  hospitalization  rates  for 
individual  plans.  For  example,  the  National  Committee  for 
Quality  Assurance  [NCQA]  accredits  health  plans  and  com- 
piles the  Health  Plan  Employer  Data  and  Information  Set 
[HEDIS]  based  upon  more  than  70  measures  of  process,  out- 
come, and  utilization  of  health  services,1  and  the  survey  re- 
sults of  individual  health  plans  are  readily  available  on  the 
internet  [http://www.ncqa.org].  Performance  of  all  plans  in 
Massachusetts  on  measures  such  as  mammography  rates  and 
hospitalization  rates  for  certain  conditions  are  provided  to 
employers  making  choices  about  which  programs  to  offer 
their  employees.  New  York,  as  a result  of  a lawsuit  brought 
by  one  newspaper,  New  York  Newsday,  and  Pennsylvania  make 
available  to  the  public  mortality  rates  of  procedures  such  as 
coronary  artery  bypass  graft  surgery  for  individual  hospitals 
and  surgeons.  Several  other  states  are  preparing  to  collect 
and  publicize  similar  information.  These  reports  have  thus 
become  much  more  comprehensive,  sophisticated,  and  widely 
disseminated  than  they  were  when  Florence  Nightingale  first 
publicized  mortality  rates  of  London’s  hospitals  in  the  1860s. 

In  this  column,  I shall  consider  three  aspects  of  these  re- 
port cards:  the  rationale  for  the  public  reporting  of  these  data, 
the  extent  to  which  the  public  uses  the  available  data  when 
making  health  care  decisions,  and  some  of  the  problems  that 
limit  the  use  of  the  publicized  data.  Thus,  I shall  attempt  to 
provide  a brief  report  card  on  the  report  cards. 


From  the  Universities  Prevention  Center,  a joint  effort  of  the 
University  of  Tennessee,  Memphis  and  the  University  of  Memphis. 
This  series  is  edited  by  Dr.  Mirvis,  Director  of  the  Division  of 
Health  Services  and  Policy  Research,  Department  of  Preventive 
Medicine,  University  of  Tennessee,  Memphis. 


Why  Have  Report  Cards? 

Several  important  and  valid  concepts  underlie  publishing 
these  report  cards.  Three  fundamental  precepts  are  impor- 
tant. The  first  is  that  individual  health  plans,  hospitals,  and 
individual  clinicians  differ  in  ways  that  are  important.  Evi- 
dence for  this  includes  data  describing  large  differences  in 
practice  patterns  between  various  clinicians  and  health  plans,2 
including,  for  example,  rates  of  cesarean  section  and  pros- 
tatectomy. Patients  also  perceive  there  to  be  important  differ- 
ences; in  a survey  conducted  by  the  Kaiser  Family  Foundation 
and  the  Agency  for  Health  Care  Policy  and  Research  [AHCPR], 
47%,  38%,  and  37%  of  respondents  believed  there  were  “big 
differences”  in  the  quality  of  care  among  local  health  plans, 
hospitals,  and  primary  care  doctors,  respectively.3 

The  second  concept  is  that  parameters  related  to  these  dif- 
ferences can  be  measured,  i.e.,  that  “quality”  of  health  care 
can  be  measured.  Advances  in  clinical  epidemiology,  out- 
comes research,  and  general  information  technology  have  all 
contributed  to  the  development  of  “sophisticated  and  effi- 
cient methods  of  measuring  quality  that  can  help  clinicians 
and  institutions  improve  the  quality  of  the  medical  care  they 
provide.”4  Explicit,  quantitative  measures  of  quality,  such  as 
immunization  rates  or  surgical  mortality  rates,  have  largely 
replaced  the  more  qualitative  and  subjective  implicit  assess- 
ments of  quality  such  as  chart  reviews. 

The  third  and  most  compelling  concept  is  that  patients 
can  utilize  this  information  to  become  active  participants  in 
choosing  their  health  care  plans  and  treatments.  This  is  in 
keeping  with  the  general  emphasis  of  society  on  promoting 
the  individual’s  responsibility  for  his  health.  It  includes  not 
only  making  decisions  that  improve  health,  e.g.,  to  avoid 
smoking  and  to  adhere  to  prescribed  treatment  plans,  but  being 
active  participants  in  making  decisions  about  what  health  care 
treatments  are  wanted.  Thus,  reports  cards  are  an  extension 
of  other  activities  such  as  durable  powers  of  attorney  and 
living  wills  that  enhance  patient  autonomy. 

Report  cards  are  also  an  attempt  to  influence  the  health 
care  market  by  influencing  consumer  choice  and  increasing 
provider  accountability.5  This  may  result  from  several  interre- 


Tennessee  Medicine  - May,  1998 


171 


lated  effects.  Promoters  of  report  cards  hope  that  individual 
patients  or  purchasers  of  group  health  plans  will  select  health 
plans  with  higher  “grades”  and  thereby  reward  “better”  plans. 
This,  in  turn,  would  encourage  plans  to  be  responsive  to  the 
needs  and  wishes  of  their  clients,  improving  processes  of  care 
to  achieve  both  better  levels  of  patient  satisfaction  and  health 
outcomes.  Conversely,  quality  information  and  an  informed 
consumer  population  may  serve  to  counterbalance  financial 
incentives  of  managed  care  groups  to  limit  services  to  maxi- 
mize profits.'1  The  net  result  will  be  competition  based,  at  least 
in  part,  upon  quality  as  well  as  cost. 

Do  Report  Cards  Influence  Physician  and 
Patient  Behavior? 

Although  the  basis  for  report  cards  is  sound,  the  most  im- 
portant question  remains — do  consumers  really  use  this  infor- 
mation in  ways  that  were  expected?  Evidence  that  public  re- 
porting of  health  care  data  improves  patient  care  is  limited. 
The  most  interesting  data  detail  the  changes  in  mortality  rates 
after  coronary  artery  bypass  graft  surgery  (CABG)  in  New  York 
state  after  public  release  of  surgeon-specific  outcomes.7  From 
1989  (the  beginning  of  reports)  to  1992,  risk-adjusted  opera- 
tive mortality  in  New  York  state  fell  by  41%,  from  4.17%  to 
2.45%.  Much  of  this  improvement  has  been  attributed  to  re- 
sponses of  hospitals  and  practices  to  poor  scores.  For  example, 
many  hospitals  restricted  the  privileges  of  low-volume  sur- 
geons, who  were  demonstrated  in  the  reports  to  have  risk-ad- 
justed  mortality  rates  2.5  to  5 times  the  state  average.  In  addi- 
tion, individual  surgical  programs  have  described  how  they 
used  the  data  to  improve  outcomes,  even  though  some  initially 
concluded  that  they  had  no  problems  with  quality  of  care.* 

Positive  effects  were  also  reported  in  a survey  of  health  care 
plans  in  Missouri.9  Hospitals  without  programs  such  as  ob- 
stetric follow-up  and  nurse  educators  for  breast  feeding  whose 
competitors  were  listed  in  public  reports  as  having  them  de- 
veloped them.  And  hospitals  reported  to  have  low  patient  sat- 
isfaction scores  in  report  cards  implemented  such  programs  to 
improve  their  ratings.  Thus,  release  of  data  may  spur  improve- 
ment in  quality  of  care  and  the  spectrum  of  services  provided. 

Negative  outcomes,  however,  have  also  been  reported.  A 
study  of  cardiovascular  specialists  in  Pennsylvania,  the  sec- 
ond state  with  surgeon-specific  reporting,  demonstrated  that 
cardiologists  and  surgeons  give  these  data  only  limited  cred- 
ibility.111 Only  10%  of  respondents  considered  the  reported 
mortality  rates  to  be  “very  important”  in  assessing  the  abilities 
of  cardiac  surgeons,  and  almost  90%  of  cardiologists  said  that 
the  reports  had  little  or  no  influence  on  guiding  referrals.  In 
addition,  the  majority  of  cardiologists  reported  having  greater 
difficulty  in  finding  surgeons  to  operate  on  high-risk  patients, 
and  over  60%  of  cardiac  surgeons  reported  that  they  were  less 
willing  to  operate  on  such  cases  than  before  public  reporting 
began.  Data  from  New  York  state  also  suggested  that  high- 
risk  patients  were  leaving  the  state  to  have  surgery." 


Effects  on  patient  behavior  are  less  clear  at  this  time.  Sev-  < 
eral  surveys  have  attempted  to  define  the  effect  the  various 
report  cards  have  on  consumer  behavior.  In  the  Kaiser  Family  1 
Foundation/AHCPR  survey,3  only  39%  of  adults  had  seen  any 
information  about  the  quality  of  care  delivered  by  health  plans,  j 
doctors,  or  hospitals  during  the  previous  12  months.  Of  those 
who  did  see  information,  only  one-third  used  the  information 
about  quality  of  care  in  health  plans  to  make  their  choice  of 
health  plans.  Of  those  who  saw  quality  information  about  the 
quality  of  physicians,  only  14%  used  the  information  to  select 
a doctor. 

When  asked  to  rate  the  credibility  of  sources  of  quality  of 
care  information  about  health  plans,  respondents  rated  infor- 
mation from  individual  doctors  and  family  or  friends  to  be  the 
most  believable,  and  information  from  the  media,  the  govern- 
ment, and  groups  of  doctors  to  be  the  least  believable.  The 
percent  that  rated  information  “very  believable”  was  57%  for 
family  and  friends  and  45%  for  patient  groups  surveyed  about 
satisfaction,  but  only  25%  for  information  from  independent 
consumer  groups  that  rate  health  care  and  12%  for  govern- 
ment agencies  (i.e.,  many  of  the  sources  of  report  cards).  When 
asked  to  choose  between  two  plans,  one  of  which  was  strongly 
recommended  by  family  and  friends  and  the  other  was  rated 
higher  in  quality  by  independent  experts,  52%  would  choose 
the  plan  recommended  by  family  and  42%  the  plan  with  the 
higher  quality  rating. 

Results  for  the  choice  of  a physician  were  similar.  Friends 
and  family  were  the  most  reliable  sources  of  information, 
whereas  consumer  groups,  the  government,  and  the  media  were 
the  least  reliable.  When  asked  to  choose  between  two  surgeons, 
one  recommended  by  family  and  friends  but  with  relatively 
low  report  card  scores  and  one  with  a high  score  but  unknown 
to  the  patient,  76%  indicated  that  they  would  choose  the  sur- 
geon known  to  family  and  friends  despite  a lower  quality  score. 

These  data  are  similar  to  those  from  other  studies.  The  Min- 
nesota Health  Data  Institute,  for  example,  reported  that  while 
most  consumers  saw  report  card  data,  less  than  half  consid- 
ered the  information  to  be  helpful.12  In  the  Navigating  the 
Changing  Healthcare  System  survey  conducted  for  Towers 
Perrin  consultancy  group,13  the  most  common  single  source  of  i 
information  that  would  be  relied  upon  to  choose  a health  plan 
was  family  or  friends. 

Finally,  what  can  be  said  about  the  use  of  report  card  infor- 
mation by  health  care  purchasers  such  as  employers?  Large 
employers  determining  what  health  benefits  will  be  available 
for  their  employees  are  in  a powerful  position  to  affect  the 
health  care  marketplace.  A growing  number  of  very  large  em- 
ployers require  NCQA  accreditation  for  plans  that  bid  for  con- 
tracts, and  some  states  require  accreditation  by  some  external 
agency  to  enroll  Medicare  recipients.1  However,  one  recent 
survey  of  33  employers  with  a total  of  1.8  million  covered 
lives14  revealed  that  only  45%  used  HEDIS  data  when  making 
decisions,  only  53%  used  comparative  patient  satisfaction  data, 
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and  only  16%  used  outcome  data.  The  NCQA  estimates  that 
more  than  half  of  employers  with  over  5000  employees  use 
accreditation  and  HEDIS  results,  but  that  only  17%  of  small 
businesses  use  accreditation  and  only  5%  use  HEDIS  data  in 
choosing  health  plans  to  purchase  for  employees.1  Fewer  than 
one-third  of  employers  who  have  quality  of  care  data  on  health 
plans  share  that  information  with  their  employees.14 

What  Grade  Do  Report  Cards  Get? 

The  data  presented  in  this  commentary  suggest  that  current 
report  cards  are  based  upon  sound  principles  but  achieve  dis- 
appointing levels  of  success  in  achieving  their  goals.  Reports 
from  New  York  state,  for  example,  suggest  (but  do  not  prove) 
that  publication  of  outcomes  data  can  lead  to  process  improve- 
ment and  better  health  outcomes.  But  the  bulk  of  information 
related  to  consumers,  either  as  individual  patients  or  as  group 
purchasers,  indicates  that  many  are  not  even  aware  that  these 
data  exist  and  most  that  are  do  not  rely  upon  or  even  use  them 
when  making  decisions.  Anecdotal  information  from  friends 
and  family  are  more  potent  forces  than  are  collected  and  ana- 
lyzed comparative  data.  Report  cards  thus  get  a grade  of  C for 
actually  affecting  behavior. 

Why  the  Poor  Grades? 

These  limited  successes  may  result  from  numerous  meth- 
odological problems  with  the  current  report  systems.  Among 
the  many  methodological  issues  are:  (a)  the  use  of  only  inpa- 
tient mortality  results  rather  than  other  measures  such  as  com- 
plication rates,  long-term  mortality  rates,  and  morbidity  which 
may  also  reflect  performance;  (b)  the  low  sample  size  for  many 
surgeons,  limiting  the  power  of  statistical  methods  to  accu- 
rately detect  differences  in  survival  rates  between  individual 
hospitals  and  surgeons;  (c)  the  limited  ability  of  methods  used 
for  risk  adjustment  to  adequately  adjust  for  differences  in  the 
clinical  complexity  of  patients  of  different  surgeons  and  hos- 
pitals; (d)  concerns  over  the  ability  of  current  measures  to  re- 
flect quality  of  care;  and  (e)  concerns  over  completeness  and 
accuracy  of  administrative  data  sets,  such  as  over-reporting  of 
co-morbidities  to  increase  expected  risk,  etc."15 

Possibly  of  greater  impact  are  problems  in  the  complexity 
and  the  relevance  of  the  data  that  are  presented  to  consumers. 
One  critical  issue  is  that  patients  do  not  understand  the  health 
care  system  sufficiently  to  interpret  the  specific  data  provided 
in  report  cards.  In  the  Towers  Perrin  study,13  for  example,  two- 
thirds  of  adults  said  that  they  did  not  have  an  adequate  under- 
standing of  the  differences  between  managed  care  and  fee-for- 
service  systems.  Almost  one-half  had  not  heard  of  or  did  not 
understand  the  term  “managed  care,”  and  one-third  did  not 
understand  the  concept  of  prepaid  care.  As  concluded  by 
Hibbard  and  Jewett,6  “if  consumers  do  not  understand  infor- 
mation, they  are  more  likely  to  dismiss  it  as  unimportant.” 

A second  limit  is  that  for  many  patients  the  information  has 
little  relevance.  For  one-third  of  patients  surveyed  by  the  Com- 


monwealth Fund,  cost — not  access  or  quality  measures  as  con- 
tained in  report  cards — was  the  primary  determinant  for  choos- 
ing a health  plan.16  Consumers  are  also  more  interested  in  ex- 
periences of  patients  “like  me”  rather  than  in  aggregate  data 
or  rates  of,  for  example,  low  birth  weight  babies.6  Of  those 
changing  health  plans,  the  change  was  involuntary  in  73%, 
related  to  a change  in  job,  in  eligibility,  or  in  plans  offered  by 
an  employer.  For  these  patients,  the  information  provided  in 
report  cards  would  not  be  valuable  in  deciding  to  leave  a health 
plan.  Employers  listed  among  reasons  for  not  relying  on 
HEDIS  or  accreditation  data  concerns  that  data  such  as  finan- 
cial stability  was  more  important  than  many  quality  measures.14 

More  practical  limitations  include  the  complexity  of  the 
presentation  of  data.  Most  people  can  use  only  as  few  as  five 
or  six  variables  when  making  a decision,  far  fewer  than  the 
number  of  items  on  many  report  cards;  when  the  number  of 
variables  exceeds  this  manageable  number,  the  utility  of  the 
data  declines  sharply.  Aggregated  data  are  difficult  to  inter- 
pret, and  comparative  data  may  be  difficult  to  understand  es- 
pecially when  trade-offs  between  conflicting  indicators,  e.g., 
between  cost  and  quality  or  between  two  measures  of  quality, 
must  be  evaluated.14  The  problems  in  understanding  may  be 
as  basic  as  not  understanding  whether  a high  or  a low  value  of 
an  indicator  is  good  or  bad,  or  as  complex  as  not  understand- 
ing how  a specific  indicator  relates  to  quality  of  care,  or  as 
personal  as  not  understanding  how  aggregated  data  relates  to 
“me”  as  in  individual. 

For  all  of  these  reasons,  report  cards  have  not  achieved  the 
impact  hoped  for  by  their  producers.  However,  because  of  the 
potential  importance  they  have,  based  upon  the  values  of  an 
informed  patient  group  and  because  of  ongoing  advancements 
in  the  information  sciences,  greater  successes — and  high 
grades — are  likely  in  the  near  future. □ 
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Practicing  Medicine 


Corporate  Identity  in  Physicians  ’ Practices 

Does  Your  Practice  Project  a 
Professional  Image? 


Timothy  J.  Park 


Your  practice  has  an  image  whether  you  want  one  or  not. 

It  is  determined  by  how  the  practice  is  perceived  by  your 
various  constituents — patients,  payers,  colleagues,  hospitals, 
suppliers  and  vendors,  professional  organizations,  and  the 
medical  and  lay  communities  at  large.  And  while  you  have 
no  control  over  whether  or  not  you  have  an  image,  you  cer- 
tainly have  control  over  what  that  image  is.  Left  unattended, 
it  will  be  determined  by  chance.  Properly  nurtured,  it  can  be 
shaped  by  design. 

When  studying  about  how  to  best  project  a profes- 
sional image,  we  can  all  take  a lesson  from  Merck,  or  even 
McDonald’s.  These  two  corporate  giants  have  left  no  detail 
to  chance.  Both  have  learned  that  the  most  important  ingre- 
dient of  their  success  is  building  and  protecting  their  image. 

The  business  community  understands  the  importance  of 
image.  And  in  today’s  managed  care  environment,  where  build- 
ing relationships  with  business  is  more  important  than  ever, 
physician  practices  need  to  understand  the  role  of  image. 

The  Key  Components  of  a Professional  Image 

Aside  from  the  provision  of  quality  care  and  medical  ex- 
cellence, there  are  four  key  components  of  a professional 
image  that  you  can  control  that  will  help  to  build  a positive 
perception  of  your  practice: 

• Visual  Identity:  Creating  a unique  styling  of  your  prac- 
tice’s name  and  using  it  on  all  forms  of  visual  communication. 

• Attention  to  Detail:  Finding  the  small,  unexpected  ways 
to  leave  a positive  impression  of  your  practice. 

• Commitment  to  Communication:  Developing  the  tools 
for  building  a constant  stream  of  communication  with  key 
constituents. 

• Consistency:  Establishing  standards  for  everything  you 
do  to  reinforce  the  perception  of  excellence. 


Timothy  J.  Park  is  a marketing  and  design  consultant  specializing 
in  corporate  identity  programs  for  pharmaceutical  companies, 
hospitals,  and  health  care  organizations. 


How  to  Take  Control  of  Your  Image 

First,  and  foremost,  be  proactive.  Make  an  assessment  of 
what  you  are  currently  doing  to  build  and  project  a profes- 
sional image  for  your  practice. 

Second,  develop  a plan  for  controlling  the  image  of  your 
practice,  and  implement  it.  Keep  it  simple  and  make  sure 
that  everyone  in  the  practice  understands  what  is  being  done 
and  why,  and  what  their  individual  roles  are  in  the  process. 

Getting  Started — Some  Ideas  For  Success 

Keeping  in  mind  the  four  key  components  of  projecting  a 
professional  image,  your  plan  might  include  some  of  the  fol- 
lowing activities: 

Visual  Identity.  Create  a distinctive  rendering  of  the  name 
of  your  practice  and  use  it  in  a consistent  way  in  all  your 
visual  communications.  You  might  also  want  to  create  a mono- 
gram or  symbol  that  can  be  used  with  the  name  or  as  a stand- 
alone identifier  (Fig.  1). 

Attention  to  Detail.  Use  subtle  touches  around  your  of- 
fice that  demonstrate  your  attention  to  detail  and  patient  sat- 
isfaction, such  as  welcome  signs  on  your  entrance  doors,  sim- 
plified patient  medical  history  forms,  patient  education 
material,  monogrammed  lab  coats,  customized  office  signs 
(i.e.,  no  smoking,  patient  reception,  directional),  unique  ap- 
pointment reminders,  etc.  (Fig.  2). 


MARYVILLE 

Medical  Group 


Figure  1.  Instead  of  a cold,  impersonal  treatment  of  your  name  (left), 
create  a distinctive  personality  for  your  practice  with  stylish  typography 
and  graphics  (right). 


Maryuille 
Medical  Group 
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(registration,  preparation,  and  follow-up),  to  vendor  manage- 
ment, to  communicating  with  patients,  payers  and  the  media. 


Welcome 


Entrance  Sign  on  Office  Door 


OUT  OF  RESPECT 
FOR  YOUR  HEALTH 
AND  THAT  OF  OTHERS, 
THANK  YOU  FOR 

NOT  SMOKING 


© 

Maryville 
Medical  Group 

Interior  No  Smoking  Sign 


Figure  2.  Use  the  elements  of  your  signature  to  create  positive  impres- 
sions of  your  practice  throughout  your  office. 


Commitment  to  Communication.  Enhance  your  image 
through  communication.  Create  a brochure  on  your  practice 
that  delivers  an  overview  of  what  you  do,  what  you  believe, 
who  your  physicians  are,  and  questions  and  answers  about 
your  practice  (Fig.  3). 

Create  a quarterly  newsletter  that  is  sent  to  all  your  key 
constituents  to  communicate  timely  health  care  information 
pertinent  to  your  practice  as  well  as  updated  information  on 
your  practice  and  your  colleagues. 

Develop  medical  information  sheets  on  which  patients 
can  explain  their  medical  problem,  with  a place  for  physi- 
cian comments. 

Stay  in  touch  with  the  local  media  through  news  releases 
about  your  practice. 

Consistency.  Develop  guidelines  for  everything  you  do — 
from  the  way  you  use  your  name,  to  patient  care  standards 


The  Benefits  of  Projecting  a Professional  Image 

So,  why  bother?  It  sounds  like  a lot  of  trouble.  And  most 
physicians  don’t  have  the  time  to  deal  with  anything  that  in- 
terferes with  their  day-to-day  activities.  While  it  may  be  ab- 
horrent to  you  and  your  colleagues,  the  reality  is  that  your 
practice  is  in  competition  with  others. 

You  can  set  yours  apart  through  a commitment  to  main- 
taining and  projecting  a professional  image.  It  will  help  de- 
liver business  and  establish  your  practice  as  a “provider  of 
choice”  among  the  patients  and  payers  you  most  want.G 


People  Helping  People 


Maryville 
Medical  Group 


Take  a Closer  Look  at 
The  Maryville  Medical  Group 


See  What’s  In  It  For  You 


Figure  3.  Build  a positive  perception  of  your  practice  through  such  com- 
munication tools  as  a brochure  (above),  newsletters,  patient  education 
material,  and  news  stories. 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Old  Past  History  Critical 

J.  Kelley  Avery,  MD 


Case  Report 

A 53-year-old  obese  man 
who  worked  in  a factory  and 
was  on  his  feet  most  of  the 
time  saw  his  family  doctor 
for  three  days  of  severe  pain 
low  in  the  right  side  of  his 
chest  posteriorly,  just  above 
his  costovertebral  area.  The 
pain  was  described  as  a pleu- 
ritic type  of  discomfort  that 
was  worse  on  deep  inspira- 
tion. He  had  some  nausea 
and  vomiting  but  denied  any 
dysuria  or  blood  in  the  urine. 
He  had  no  cough.  He  had  a 
history  of  sickle  cell  trait.  He 
gave  a history  of  a similar 
episode  years  before  on  the 
left  side  of  his  chest  but  did 
not  know  whether  or  not  the 
physicians  ever  found  out  its 
cause.  On  his  initial  evalua- 
tion by  his  primary  care  phy- 
sician his  weight  was  210  lb, 
blood  pressure  108/60  mm 
Hg,  and  temperature  101. 8°F. 
He  was  slightly  icteric,  and 
had  moist  rales  over  the  base 
of  his  lung  field  posteriorly. 
His  liver  was  enlarged  to  per- 
cussion, the  margin  being 
about  8 cm  below  the  costal  margin.  There  was  some  tender- 
ness over  the  right  paravertebral  area,  which  the  examiner 
thought  was  hepatic.  The  urine  sp  gr  was  1.01 1,  pH  8.5,  and 
microscopic  findings  were  negative.  The  hemoglobin  was 
11.3  gm/dl,  hematocrit  34.8%,  WBC  count  15,600/cu  mm 
with  68%  segmented  neutrophils,  and  32%  lymphocytes.  The 
smear  showed  some  large  RBCs  with  target  cells  and  pos- 
sible sickling.  The  chest  x-ray  was  interpreted  by  the  exam- 
iner as  consistent  with  bilateral  basilar  pneumonia,  and  the 
radiologist’s  report  read,  “Bibasilar  atelectases  and/or  infil- 


trates are  seen.  The  heart,  pulmonary  vasculature,  mediasti- 
num, and  upper  lungs  are  normal.”  The  working  diagnosis 
was  pneumonitis,  for  which  he  was  given  tetracycline  and 
asked  to  return  in  three  days. 

The  following  day,  when  he  was  called  about  the  chest 
x-ray,  he  said  that  he  felt  a little  better.  The  blood  drawn  the 
day  before  was  reported  as  showing  elevated  liver  function 
tests  and  a bilirubin  of  1.5  mg/dl.  He  continued  to  have  pain 
and  a codeine  preparation  was  prescribed. 

Three  days  after  his  first  visit  he  returned  as  instructed. 
His  temperature  had  been  normal  that  morning  at  home  and 
was  recorded  at  99.5°F  in  the  office.  His  antibiotic  was 
changed  to  erythromycin,  and  tests  for  cold  agglutinins  and 
mycoplasma  antibodies,  and  a WBC  count  were  ordered.  The 
blood  smear  was  essentially  unchanged  and  the  mycoplasma 
titre  was  reported  as  positive.  He  was  then  admitted  to  the 
community  hospital  with  the  same  history,  adding  that  he 
had  not  spit  up  any  blood.  His  physical  examination  was  re- 
ported to  show  reduced  to  absent  breath  sounds  in  the  right 
base  posteriorly.  He  was  said  to  be  very  angry  about  not  hav- 
ing been  admitted  to  the  hospital  at  the  onset  of  this  episode. 
The  laboratory  studies,  in  addition  to  arterial  blood  gases, 
were  within  normal  limits  and  the  liver  enzymes  remained 
elevated.  The  chest  x-ray  revealed,  “Extensive  infiltrate  in 
the  right  base,”  and  the  admitting  diagnosis  was  pneumonia, 
for  which  he  was  treated  with  IV  erythromycin  and  Rocephin. 

For  the  next  four  days  he  remained  essentially  unchanged. 
He  continued  to  have  pain  in  his  chest  and  fever,  and  was 
described  by  his  primary  care  physician  as  “getting  weaker.” 
A consultant,  a specialist  in  internal  medicine  and  cardiology, 
was  called  for  his  opinion  and  management  of  this  difficult 
patient.  Noting  the  bilateral  lung  findings  and  the  elevated 
liver  enzymes,  he  thought  there  was  probably  multiple  organ 
involvement  by  an  infectious  disease  as  yet  not  identified. 

The  antibiotic  treatment  was  stopped,  and  over  the  next 
three  days  in  the  hospital  he  was  said  to  be  much  improved. 
Repeat  blood  studies  showed  negative  cultures,  negative 
Sickledex  test,  and  no  change  in  the  appearance  of  the  chest 
x-ray.  He  was  discharged  home,  to  return  to  his  consultant’s 
office  in  a week  for  follow-up. 

On  his  return,  the  chest  x-ray  showed  some  improvement 
in  the  aeration  of  the  left  base,  but  in  the  right  base  there  was 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 
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the  suggestion  of  a mass,  and  the  elevation  of  the  liver  en- 
zymes was  increasing.  With  plans  for  a bronchoscopy  and 
biopsy  by  a thoracic  surgeon,  the  patient  refused  hospitaliza- 
tion and  went  to  see  a different  physician  three  days  later. 
The  evaluation  was  repeated,  with  no  change  in  findings,  and 
again  a neoplasm  of  the  right  lung  was  the  primary  consider- 
ation. The  bronchoscopy/biopsy  was  scheduled  by  the  dif- 
ferent team  of  physicians,  but  when  no  definitive  diagnosis 
, resulted  from  these  procedures,  plans  were  made  for  an  open 
biopsy  or  resection  of  the  lesion  in  the  right  lung.  For  family 
considerations,  the  patient  had  to  be  discharged  to  return  as 
soon  as  possible. 

Four  days  later  he  was  readmitted  to  the  second  hospital 
for  an  open  thoracotomy.  On  the  morning  of  admission  he 
complained  of  pain  in  the  left  posterior  chest  similar  to  the 
pain  he  had  experienced  on  several  occasions  previously.  The 
readmission  examination  showed  no  change.  The  heart  was 
said  to  show  no  murmurs  or  arrhythmias,  and  the  lung  fields 
i continued  to  show  the  basilar  rales.  The  history  of  his  expe- 
i rience  in  the  other  hospital  and  with  the  other  physicians  was 
obtained  from  the  patient  and  the  chart  noted,  “No  previous 
chest  x-rays  are  available  for  review.” 

The  open  biopsy  was  done,  and  the  pathologist  reported 
that  the  lesion  was  a hemorrhagic  infarct  of  the  lung.  Within 
i hours  of  the  surgery  the  patient  developed  cardiopulmonary 
< arrest,  was  resuscitated,  and  lived  for  about  two  weeks.  Dur- 
ing this  time  his  lungs  were  studied  for  perfusion  defects 
consistent  with  the  clinical  impression  of  pulmonary  embo- 
lism. Autopsy  showed  multiple  pulmonary  infarcts  of  vary- 
ing age,  and  a thrombotic  lesion  in  the  right  atrium  of  the 
heart  was  thought  to  be  the  source  of  the  multiple  pulmonary 
emboli  that  led  to  his  death. 

A lawsuit  was  filed  charging  both  the  original  internist 
and  the  thoracic  surgeon  who  was  called  in  by  the  second 
physician  with  negligence  in  failing  to  conduct  the  proper 
studies  and  failure  to  administer  the  proper  treatment  for  the 
patient’s  disease,  which  led  to  his  death. 

Loss  Prevention  Comments 

It  was  the  opinion  of  the  claims  committee  on  two  differ- 
ent reviews  that  there  was  no  deviation  from  an  acceptable 
standard  of  care  in  this  case.  It  was  pointed  out  that  the  diag- 
nosis of  recurrent  pulmonary  emboli  without  any  evidence 
of  a source  is  very  difficult,  and  is  not  infrequently  missed.  A 
number  of  concurrent  facts  confused  the  picture.  The  history 
of  sickle  cell  disease  was  confusing,  and  a Sickledex  test 
during  his  illness  was  negative.  There  were  no  autopsy  find- 
ings consistent  with  this  diagnosis.  The  findings  on  chest 
x-ray  were  interpreted  repeatedly  by  the  radiologist  as  con- 
sistent with  pneumonia.  The  WBC  count  was  elevated,  and 
mycoplasma  antibodies  were  present.  There  seemed  to  be 
some  response  to  antibiotics  given  by  the  second  medical 


specialist  to  whom  he  went  on  his  own  referral.  On  the  other 
hand,  this  was  a 53-year-old  man  who  was  otherwise  healthy 
and  working  every  day,  who  became  ill,  was  treated  by  good 
physicians,  and  was  dead  in  about  six  weeks. 

During  the  investigation  of  this  case  after  the  lawsuit  was 
filed,  the  records  from  the  hospital  where  this  man  was  treated 
for  a similar  episode  25  years  earlier  were  obtained.  Again 
there  was  severe  chest  pain  and  chest  x-ray  findings  consis- 
tent with  pneumonia  that  resolved  very  slowly  despite  treat- 
ment. The  suggestion  made  on  summary  of  his  case  at  that 
time  was  that  the  episode  was  consistent  with  pulmonary 
embolism  with  a resulting  infarction,  which  accounted  for 
the  slow  resolution  of  the  chest  findings. 

It  was  not  until  the  autopsy  revealed  the  thrombus  in  the 
right  atrium  of  the  heart  that  the  picture  was  complete.  Should 
the  physicians  have  considered  pulmonary  embolism  and 
done  studies  to  confirm  it?  It  is  easy  in  retrospect  to  say  that 
they  should  have.  However,  there  was  no  suggestion  of  deep 
vein  thrombosis  in  the  extremities  to  point  to  the  correct  di- 
agnosis, there  was  no  hint  of  cardiac  disease  that  would  have 
suggested  the  atrial  thrombosis,  and  the  evaluation  of  the  heart 
on  physical  examination  and  x-ray  was  consistently  normal. 

In  looking  carefully  for  contributing  factors  that  might 
have  led  the  doctors  “down  the  primrose  path,”  there  are  some 
that  should  serve  as  reminders  to  all  of  us.  First,  there  was 
the  patient’s  own  contribution  to  the  outcome.  He  left  the 
doctors  who  had  looked  at  him  carefully  for  three  weeks  and 
chose  another  doctor.  Had  he  gone  through  with  the  investi- 
gation as  planned  by  the  first  specialist,  thereby  obviating 
the  second  specialist’s  having  to  start  from  the  beginning, 
would  the  correct  diagnosis  have  been  made  and  appropriate 
treatment  begun?  It  is  a distinct  possibility  that  it  would.  Both 
teams  of  physicians  are  good  doctors.  There  is  reason  to  be- 
lieve that,  given  a sufficient  chance,  the  correct  diagnosis  would 
have  been  made  about  three  weeks  before  his  terminal  event. 

Did  the  physicians  contribute  in  any  way  to  the  outcome? 
Again,  in  retrospect,  we  would  say  that  the  first  team  should 
have  asked  for  the  records  of  the  previous  hospitalization  25 
years  earlier,  where  pulmonary  infarction  had  been  suspected. 
We  would  have  to  say  that  the  two  teams  of  physicians  should 
have  communicated  with  each  other,  shared  diagnostic  stud- 
ies, and  collaborated  in  the  treatment  of  this  man.  These  are 
clinical  realities  that  we  wish  would  never  be  repeated,  but 
being  human,  we  know  that  they  will.  This  failure  to  commu- 
nicate doctor  to  doctor  in  this  case  should  remind  us  all  that 
we  share  a common  responsibility  for  patient  care  even  when 
the  patient  leaves  us  and  is  accepted  by  another  colleague. 

These  facts,  and  the  very  damaging  testimony  of  an  ex- 
pert witness,  made  a settlement  the  best  course  of  action  in 
the  resolution  of  this  claim.  It  is  interesting  that  the  settle- 
ment was  made  on  behalf  of  the  initial  internist  and  the  tho- 
racic surgeon  called  in  by  second  medical  specialist. □ 
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It  is  acknowledged  that  although  no  prospective  study  has 
proven  Pap  test  screenings  prevent  cervical  cancer,  the  great 
use  of  universal  Pap  test  screening  has  helped  to  decrease  the 
incidence  and  mortality  of  cervical  cancer.  Women  who  have 
never  had  a Pap  test  are  50  to  60  times  more  likely  to  develop 
cervical  cancer  than  women  who  have  had  even  one  Pap  test.1 
Although  Pap  test  screening  prevalence,  methods,  efficacy,  and 
abnormalities  and  treatments  of  abnormal  Pap  tests  have  been 
studied  in  depth,  there  has  been  little  long-term  follow-up  of  the 
natural  history  of  Pap  tests  in  women  in  a rural  family  practice. 

Several  recent  unique  characteristics  and  changes  in  Pap 
tests  demand  investigation  of  the  Pap  test  screening  of  a rural 
lower-socioeconomic  population  of  women.  Although  studies 
have  found  that  most  women  (75%  to  91%)  in  many  popula- 
tions have  had  a Pap  test  within  three  years,  rural  women,  eld- 
erly women,  and  those  of  lower  socioeconomic  status  are  less 
likely  to  have  Pap  tests.2  In  some  studies,  up  to  33%  of  women 
in  rural  areas  have  not  had  a Pap  test.1  In  another  study,  91%  of 
women  over  age  65  had  not  had  a Pap  test  within  three  years.2 
When  and  whether  to  offer  Pap  test  screening  to  elderly  women 
is  controversial. 

In  addition,  the  method  of  Pap  test  cytopathologic  read- 
ing changed  in  1988.  With  the  introduction  of  the  Bethesda 
system  (TBS)  in  1988,  and  its  revision  in  1991,  and  the  re- 
,cent  observation  of  the  human  papillomavirus  (HPV)  epi- 
demic and  its  relation  to  cervical  pathology  abnormalities, 
the  readings  of  Pap  tests  may  have  changed.  The  purpose  of 
this  study  was  to  determine  what  percent  of  rural  and  elderly 
rural  women  were  obtaining  Pap  tests  and  developing  abnor- 
mal tests  and  the  natural  history  of  these  Pap  tests. 

Methods 

The  Bristol  Family  Practice  residency  practice  is  a 21  -year- 
old  practice  serving  a community  of  40,000  and  the  surround- 
ing rural  area.  Fifty  percent  of  its  patients  use  medicaid  as  their 
form  of  insurance  and  other  studies  have  shown  80%  have  a 
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yearly  household  income  of  less  than  $20,000.  A retrospective 
chart  review  of  the  first  500  charts  of  female  patients  numbered 
consecutively  was  accomplished.  In  this  practice,  charts  have 
been  numbered  consecutively  as  the  individual  joins  the  prac- 
tice from  number  1,000  to  more  than  27,000,  in  the  21  years  of 
the  practice.  The  first  500  women’s  charts  were,  thus,  the  charts 
of  women  who  had  been  in  the  practice  the  longest  and  were 
more  likely  to  have  had  a longer  history  and  follow-up. 

The  charts  were  investigated  for  patient  age,  Medicaid  status, 
history  and  year  of  all  Pap  tests  and  their  readings,  all  colpos- 
copies, cryosurgery,  and  conizations.  The  results  were  tested  for 
significance  by  x2  testing  and  one  way  analysis  of  variance. 

Results 

Five  hundred  charts  of  women  were  examined  (Table  1). 
There  was  a wide  distribution  of  ages  of  the  women;  24%  were 
over  age  65  and  accounted  for  1/6  Pap  tests.  The  average  age  of 
these  women  was  48.3  years  ± 20.8  years  with  a range  of  age 
from  7 to  96  (Table  2).  The  women  had  been  in  the  practice  for 
an  average  of  8.1  ±5.7  years,  with  a range  of  1 to  21  years. 

The  500  women  had  903  Pap  tests.  Three  hundred  women 
(or  60%)  had  at  least  one  Pap  test  during  their  years  in  the 
practice.  There  was  an  average  of  3.0  Pap  tests  per  woman.  In 
the  whole  group,  the  woman’s  age  was  not  a predictor  of 
whether  she  would  have  at  least  one  Pap  test  (Table  2),  but  the 
number  of  years  the  woman  was  in  the  practice  did  signifi- 
cantly influence  whether  or  not  she  had  any  Pap  test.  The  longer 
the  woman  was  in  the  practice,  the  more  likely  she  was  to  have 
at  least  one  Pap  test.  Those  women  who  had  a Pap  test  had 


TABLE  1 

AGES  OF  WOMEN 


Age 

No.  of  Women 

Percent 

<18 

29 

5.8 

18-25 

49 

9.8 

26-35 

81 

16.2 

36-45 

86 

17.2 

46-55 

66 

13.2 

56-65 

69 

13.8 

65-75 

53 

10.6 

>75 

67 

13.4 

Total 

500 

100 
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been  in  the  practice  for  an  average  of  9.7  ±5.6  years,  while 
those  who  had  not  had  a Pap  test  had  been  in  the  practice  an 
average  of  5.6  ± 5.0  years  (P=0.000,  F=70.0). 

Women  who  had  been  in  the  practice  one  year  or  less  usu- 
ally had  only  an  episodic  health  care  visit.  When  these  women 
were  removed  from  the  analysis,  412  women  had  been  in  the 
practice  more  than  one  year  (Table  2).  Of  these  412  women, 
67%  (n=276)  had  at  least  one  Pap  test,  and  135  (32%)  had  a 
Pap  test  within  three  years.  The  average  age  of  the  women  who 
had  even  one  Pap  test  (48.7  years)  and  who  had  a Pap  test  within 
three  years  (42.8  years)  was  significantly  less  than  that  of  women 
who  had  not  ever  had  a Pap  test  in  the  office  (53.2  years). 

A significantly  greater  percentage  of  younger  women  than 
older  women  had  Pap  tests  (Table  3).  Sixty-nine  percent  of 
women  between  the  ages  of  1 8 and  65  had  Pap  tests  (242  out 
of  351)  as  compared  with  only  45.8%  of  women  over  age  65 
(55  out  of  120)  (P=0.000,  x2=19.57.). 

Younger  women  were  significantly  more  likely  to  have  an 
abnormal  Pap  test  (Table  3).  Only  2%  (1/55)  of  all  Pap  tests  in 
women  over  age  65  were  abnormal,  whereas  17%  of  Pap  tests 
in  women  age  18  to  65  were  abnormal  (41/241),  (P=0.007,  x2 
=7.243)  The  average  age  of  the  women  with  an  abnormal  Pap 
test  was  36.5  ± 12.5  years  as  compared  with  an  average  age 
of  49.9  ± 17.9  years  for  women  who  had  only  normal  Pap 
tests.  This  was  a significant  difference  (P=0.000,  F=21.78) 
(Table  4). 

There  was  a change  in  the  method  of  cytopathologic  read- 
ings of  Pap  tests  when  the  Bethesda  System  was  introduced  in 
1988  and  revised  in  1991 . The  number  and  percentage  of  ab- 
normal Pap  tests  increased  significantly  after  1988  and  again 
after  1991  (Table  5).  Before  1988,  only  4.2%  of  Pap  tests  were 
read  as  abnormal.  From  1988  to  1991, 7.8%  of  Pap  tests  were 
read  as  abnormal,  and  after  1991,  12.1%  were  abnormal.  In 
fact,  65%  of  all  abnormal  Pap  tests  of  these  500  women  (53/ 
81)  were  obtained  since  1991 . The  average  age  of  women  who 
were  screened  by  Pap  test  significantly  declined  from  52.8  years 
before  1988  to 49.8  years  between  1988  and  1991,to43.4  years 
after  1991  (P=0.000,  F=13.92). 

There  were  few  abnormal  Pap  tests  overall — only  8 1 Pap 
tests  in  42  of  the  500  women.  The  women  with  abnormal  Pap 
tests  had  a mean  of  1.88  abnormal  Pap  tests.  The  most  com- 


mon finding  was  “atypical  squamous  cells  of  undetermined 
significance,”  (ASCUS);  this  occurred  in  41%  of  all  abnor- 
mal Pap  test  readings.  “Mild  dysplasia,”  cervical  intraepithelial 
neoplasia  (CIN)  I,  or  low-grade  squamous  intraepithelial  le- 
sion (LGSIL)  was  mentioned  in  37.8  % of  all  abnormal  Pap 
tests  readings.  Only  10%  of  all  abnormal  Pap  tests,  or  0.4% 
(4/903)  of  all  the  Pap  tests,  were  reported  to  have  a high-grade 
squamous  intraepithelial  lesion  (HGSIL)  or  CIN  III.  There  was 
one  Pap  test  with  a reading  of  carcinoma-in-situ,  giving  an 
incidence  of  0.1%  or  1/1,000  women. 

However,  the  prevalence  of  cytopathologic  readings  changed 
over  this  period.  Before  1988  the  most  common  reading  was 
ASCUS,  listed  on  75%  of  abnormal  Pap  tests.  The  percent  of 
listing  of  ASCUS  fell  to  30.3%  of  all  abnormal  Pap  tests  after 
1991.  After  1991 , the  reading  “human  papilloma  virus  effect” 
appeared,  and  the  percent  of  LGSIL  readings  increased  and 
became  the  most  common  reading. 

In  the  women  with  abnormal  Pap  test  readings,  the  Pap  test 
often  returned  to  normal  after  months  without  treatment  (Table 
6).  Of  the  42  women  with  abnormal  Pap  test  readings,  23,  or 
over  half,  had  their  Pap  test  return  to  normal  in  a mean  of  19.98 
months  ± 19.3  months  without  treatment.  The  time  to  normalcy 
was  often  dictated  by  when  the  next  Pap  test  occurred.  Eight 
women  went  to  gynecologists  for  care  and  were  lost  to  follow-  ; 
up.  Eleven  had  surgical  treatment  for  the  abnormal  Pap  test; 
seven  of  these  had  cryotherapy,  and  these  women  all  had  subse- 
quent normal  Pap  tests  in  an  average  of  17.0  ± 8.5  months.  One 
woman  had  a hysterectomy  for  metrorrhagia,  and  three,  includ- 
ing the  one  with  CIS,  had  a conization. 

Discussion 

Rural  populations  often  have  trouble  with  access  and  ad- 
equate use  of  preventive  care.  The  Pap  test,  one  of  the  seem- 
ingly most  effective  screening  tests,  both  for  cost  and  personal 
consideration,  is  a preventive  test  that  may  be  difficult  for  ru- 
ral women  to  access.  Long-term  follow-up  of  a mobile  low- 
socioeconomic  population  to  determine  how  Pap  test  screen-  : 
ing  is  used  is  often  difficult.  Thus,  this  long-term  follow-up  of 
500  rural  women  and  their  Pap  tests  was  undertaken  to  assess 
the  prevalence  of  Pap  test  screening,  and  its  natural  history, 
especially  with  the  changes  of  Pap  test  cytopathologic  read- 


TABLE  2 

PREVALENCE  OF  PAP  TESTS  AND  AGE  AND  LENGTH  OF  TIME  IN  PRACTICE 


No.  of  Women 

Average  Age 

P value 

Average  No.  Years  in  Practice 

P value,  x2 

Total  - All  Women 

500  (100%) 

48.3  ± 20.8 

8.1  ± 5.7 

Women  who  had  Pap  tests 

300  (60%) 

48.1  ± 17.9 

9.7  ± 5.6 

Women  without  Pap  tests 

200  (40%) 

48.7  ± 24.4 

P=.751;  F=0.1 

5.6  ± 5.0 

P= 0.000,  F=70.0 

Women  in  practice  more  than  one  year 

412 

50.2  ± 20.5 

9.5  ± 5.2 

With  Pap  tests 

276  (67%) 

48.7  ± 17.8 

10.5  ± 5.2 

Without  Pap  tests 

136  (33%) 

53.2  ± 24.8 

P=.03,  F=4.45 

7.7  ± 4.7 

P= 0.000,  F=28.1 1 

With  Pap  test  within  three  years 

135  (32%) 

42.8  ± 16.0 

P=0.000,  F=6.9 

7.9  ± 5.7 

P=0.000,  F=1 1.38 
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ings  since  1988. 

Despite  physician  and  public  health  education,  not  every 
woman  ever  gets  a Pap  test,  much  less  a Pap  test  regularly.  In 
places  where  cost  may  not  be  an  issue,  such  as  an  HMO,  91 .5% 
of  women  had  a Pap  test  within  five  years.1  In  Finland,  where 
Pap  tests  are  free,  at  least  75%  of  women  have  a Pap  test  within 
three  years.1  In  public  health  department  data  from  Rhode  Is- 
land, 87%  of  all  women  had  a Pap  within  three  years,  but  only 
25%  of  older  women  (over  age  65)  had  been  screened  within 
three  years.3  Rural,  elderly,  and  socioeconomically  disadvan- 
taged women  may  have  poorer  screening  rates.  In  one  study  of 
socioeconomically  disadvantaged  elderly  women,  only  17% 
had  ever  had  a Pap  test.3  In  another  group  of  more  than  1 2,000 
women,  less  than  10%  of  elderly  women  had  a recent  Pap  test.2 
In  rural  areas,  only  67%  of  women  have  “ever  had”  a Pap  test.2 

In  this  population,  the  rate  of  Pap  test  screening  is  much 
lower  than  in  some  populations  and  close  to  that  of  other  rural 
areas.  Although  these  500  women  had  been  in  the  practice  an 
average  of  more  than  eight  years,  only  60%  of  the  500  women 
had  any  Pap  test  during  their  time  in  the  practice,  a rate  below 
the  67%  reported  for  “rural  women.”  Those  women  with  more 
years  in  the  practice  were  more  likely  to  have  had  a Pap  test. 
When  88  women  who  had  been  in  the  practice  only  one  year  or 
less  were  removed  from  the  analysis,  the  percent  of  women 
who  had  at  least  one  Pap  test  rose  to  67%.  If  only  the  number 
of  women  between  the  ages  of  18  and  65  is  considered,  the 
rate  of  having  a Pap  test  rises  only  to  69%.  Only  32%  of  these 
had  a Pap  test  within  three  years. 

It  is  possible  that  patients  were  lost  to  follow-up  and/or  had 
Pap  tests  elsewhere,  but  most  of  these  women  had  spent  a long 
time  in  the  practice,  using  the  residency  medical  center  as  their 
primary  care  facility. 

The  percent  of  elderly  women  over  age  65  in  this  practice 
was  24%  (n=l  20).  It  is  possible  the  low  overall  screening  rate 
was  caused  by  physician  and/or  patient  belief  that  older  women 
do  not  need  Pap  tests.  This  is  reflected  in  the  fact  that  women 
who  had  any  Pap  test  and  those  who  had  a Pap  test  within  three 
years  had  a younger  average  age.  Many  physicians  and  experts 
disagree  when  Pap  test  screening  may  end,  and  do  not  offer  or 
do  a screening  Pap  test  on  women  over  age  65,  75  or  85.  How- 
ever, even  when  these  women  over  age  65  were  removed  from 
the  analysis,  still  31%  of  women  never  had  a Pap  test  in  this 


TABLE  3 

PAP  TEST  INCIDENCE  AND  RESULTS  BY  AGE 


Age  18  to  65 

Age  >65 

No.  of  Women 

351 

120 

Had  no  Pap 

242  (69%) 

55  (45.8%) 

No  Pap  test  in  the  practice 

109  (31%) 

65  (54.2%) 

P= 0.000,  x2=  19.57 

Had  at  least  one  abnormal  Pap  test 

41  (17%) 

1 (2%) 

P= 0.07,  x2=7.243 

Had  only  normal  Pap  tests 

201  (83%) 

54  (98.%) 

office.  This  is  much  below  the  nation’s  average  and  similar  to 
that  in  other  rural  areas.  The  reasons  for  this  cannot  be  deter- 
mined by  this  study  but  need  investigation. 

In  this  group,  however,  the  Pap  test  screening  rate  for  older 
women  was  much  higher  than  in  other  older  populations  of 
women.  Forty-five  percent  of  women  over  age  65  who  had 
been  to  the  practice  for  longer  than  one  year  had  at  least  one 
Pap  test.  Younger  women  may  be  more  likely  to  have  Pap  tests. 
The  age  at  cessation  and  need  for  Pap  tests  in  the  elderly  is 
controversial.  Although  this  rate  is  better  than  in  some  other 
elderly  populations,  it  may  still  need  to  be  higher.  Whether  it 
is  access,  misinformation,  or  controversies  as  to  need  of  the 
Pap  test  in  the  elderly  that  is  the  problem  needs  to  be  exam- 
ined. However,  even  if  experts  believe  women  over  65  no  longer 
need  tests,  these  women  were  in  the  practice  one  to  20  years. 
All  of  them,  except  perhaps  those  over  age  85,  should  have 
had  a Pap  test  sometime.  That  so  many  never  had  a Pap  test  is 
very  concerning. 

More  abnormal  Pap  tests  occurred  in  younger  women.  The 
rate  of  abnormal  Pap  tests  (8.9%)  was  much  higher  than  other 
general  populations  (5%)  performed  in  1986  to  1990, 34  but 
lower  than  in  other  rural  populations.  In  one  rural  practice 
where  more  than  2,800  Pap  tests  were  examined,  there  was  an 
abnormal  Pap  test  rate  of  27%.'  In  that  rural  population  younger 
women  had  higher  abnormal  rates. 

A significantly  greater  percentage  of  younger  women  (17%) 
had  abnormal  Pap  tests;  all  but  one  abnormal  Pap  test  (41/42) 
occurred  in  women  under  age  65.  The  average  age  of  a woman 
with  even  one  abnormal  Pap  test  was  13  years  younger  than 
those  with  only  normal  Pap  tests. 

More  abnormal  Pap  tests  occurred  after  1991 . The  rate  of 
abnormal  tests  increased  significantly  from  before  1988 
(4.2%),  to  after  1991  (12.1%),  almost  tripling.  Although  the 
total  rate  of  abnormal  paps  was  high  (8.9%),  the  pre-1988  ab- 
normal Pap  rate  of  this  group  was  closer  to  that  done  in  the 
populations  studied  from  1986  to  1990  (5%).3  The  average 
age  of  women  who  had  Pap  tests  in  the  three  periods  in  this 
group  decreased  significantly  over  the  three  periods  from  52.8 
years  (before  1988)  to  43.4  years  (after  1991).  Younger  women 
are  more  likely  to  have  had  a Pap  test  and  to  have  had  an  ab- 
normal Pap  test.  This  may  be  one  reason  why  more  abnormal 
Pap  tests  were  found  after  1991 . 

Another  reason  for  the  increase  in  abnormal  Pap  tests  after 
1991  may  be  an  increase  in  HPV  readings,  none  of  which  oc- 
curred before  1991 . An  increase  in  HPV  infection  and  subse- 

TABLE  4 

AVERAGE  AGE  OF  WOMEN  WITH  ABNORMAL  PAP  TESTS 

No.  of  Patients  Average  Age  Standard  Deviation 

Only  normal  Pap  tests  258  49.9  17.5 

Any  abnormal  Pap  tests  42  36.5  12.5 

P= 0.000,  F=21 .78 
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TABLE  5 

PAP  TEST  RESULTS  BY  DATE  OBTAINED 


TABLE  6 

FOLLOW-UP  OF  ABNORMAL  PAP  TESTS 


Total  No.  (%)  Before  1988  1988-1991  1991-1997 

Total  Pap  tests  903  286  153  438 

Normal  Pap  tests  822  274  141  385 

Abnormal  Pap  tests  81  12(4.2%)  12(7.8%)  53(12.1%) 

P=0.001,  x2=13.7 

quent  LGSIL  and  HGSIL  readings  caused  by  HPV  may  ac- 
count for  this  increase  in  abnormal  and  increased  severity  of 
readings  after  1991. 

Younger  women  are  more  likely  to  have  infections  with 
HPVs,  and  this  reading  appeared  only  after  1 99 1 

Changes  in  cytopathologic  reading  after  1991  may  be  the 
cause  of  an  increase  in  abnormal  Pap  tests.  Findings  after  1991 
may  have  been  called  atypia  or  ASCUS,  and  after  1991  may 
have  been  called  something  different.  Out  of  8 1 abnormal  Pap 
tests,  75%  of  all  abnormal  tests  before  1991  had  the  reading 
ASCUS  but  only  30%  of  abnormals  had  ASCUS  as  a reading 
after  1991.  The  percent  of  LGSIL  readings  went  from  25%  of 
the  abnormal  tests  before  1991  to  42%  after  1991,  and  HGSIL 
from  8%  (one  reading)  before  1991  to  12%  afterwards.  Whether 
the  epidemic  HPV  infection,  other  infections  or  abnormalities 
that  occur  only  in  younger  women,  or  changes  in  cytopathologic 
readings  are  the  cause  of  the  increased  abnormalities  on  Pap 
test  readings  cannot  be  determined  here. 

It  is  encouraging  to  see  how  few  severe  abnormal  readings 
there  were  and  how  often  the  abnormal  readings  returned  to 
normal  without  treatment.  Other  studies  showed  that  out  of 
the  total  abnormal  Pap  tests,  80%  of  the  abnormalities  were 
LGSIL,  and  20%  were  HGSIL.3  Although  this  group  had  a 
higher  total  abnormal  rate,  had  a similar  ratio  of  LGSIL  (80%) 
to  HGSIL  (20%). 3 

Other  studies  have  found  a regression  rate  of  50%  to  95%. 1 
In  this  group,  23/42  (55%)  regressed  without  treatment  in  19 
months  and  another  seven  women’s  Pap  tests  (17%)  regressed 
to  normal  after  just  cryotherapy  in  17  months.  The  duration  to 
normalcy  was  not  determined  by  regular  Pap  tests;  these  women 
returned  for  repeat  Pap  tests  at  from  three  to  60  months.  A 
more  regular  follow-up  every  three  months  on  all  patients  might 
have  given  quicker  return  to  normal.  The  women  lost  to  fol- 
low-up might  have  also  returned  to  normal  and  may  increase  this 
rate  as  well.  A disturbing  fact  was  that  the  one  woman  with  CIS 
was  found  to  have  this  only  12  months  after  a normal  Pap  test. 

This  study  was  retrospective  and  noninclusive.  Only  data 
found  in  the  chart  were  analyzed;  added  Pap  tests  would  have 
increased  the  rates.  Pap  tests  might  have  been  done  elsewhere, 
although  few  other  centers  in  this  town  accept  Medicaid  and 
low-socioeconomic  patients.  Few  gynecologists  in  town  ac- 
cepted Medicaid,  which  comprises  85%  of  the  population’s 
insurance.  Pap  tests  might  also  have  been  done  in  our  office 
and  the  records  lost. 


42  women  with  abnormal  Pap  tests 

23  returned  to  normal  without  treatment 
8 went  to  gynecologists  and  were  lost  to  follow-up 
11  had  surgery 

7 had  cryotherapy  and  returned  to  normal 

1 had  hysterectomy 

3 had  conization  and  were  lost  to  follow-up 

These  women  were  chosen  as  having  the  first  500  num- 
bered charts  of  female  patients.  The  numbering  was  done  by 
date  of  entry  into  the  practice  without  relation  to  age,  race, 
family,  doctor,  medical  problem,  or  complaint.  These  charts 
were  most  likely  to  include  those  women  who  had  been  long- 
est in  the  practice,  and  who  thus  were  perhaps  older  than  the 
others  in  the  practice.  Perhaps  examining  charts  of  higher  num- 
ber, those  of  women  who  came  into  the  practice  later,  might 
have  produced  different  results.  Later-numbered  charts  might 
produce  a younger  population  with  perhaps  even  higher  ab- 
normality rates.  However,  we  thought  it  important  to  examine 
as  many  older  women’s  charts  as  possible. 

Finally,  the  number  of  women  with  abnormal  Pap  tests  was 
low,  making  a very  small  population  from  which  to  draw  con- 
clusions. Only  one  woman  with  cancer  was  discovered  in  these 
500  women  in  an  average  of  eight  years.  Much  larger  numbers  ] 
and  longer-term  follow-up  are  necessary  to  decide  if  these  sig- 
nificant trends  of  increasing  abnormalities  in  younger  women 
with  worsening  readings  continue. 

Conclusion 

In  this  rural  economically  disadvantaged  population  of 
women  who  had  been  seen  an  average  of  eight  years  at  best, 
69%  of  those  women  age  18  to  65  and  45%  of  women  over 
age  65  had  at  least  one  Pap  test.  This  is  significantly  lower 
than  in  other  large  groups  but  similar  to  figures  from  other 
rural  populations.  Abnormal  Pap  tests  were  significantly  more 
likely  to  occur  in  younger  women,  and  in  Pap  tests  taken  after 
1991 . The  cytopathologic  readings  were  similar  to  those  from 
other  groups — less  than  20%  HGSIL  or  worse,  and  only  one 
case  of  cancer — and  most  of  the  abnormal  readings  regressed  to 
normal  within  17  to  19  months,  with  or  without  treatment.  If 
Pap  tests  are  important,  then  the  reasons  for  their  non-use  should 
be  investigated,  and  the  long-term  follow-up  of  patients  with  these 
increasing  abnormal  tests  continued  over  the  next  decades. □ 
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Introduction 

Encephalitis  caused  by 
herpes  simplex  virus  (HSV) 
type  1 is  well  recognized,  and 
a high  index  of  suspicion  is 
usually  present  for  HSV  en- 
cephalitis in  patients  present- 
ing with  acute  onset  of  en- 
cephalopathy, focal  seizures, 
and  neurologic  deficits.  The 
cerebrospinal  fluid  (CSF) 
profile  and  the  presence  of 
focal  temporal  or  frontal  ab- 
normalities on  brain  magne- 
tic resonance  imaging  (MRI) 
scans  and  electroencephalogram  (EEG)  help  support  the  de- 
cision to  treat  with  intravenous  acyclovir.  Recently  HSV  type 
2 has  been  implicated  as  the  infectious  agent  in  recurrent 
benign  lymphocytic  meningitis.  We  encountered  a patient  with 
meningoencephalitis  caused  by  HSV  type  2.  Our  patient  il- 
lustrates the  variability  in  clinical  manifestations  of  HSV  type 
2 infections  in  the  central  nervous  system  (CNS). 

Case  Report 

After  a brief  attack  of  falling  to  the  ground,  a 55-year-old 
right-handed  white  woman  had  twitching  of  the  right  face 
and  jerking  of  the  right  arm,  and  was  unresponsiveness  to 
verbal  stimulation.  This  was  followed  by  inability  to  talk  ex- 
cept for  saying  “yes”  in  response  to  calling  her  name.  She 
was  evaluated  in  a local  emergency  room  where  she  had  an- 
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other  attack  of  right  upper 
extremity  jerking.  Exami- 
nation showed  right-sided 
weakness  and  aphasia.  A 
brain  CT  scan  was  normal. 
She  was  transferred  to  the 
Vanderbilt  University  Medi- 
cal Center  emergency  room 
where  she  had  another  epi- 
sode of  facial  twitching,  eyes 
blinking , and  unresponsive- 
ness lasting  one  minute.  She 
was  given  a phenytoin  load 
and  admitted  for  evaluation. 
The  family  and  the  patient  re- 
ported mild  confusion,  generalized  weakness,  and  unstea- 
diness, that  started  insidiously  three  weeks  before  admission. 

Past  medical  history  was  significant  for  hypertension, 
hypercholesterolemia,  myocardial  infarction,  pituitary  tumor 
operated  upon  twice  through  transsphenoidal  approach  in 
1973  and  1975,  and  a low-grade  B-cell  lymphoma  (follicu- 
lar center  cell,  small  and  large  cleaved  cell  type)  treated  with 
oral  chemotherapy  in  1992.  In  addition  she  had  three  epi- 
sodes of  herpes  zoster  of  the  anterior  chest  wall,  the  last  be- 
ing one  year  before  admission.  There  was  no  history  of  herpes 
genitalis  infection,  and  no  recent  herpes  labialis.  Medications 
included  hydrocortisone  10  mg  per  day,  enteric-coated  aspi- 
rin, gemfibrozil,  conjugated  estrogen,  amitriptyline,  enalapril, 
hydrochlorothiazide,  furosemide,  and  diazepam. 

The  initial  physical  examination  revealed  an  afebrile 
woman  in  no  acute  distress.  Her  general  physical  examina- 
tion was  negative.  There  was  no  neck  stiffness.  She  was 
drowsy,  but  easily  arousable.  Though  she  produced  no  spon- 
taneous speech,  she  followed  simple  commands,  but  was 
unable  to  name  objects,  repeat  a sentence,  read,  or  write.  The 
cranial  nerves  were  normal  except  for  flattening  of  the  right 
nasolabial  fold.  There  was  minimal  right  upper  extremity 


ABSTRACT 

Encephalitis  is  the  best  recognized  form  of  central  nervous 
system  (CNS)  infection  with  the  herpes  simplex  virus.  We 
present  a case  of  meningoencephalitis  with  a benign  course 
caused  by  herpes  simplex  virus  type  2.  The  patient  had  no 
focal  abnormalities  on  either  brain  magnetic  resonance  im- 
aging scan  or  electroencephalogram.  The  cerebrospinal  fluid 
profile  was  that  of  aseptic  meningitis,  with  a lymphocytic 
pleocytosis.  The  clinical  spectrum  of  herpes  simplex  infec- 
tions in  the  CNS  is  broad.  Specifically,  herpes  simplex  type  2 
can  cause  a benign  meningoencephalitis  with  scant  focal  find- 
ings, in  addition  to  the  known  encephalitis  and  more  recently 
recognized  benign  recurrent  lymphocytic  meningitis. 
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TABLE  1 

COURSE  OF  CEREBROSPINAL  FLUID  ANALYSIS 


White  Blood  Cells  % Mononuclear  Cells 


(cells/cu  mm) 

Day  1 

235 

100% 

Day  3 

335 

100% 

Day  10 

58 

100% 

Day  30 

2 

100% 

Red  Blood  Cells 

Protein 

Glucose 

(cells/cu  mm) 

(Tubes  1/4)* 

mg/dl 

mg/dl 

154/11 

252 

62 

35 

196 

52 

4 

43 

56 

462/53 

46 

64 

* Cell  count  was  requested  on  the  first  and  the  last  tube  on  days  1 and  30. 


weakness.  Muscle  stretch  reflexes  were  normal  and  symmetri- 
cal, but  the  right  plantar  response  was  extensor. 

The  WBC  count  was  8,400/cu  mm,  hematocrit  30%,  and 
platelet  count  was  normal.  Electrolyte,  BUN,  and  creatinine 
levels  were  normal,  and  the  ESR  was  3 1 mm/hr.  Urine  toxicol- 
ogy screen  was  negative.  Electrocardiogram  and  chest  x-ray 
were  unremarkable.  She  had  negative  antinuclear  antibodies, 
rheumatoid  factor,  and  unreactive  HIV  testing.  The  CSF 
analysis  revealed  235  WBC/cu  mm,  elevated  protein  of  252 
mg/dl,  with  a normal  glucose  (Table  1),  and  negative  cytol- 
ogy. Flow  cytometry  indicated  the  lymphocytes  in  the  CSF 
were  reactive  T-cell  lymphocytes.  CSF  stains  (gram,  acid  fast, 
india  ink)  and  cultures  (bacterial,  mycobacterial,  fungal,  vi- 
ral) were  all  negative.  Viral  antibodies  to  herpes  simplex,  lym- 
phocytic choriomeningitis,  mumps,  measles,  or  varicella  were 
not  detected  in  the  CSF,  and  CSF  angiotensin  converting  en- 
zyme activity  was  absent.  A CSF  sample  was  sent  for  poly- 
merase chain  reaction  (PCR)  test  for  HSV.  MRI  of  the  brain 
was  normal  as  was  the  EEG.  The  table  shows  the  course  of 
CSF  analysis.  CSF  cytology,  stains,  and  cultures  were  re- 
peated, and  remained  negative.  The  CSF  polymerase  chain 
reaction,  requested  on  CSF  from  day  3 for  both  HSV  1 and  2, 
was  positive,  identifying  HSV  type  2.  The  PCR  primer  set 
used  was  one  that  amplifies  a 149-bp  product  from  glyco- 
protein B,  and  detects  both  HSV  types.1 

Acyclovir  was  started  at  10  mg/kg  IV  every  eight  hours. 
No  seizures  occurred  after  administration  of  phenytoin,  and  the 
morning  after  admission  she  was  alert  and  completely  oriented. 
Her  spontaneous  speech  was  normal  except  for  tangentiality 
and  circumstantiality.  She  had  difficulty  repeating  a sentence 
and  reading,  and  her  short-term  memory  was  poor.  Her  right 
nasolabial  fold  remained  flattened,  her  gait  was  unsteady,  and 
she  needed  considerable  assistance  to  walk.  She  improved 
gradually  over  the  10  days  after  admission,  without  further 
seizures.  Acyclovir  was  continued  for  1 0 days.  At  the  time  of 
discharge,  12  days  after  admission,  she  had  no  significant 
residual  language  deficits,  and  could  walk  independently  with 
minimal  residual  unsteadiness.  After  30  days  the  CSF  was 
normal,  and  follow-up  neurologic  examinations  one  month 
and  eight  months  after  admission  were  completely  normal. 


Discussion 

The  best  recognized  CNS  infection  with  the  HSV  is  en- 
cephalitis, considered  the  most  common  and  most  serious 
form  of  acute  encephalitis.2  In  adults  this  is  usually  due  to 
type  1 infections,  and  in  neonates  type  2.  Most  patients  have 
fever  and  headache,  seizures,  confusion,  and  variable  de- 
pression of  the  level  of  consciousness.  The  EEG  is  almost 
always  abnormal,  showing  focal  slow  activity  or  periodic 
complexes.3  The  MRI  shows  focal  abnormalities  in  most 
patients,  with  a predilection  for  basal  frontal  and  temporal 
localization.4  Most  patients  suffer  sequelae,  even  with  early 
treatment.5 

In  adults  a lymphocytic  meningitis  is  known  to  occur  at 
times  with  the  initial  type  2 herpes  genitalis  infection.6-7  More 
recently,  benign  recurrent  lymphocytic  meningitis  (“Mollaret’s 
recurrent  meningitis”)  has  been  ascribed  to  type  2 HSV,  most 
often  in  the  absence  of  genital  infection. x Polyradiculitis  and 
myelitis  or  radiculomyelitis  can  also  be  caused  by  herpes  sim- 
plex type  2,  in  conjunction  with  the  primary  genital  infection, 
and  more  often  in  immunocompromised  patients.7,9  Most 
patients  with  recognized  herpes  simplex  type  2 meningitis 
do  not  exhibit  focal  CNS  signs.7 

Our  patient  presented  symptoms  of  a mild  encephalitis, 
with  CSF  findings  of  aseptic,  lymphocytic  meningitis.  The 
main  focal  manifestation  was  three  seizures  having  right-sided 
clonic  activity  and  a postictal  aphasia  and  hemiparesis.  The 
seizures  were  easily  controlled,  and  after  recovery  from  the 
postictal  state,  the  residual  neurologic  deficits  were  minor 
except  for  unsteadiness.  Investigation  with  MRI  and  EEG 
failed  to  identify  the  focal  deficits  expected  in  the  usual  HSV 
type  1 encephalitis.  Thus  this  patient  had  features  of  both  the 
meningitis  of  HSV  type  2 and  an  attenuated  form  of  the  en- 
cephalitis of  HSV  type  1 . It  is  possible  that  she  was  immuno- 
suppressed  as  a result  of  her  corticosteroid  replacement 
therapy  and  her  past  history  of  lymphoma.  Thus  she  may 
have  had  a more  aggressive  form  of  infection  than  is  usually 
seen  with  HSV  type  2. 

It  is  of  interest  that  our  patient  did  not  have  a positive 
culture  for  herpes.  It  has  been  found  that  unlike  initial  infec- 
tions culture  is  usually  negative  in  recurrent  CNS  infection 
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with  HSV  type  2. 6 Since  this  patient  was  seen  only  after  the 
occurrence  of  seizures,  she  may  have  had  a previous  asymp- 
tomatic infection.  Clearly  the  PCR  was  the  test  that  provided 
the  diagnosis.  The  PCR  has  become  the  test  of  choice  for 
confirming  a suspected  HSV  infection.110  The  specificity  of 
the  PCR  test  is  excellent.1  In  addition,  the  PCR  differentiates 
types  1 and  2 herpes.11 

Our  patient  recovered  completely  with  treatment,  although 
the  role  of  acyclovir  in  her  recovery  is  unknown.  Most  pa- 
tients with  lymphocytic  meningitis  have  a benign  course  with- 
out treatment,  although  some  anecdotal  reports  suggest 
that  treatment  may  shorten  the  clinical  course.1213  Since 
treatment  with  acyclovir  is  associated  with  limited  adverse 
reactions,  and  HSV  infections  can  involve  the  CNS  paren- 
chyma and  nerve  roots,  it  is  advisable  to  administer  therapy 
early  in  the  clinical  course,  particularly  in  immunocom- 
promised individuals. □ 


References 

1.  Lakeman  FD,  Whitley  RJ,  and  the  National  Institute  of  Allergy  and  Infectious  Diseases 
Collaborative  Antiviral  Study  Group:  Diagnosis  of  herpes  simplex  encephalitis:  application  of  poly- 
merase chain  reaction  to  cerebrospinal  fluid  from  brain-biopsied  patients  and  correlation  with  dis- 
ease. J Infect  Dis  171:857-863,  1995. 

2.  Adams  RD,  Victor  M:  Principles  of  Neurology,  ed  5.  New  York,  McGraw-Hill.  1993,  p 652. 

3.  Dutt  MK.  Johnston  IDA:  Computed  tomography  and  EEG  in  HSV  encephalitis:  their  value  in 
diagnosis  and  prognosis.  Arch  Neurol  39:99-102,  1982. 

4.  Schrolh  G.  Gawehn  J,  Thron  A,  et  al:  Early  diagnosis  of  herpes  simplex  encephalitis  by  MRI. 
Neurology  37:179-183,  1987. 

5.  Whitley  RJ,  Alford  CA,  Hirsch  MS,  et  al:  Vidarabine  versus  acyclovir  therapy  in  herpes 
simplex  encephalitis.  N Engl  J Med  314:144-149,  1986. 

6.  Bergstrom  T,  Vahlne  A,  Alestig  K,  et  al:  Primary  and  recurrent  herpes  simplex  virus  type  2 
induced  meningitis.  J Infect  Dis  162:322-330,  1990. 

7.  Rubeiz  H,  Roos  RP:  Viral  meningitis  and  encephalitis.  Semin  Neurol  12:165-177,  1992. 

8.  Tedder  DG,  Ashley  R,  Tyler  KL.  et  al:  HSV  infection  as  a cause  of  benign  recurrent  lympho- 
cytic meningitis.  Ann  Intern  Med  121:334-338,  1994. 

9.  Koskiniemi  M,  Farkkila  M,  Vaheri  A:  Clinical  spectrum  of  neurological  herpes  simplex 
infection.  Acta  Neurol  Scand  87:325-328,  1993. 

10.  Puchhammer-Stockl  E,  Popow-Kraupp  T,  Heinz  FX.  et  al:  Establishment  of  PCR  for  the 
early  diagnosis  of  herpes  simplex  encephalitis.  J Med  Virol  32:77-82,  1990. 

1 1.  Shoji  H,  Koga  M,  Kusuhara  D,  et  al:  Differentiation  of  herpes  simplex  virus  1 and  2 in 
cerebrospinal  fluid  of  patients  with  HSV  encephalitis  and  meningitis  by  stringent  hybridization  of 
PCR-amplified  DNA s,.  J Neurol  241:526-530,  1994. 

12.  Cohen  BA,  Rowley  AH,  Long  CN:  Herpes  simplex  type  2 in  a patient  with  Mollarel’s 
meningitis:  demonstration  by  polymerase  chain  reaction.  Ann  Neurol  35:1 12-116,  1994. 

13.  Bergstrom  T,  Alestig  K:  Treatment  of  primary  and  recurrent  herpes  simplex  virus  type  2 
induced  meningitis  with  acyclovir.  Scand  J Infect  Dis  22:239-240,  1990. 


Physicians  Beware! 


i 

| Promptly  Send  Address  Changes  to  BME 


Each  year  at  license  renewal  time,  many  physicians  never  get  a renewal  form  because  they  forgot  to  notify  the  Board  of  Medical 
Examiners  about  their  office  relocation.  Don’t  get  caught  in  this  trap  and  have  the  BME  administratively  revoke  your  license!  Once 
revoked,  you  will  spend  lots  of  time  and  attorney's  fees  getting  reinstated.  Use  this  form  to  report  address  changes: 

Old  Address 

Name  

Address 

Address 

City/State/Zip 


L 


New  Address 

Address  ___ 

Address  

City/State/Zip 

Phone  Fax  

E-Mail  Address  Effective  Date  of  New  Address 


Copy  this  form  and  send  by 
“return  receipt  requested”  mail  to: 

Tennessee  Board  of  Medical  Examiners 
426  Fifth  Avenue  North,  First  Floor 
Nashville,  TN  37247-1010 


Then, send  a copy  to: 

Tennessee  Medical  Association 
PO  Box  120909 
Nashville,  TN  37212-0909 
or  fax  it  to  TM A at  (61 5)  383-591 8 


Tennessee  Medicine  ~ May,  1998 


185 


The  Journal 


V anderbilt  Morning  Reports 

Adult-Onset  Still’s  Disease 


Case  Report 

An  18-year-old  white  man  was  transferred  to  the  Vander- 
bilt University  Medical  Center  from  a Cookeville,  Tenn., 
hospital  for  further  evaluation  of  a fever  of  unknown  origin. 
He  had  been  healthy  until  three  months  earlier  when  he  de- 
veloped a transient  migratory  polyarthritis  with  morning  stiff- 
ness that  resolved  over  several  weeks,  leaving  him  symptom 
free  for  a month.  Two  months  before  admission  he  devel- 
oped sinusitis  for  which  he  saw  a physician.  After  a few  days 
of  amoxicillin  therapy,  he  developed  a pink,  macular  rash 
over  his  trunk  and  proximal  extremities;  the  patient  was 
switched  to  oral  cefaclor  for  the  remaining  seven  days  of  treat- 
ment. The  rash  did  not  resolve  and  the  patient  again  devel- 
oped arthralgias  and  myalgias  of  his  pelvic  and  shoulder 
musculature.  The  arthralgias  and  myalgias  again  resolved 
over  the  next  few  weeks,  but  a few  weeks  before  admission 
he  developed  chills,  night  sweats,  and  daily  fevers  to  103°F. 
He  was  admitted  to  the  hospital  for  work-up  of  an  unrelated 
possible  right  molar  abscess.  Antibiotic  treatment  with  doxy- 
cycline,  ceftazidime,  vancomycin,  and  clindamycin  resulted 
in  no  improvement.  He  was  sexually  active  with  a single  part- 
ner. He  had  no  recent  travel  history,  tick  bites,  or  pets  at  home. 
His  paternal  grandmother  had  myasthenia  gravis  and  his  pa- 
ternal grandfather  rheumatoid  arthritis  beginning  at  age  19. 

The  patient  was  well  developed  and  nourished,  with  a 
blood  pressure  of  1 10/80  mm  Hg,  a regular  pulse  of  80/min, 
respiratory  rate  12/min,  and  temperature  102°F.  His  physical 
examination  was  otherwise  remarkable  for  a palpable  spleen 
tip  and  a diffuse  salmon-colored  evanescent  macular  rash  on 
his  thighs  and  forearms,  with  readily  reproducible  dermato- 
graphism  on  his  back. 

Significant  laboratory  abnormalities  included  a WBC 
count  of  20,000/cu  mm  with  a left  shift,  hematocrit  33%, 
AST  78  IU/L  (11-47  normal),  LDH  1 ,700  U/L(3 1 0-620  nor- 
mal), ESR  77  mm/hr  (<  10  normal),  and  ferritin  3,100  ng/ml 
(10-300  normal).  Urine  culture,  and  serial  blood  cultures  grew 
nothing.  He  had  negative  HIV,  ANA,  RA,  and  monospot  tests. 
His  chest  x-ray  was  normal,  and  a sinus  CT  was  unremark- 
able. An  abdominal  CT  revealed  splenomegaly.  Upon  arrival 
at  Vanderbilt  Hospital,  the  differential  diagnosis  was  broad, 
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and  included  occult  infection,  neoplasm,  and  rheumatologic 
disorders.  All  antibiotics  were  discontinued  and  the  patient 
had  eight  serial  blood  cultures  that  were  negative.  Based  on 
the  exclusion  of  infectious,  neoplastic  or  other  rheumatic  dis- 
eases, he  was  diagnosed  with  Still’s  disease,  satisfying  all 
four  of  the  major  criteria  (fever  of  39°C,  arthralgia,  typical 
rash,  and  neutrophilic  leukocytosis),  as  well  as  all  four  mi- 
nor criteria  (sore  throat,  lymphadenopathy  or  splenomegaly, 
liver  dysfunction,  negative  RF  and  ANA).  He  improved  and 
was  discharged  on  high-dose  aspirin  and  indomethacin. 

Discussion 

Still’s  disease  is  a variant  of  juvenile  rheumatoid  arthritis 
and  is  a systemic  inflammatory  illness  with  joint  involve- 
ment. It  was  initially  described  by  G.  F.  Still  in  1897  as  a 
disorder  affecting  22  children.  Since  Bywaters’  description 
of  17  young  women  with  a systemic  form  of  juvenile  rheu- 
matoid arthritis  in  1971,  over  300  cases  have  been  reported.1 
It  is  a rare  disorder  with  an  incidence  of  1 per  100,000  per- 
sons worldwide.  Its  occurrence  is  equally  divided  between 
men  and  women,  and  it  has  an  irregular  association  with  vari- 
ous HLA  serotypes.  The  exact  etiology  is  unknown,  but  it  is 
hypothesized  to  be  related  to  genetic  predisposition,  circu- 
lating immune-complexes,  and  possibly  viral  infections.2 
Clinical  symptoms  include  a high  fever  and  typical  rash.  The 
fever  is  usually  higher  than  39°C,  spiking  once  a day  in  the 
evening  or  night  and  then  falling  to  below  normal  in  97%  of 
cases.  Typically,  a salmon  pink  macular  or  maculopapular 
evanescent  rash  is  found  on  the  trunk  and  proximal  extremi- 
ties and  most  often  is  observed  with  the  fever  spike.  Typi- 
cally seen  at  presentation  are  an  aseptic,  non-exudative 
pharyngitis  and  weight  loss  of  more  than  10  lb.  Arthralgias 
are  always  present,  and  usually  increase  in  intensity  during 
the  fever  spike.  Myalgias  are  less  common.  Arthritis  and  ar- 
ticular involvement  generally  affect  the  knees,  wrists,  ankles, 
and  elbows.  Lymphadenopathy  is  commonly  seen,  with  mo- 
bile and  slightly  tender  nodes,  splenomegaly,  and  hepato- 
megaly. Pleuritic  pain,  sometimes  incapacitating,  is  common 
and  is  a manifestation  of  pleural  or  pericardial  effusions,  or 
pneumonitis.3 

Although  there  are  no  pathognomonic  laboratory  abnor- 
malities, many  nonspecific  findings  increase  the  index  of 
suspicion.  For  this  disease,  an  elevated  erythrocyte  sedi- 
mentation rate  is  present  in  virtually  every  patient,  as  is  leuko- 
cytosis with  a WBC  count  greater  than  15,000/cu  mm  with 
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neutrophilia  (both  mature  and  juvenile  forms).  Elevation  of 
any  of  the  liver  function  tests  (especially  transaminases)  of- 
ten occurs,  and  there  is  usually  a striking  increase  in  serum 
ferritin.4  Tests  for  antinuclear  antibodies  and  rheumatoid  fac- 
tor are  usually  negative. 

Radiography  is  nonspecific;  any  affected  joint  may  be 
normal  or  may  demonstrate  soft-tissue  swelling  or  peri- 
articular osteopenia.  With  time,  cartilage  narrowing  or  cor- 
rosion is  detected  in  the  majority  of  cases.5 

There  are  several  working  classifications  for  diagnosing 
the  disease,  consisting  of  major  and  minor  criteria.  The  reader 
is  referred  to  the  cited  reference  for  a detailed  discussion.6 
Still’s  disease  is  usually  treated  with  non-steroidal  anti-in- 


flammatory drugs  or  steroids.  The  long-term  prognosis  is 
fairly  good,  with  self-limited  monocyclic  disease  in  25%  of 
patients,  intermittent  polycyclic  disease  in  another  25%,  and 
chronic  persistently  active  disease  in  the  remaining  50%  of 
the  patient  population.7 
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Acute  Cytomegalovirus  Hepatitis 
With  Systemic  Lupus  Erythematosis 


Case  Report 

A 35-year-old  woman  with  an  eight-year  history  of  sys- 
temic lupus  erythematosis  was  transferred  from  a local  hos- 
pital for  persistent  fever  and  pancytopenia.  Two  weeks  ear- 
lier, she  had  seen  her  local  physician  for  five  days  of  fever, 
chills,  malaise,  dyspnea,  and  progressive  anorexia.  She  had 
been  treated  empirically  with  oral  antibiotics  for  bronchitis. 
Because  of  continued  daily  fevers  to  104°F  she  was  admitted 
to  the  hospital  and  treated  with  cefotaxime,  as  well  as  high- 
dose  IV  corticosteroids  for  a possible  lupus  exacerbation. 
Despite  intensive  therapy,  she  remained  febrile,  but  without 
new  symptoms  or  positive  cultures.  She  developed  subse- 
quent pancytopenia,  and  was  transferred  to  Saint  Thomas 
Hospital.  Her  only  symptoms  were  persistent  chills,  anorexia, 
and  nausea.  She  denied  rash,  arthralgias,  headache,  or  other 
localizing  symptoms.  Her  medications  at  transfer  included 
prednisone,  azathioprine,  chloroquine,  and  cefotaxime  IV. 

Physical  examination  on  arrival  revealed  a well-developed 
woman  in  no  acute  distress.  Her  temperature  was  101. 9°F, 
heart  rate  120/min,  blood  pressure  1 17/70  mm  Hg,  respira- 
tions 20/min.  She  had  a well-demarcated  shallow  ulcer  on 
her  hard  palate.  Her  lungs  were  clear  and  heart  rate  regular 
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without  murmurs.  Her  abdomen  was  benign  including  no 
evidence  of  hepatosplenomegaly.  There  was  no  joint  disease 
or  rash.  Laboratory  data  showed  a WBC  count  of  800/cu  mm 
(nl  3,900  to  9,800),  hematocrit  29.7%  (nl  36  to  44),  platelets 
2 1 ,000/cu  mm  (nl  1 40,000  to  440,000),  INR  1 .3,  PTT  39  sec 
(nl  25  to  33),  total  bilirubin  3.0  mg/dl  (nl  0.2  to  1 .3),  alkaline 
phosphatase  544  IU/L  (nl  38  to  126),  SGOT  437  IU/L  (nl  1 1 
to  47),  and  ANA  <1:40.  Urinalysis  was  remarkable  for  3+ 
protein.  Chest  x-ray  was  unremarkable. 

Because  of  a concern  that  the  patient  might  have  a gas- 
trointestinal or  pulmonary  source  for  her  fever,  she  was  treated 
broadly  with  piperacillin  and  doxycycline.  Azathioprine  and 
chloroquine  were  discontinued  because  of  concerns  about 
drug  toxicity.  The  patient  remained  febrile  to  104.8°F  with 
pancytopenia.  An  abdominal  CT  scan  showed  mild  spleno- 
megaly, a 2-cm  low-density  liver  lesion,  and  no  evidence  of 
abdominal  adenopathy.  A bone  marrow  biopsy  demonstrated 
mild  myeloid  hypoplasia,  dyserythropoiesis,  and  non- 
necrotizing granulomas.  Special  stains  for  infectious  agents 
were  negative.  Serologic  studies  for  acute  histoplasmosis, 
blastomycosis,  and  EBV  were  negative,  as  was  cytomegalo- 
virus (CMV)  urine  antigen  assay,  but  her  serum  CMV  IgM 
was  positive  and  IgG  was  negative.  A liver  biopsy  taken  at 
open  laparotomy  demonstrated  a single  Cowdry  body,  a CMV 
inclusion,  in  a periportal  hepatocyte  with  neutrophil  migra- 
tion, confirming  the  diagnosis  of  CMV  infection.  Treatment 
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with  ganciclovir  was  initiated,  and  after  four  days  she  be- 
came afebrile  and  her  cell  counts  returned  to  normal. 

Discussion 

Cytomegalovirus  (CMV)  is  a highly  transmissible  herp- 
esvirus with  a worldwide  distribution.  Forty  percent  to  1 00% 
of  adults  are  infected  by  the  fourth  decade  of  life.1  Transmis- 
sion may  occur  perinatally  or  through  personal  contacts  in- 
volving saliva,  blood,  or  sexual  contact.  The  significance  of 
CMV  infection  depends  largely  on  the  immune  status  of  the 
host.  While  the  majority  of  primary  infections  in  immuno- 
competent persons  are  asymptomatic,  approximately  8%  of 
adults  have  a heterophile  negative  mononucleosis-like  syn- 
drome, characterized  by  high  and  protracted  fever,  malaise, 
myalgias,  atypical  mononuclear  cells,  and  cholestatic  hepa- 
titis.2 Also,  a few  reports  of  severe  and  often  fatal  primary 
CMV  infections  have  been  reported  in  immunocompetent 
patients,  in  which  the  lungs,  liver,  and  brain  are  most  fre- 
quently involved. 

In  immunocompromised  patients  with  transplanted  organs 
or  AIDS,  the  incidence  of  active  CMV  is  significantly  in- 
creased/ The  severity  of  CMV  infection  in  these  patients,  whe- 
ther from  primary  or  reactivated  disease,  is  more  pronounced 
and  more  often  fatal.  Further,  severe  CMV  infections  have 
been  described  in  patients  receiving  immunosuppressive 
therapy  for  rheumatologic  diseases.  Evidence  suggests  that 
steroid  therapy  alone  does  not  increase  this  population’s  risk 
for  developing  active  CMV,  but  cytotoxic  therapy  does.4 

Hepatic  involvement  of  CMV  in  adults  was  initially  de- 
scribed as  a component  of  the  mononucleosis-like  syndrome 
with  mild  transaminase  elevation.5  Typically,  with  this  syn- 
drome symptoms  are  self-limiting  and  resolve  within  six 
weeks.  CMV  may  also  cause  liver  involvement  and  jaundice 
as  the  predominant  feature,  in  which  typical  histology  of  liver 
biopsies  shows  a nonspecific  mononuclear  cell  infiltrate  in 
portal  areas,  often  with  focal  infiltrates  in  the  parenchyma 
and  sinusoids.  Unlike  CMV  infections  in  other  tissue,  the 
pathognomonic  intranuclear  inclusions,  or  Cowdry  bodies, 
are  almost  never  found  in  liver  tissue  of  immunocompetent 
adults.  These  intranuclear  inclusions,  however,  have  been 
observed  in  liver  tissue  of  immunocompromised  adults  and 
neonates,6  and  confirm  active  infection. 

Diagnosis  of  CMV  in  an  acute  illness  is  important  because 
early  therapy  may  be  life-saving  in  severe  cases.  The  diagno- 
sis can  be  made  directly  from  tissue  or  indirectly  by  serol- 
ogy. Serologic  diagnosis  is  based  upon  the  demonstration  of 
convalescent  IgG  seroconversion,  or  more  expeditiously  by 
the  presence  of  IgM  antibodies.  New  IgM  enzyme-linked 
immunosorbent  assays  are  highly  useful,  with  a sensitivity  of 
50%  to  90%,  and  may  be  positive  for  up  to  four  to  five  months 
after  acute  infection. 

Decisions  regarding  treatment  of  CMV  infections  depend 


on  the  immunocompetence  of  the  infected  host  and  the  se- 
verity of  the  infection.  Current  recommendations  for  antivi- 
ral therapy  with  either  ganciclovir  or  foscarnet  include  only 
infections  in  immunosuppressed  patients.3  These  recommen- 
dations are  due  primarily  to  the  benign  course  of  CMV  infec- 
tions in  the  majority  of  immunocompetent  hosts  and  to  the 
toxicity  of  the  antiviral  agents.  Retrospective  data  in  severe  CMV 
infections  of  immunocompetent  adults  suggests,  however,  that 
therapy  may  be  beneficial.3  In  a series  of  34  cases  involving 
potentially  life-threatening  infection  in  immunocompromised 
adults,  the  mortality  rate  was  approximately  45%.  In  this 
study,  the  ten  patients  with  isolated  CNS  disease  survived  with 
or  without  antiviral  treatment,  whereas  only  nine  of  24  patients 
with  other  organ  disease,  primarily  hepatitis,  and  pneumonia 
survived.  Of  these,  five  of  six  treated  with  recommended  an- 
tiviral therapy  lived,  as  opposed  to  a mortality  of  22%  in  the 
untreated  patients.  This  demonstrates  that  both  rapid  diagnosis  ; 
and  early  initiation  of  appropriate  therapy  can  be  beneficial 
in  the  immunocompetent  patient  with  severe  CMV  disease. □ 
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HELP  FOR  PHYSICIANS 


The  Tennessee  Medical  Foundation  Physicians  Health  Peer 
Review  Committee  assists  doctors  who  are  suffering  from 
the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic 
for  physicians.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians 
who  have  special  expertise  in  these  areas,  some  from  per- 
sonal experience.  Effective  treatment  for  these  illnesses  is 
achieved  most  easily  when  the  disease  or  illness  is  detected 
early.  The  Committee  urges  family,  friends,  and  associates 
to  avoid  misguided  sympathy  which  enables  a physician’s 
impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  in  Nashville  at 
(615)  665-2516.  Telephone  message  service  available 
around  the  clock. 
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Diabetes  Control  in  Tennessee 


Lazette  Lawton,  MS,  CHES 


Background 

The  burden  of  diabetes  is  increasing  in  Tennessee,  which 
has  the  second  highest  age-adjusted  prevalence  rate  among 
U.S.  adults.* 1  Emerging  demographic  trends  are  contributing 
in  part  to  this  increase,  such  as  a growing  middle-aged  and 
senior  population  and  higher  numbers  of  individuals  from 
high-risk  minority  groups.  Blacks  in  particular  are  dispro- 
portionately affected  by  diabetes,  with  adult  prevalence  rates 
twice  that  of  whites  in  Tennessee.2  Lifestyle  factors,  such  as 
physical  inactivity,  smoking,  and  high-fat  diets,  are  also  con- 
tributing to  the  increase  in  diabetes  rates. 

Diabetes  Prevention  and  Control  Program 

In  order  to  address  this  burgeoning  chronic  disease  and  its 
sequelae,  the  Centers  for  Disease  Control  and  Prevention 
(CDC)  entered  into  a partnership  with  the  Tennessee  Depart- 
ment of  Health  in  1994  to  establish  the  Diabetes  Prevention 
and  Control  Program  (DCP).  The  DCP  strategies  for  reduc- 
ing the  burden  of  diabetes  in  Tennessee  fall  into  three  gen- 
eral categories:  (1)  Defining  and  monitoring  the  burden  of 
diabetes  in  Tennessee  through  state-based  surveillance  ac- 
tivities. (2)  Developing  and  implementing  new  approaches 
to  reduce  the  burden  of  diabetes  through  health  systems,  com- 
munity mobilization,  and  health  communications.  (3)  Coor- 
dinating existing  resources  and  efforts  to  reduce  the  burden 
of  diabetes. 

Statewide  Diabetes  Coalition 

The  three  major  functions  of  the  DCP  are  supported  by  a 
statewide  coalition  composed  primarily  of  medical  profes- 
sionals from  the  private  and  public  sectors,  academicians, 
and  public  health  policy  staff.  The  coalition  is  chaired  by 
Rodney  Lorenz,  MD,  Vanderbilt  Diabetes  Research  and 
Training  Center. 

Diabetes  Medical  Record  Form 

One  of  the  coalition’s  recent  projects  was  the  develop- 
ment of  a diabetes  patient  management  tool.  This  one  page 
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medical  record  chart  contains  recommended  intervals  for 
examinations,  laboratory  examinations,  immunizations,  and 
patient  education.  To  date,  over  20,000  records  have  been 
distributed  to  family  practice  physicians  throughout  the  state. 
Other  states  have  requested  copies  of  the  form  as  a model  for 
diabetes  patient  management.  The  University  of  Tennessee 
at  Jackson  Family  Practice  Residency  Program  is  conduct- 
ing an  evaluation  of  the  form. 

Type  2 Diabetes  in  Adolescents 

The  DCP  is  also  supporting  research  into  the  emergence 
of  a form  of  type  2 diabetes  among  black  adolescents  in  the 
southwestern  region  of  the  state.  These  data  will  be  used  in  a 
World  Health  Organization  project. 

New  Insurance  Coverage  for  Diabetes 
Education  and  Supplies 

This  year,  two  pieces  of  legislation — one  Tennessee-spe- 
cific and  the  other  for  Medicare  beneficiaries — go  into  effect 
to  increase  the  amount  of  coverage  for  diabetes  education 
and  supplies.  As  of  January  1,  1998,  Tennessee  requires  all 
new,  renewed,  or  rewritten  health  insurance  policies  to  cover 
insulin  and  oral  hypoglycemic  agents,  blood  glucose  moni- 
tors and  test  strips,  lancets  and  syringes,  visual  reading  and 
urine  test  strips,  insulin  pumps,  infusion  devices  and  attach- 
ments, podiatric  appliances,  glucagon  emergency  kits,  and 
injection  aids.3 

In  addition  to  supplies,  outpatient  self-management  train- 
ing and  medical  nutrition  counseling  are  covered.  This  edu- 
cation may  be  provided  by  physicians,  nurses,  dietitians, 
pharmacists,  or  other  professionals  with  expertise  in  diabe- 
tes management.  The  patient’s  physician  decides  whether 
supplies  or  education  are  necessary.  For  non-insulin-using 
patients,  test  strips  are  limited  to  an  average  of  50  per  month. 

Although  the  Tennessee  law  does  not  change  current  Medi- 
care coverage,  as  of  July  1,  1998  Medicare  coverage  is  ex- 
panding to  be  similar  to  Tennessee’s  coverage.4  This  is  sig- 
nificant because  Medicare  currently  pays  only  for  glucose 
monitors  and  test  strips  for  insulin-using  individuals.  The 
expanded  coverage  will  include  these  supplies  to  all  indi- 
viduals with  diabetes,  as  deemed  appropriate  by  the  patient’s 
physician.  Another  significant  change  will  be  coverage  for 
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self-management  training  services.  Like  the  Tennessee  law, 
this  education  must  be  prescribed  by  the  patient’s  physician 
and  provided  in  an  outpatient  facility  by  a “certified  provider.” 
Details  regarding  times  when  Medicare  will  pay  for  these 
services  are  being  developed. 

Public  Health  Training 

In  anticipation  of  increased  demand  for  diabetes  educa- 
tion, the  DCP  is  conducting  diabetes  updates  for  public  health 
nurses  and  nutritionists  this  spring.  The  update  will  increase 
local  heath  departments’  capacity  to  address  diabetes. 

TennCare 

A recent  study  by  First  Mental  Health  Inc.5  demonstrated 
the  ability  of  managed  diabetes  care  to  decrease  inpatient 
admissions.  The  study  found  inpatient  admissions  due  to  dia- 
betes decreased  47%  since  the  implementation  of  TennCare. 
Diabetes  inpatient  admissions  dropped  to  2.63  per  1,000 
member  years  in  1996  from  4.96  admissions  in  1993  under 
Medicaid.  This  study  was  conducted  to  help  examine  the 
quality  of  treatment  provided  to  the  TennCare  population 
suffering  from  diabetes,  and  is  based  on  the  premise  that  a 
person  with  diabetes  who  works  regularly  with  a medical 


The  Fine  Needle  Aspiration  Biopsy  Clinic 

Suite  2500,  The  Village  at  Vanderbilt  • 1500  21st  Avenue  South  • Nashville,  Tennessee 


Offers  a minimally  invasive,  cost-effective  diagnostic  technique  in  an  outpatient  setting 

Samples  any  superficial,  palpable  lesion  including  those  of  breast,  thyroid, 
salivary  gland,  lymph  node  and  subcutaneous  sites 

Staffed  by  attending  physicians  with  fellowship  training 

in  Cytopathology 

Final  reports  issued  within  24-48  hours,  with  the  option  of 
an  immediate  preliminary  diagnosis 

Appointments  may  be  scheduled  Monday  through  Friday,  8:00  a.m.  until  4:30  p.m. 


For  appointments  or  additional  information  call:  (615)  322-2721 


© Vanderbilt  University  Medical  Center  Department  of  Pathology 
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provider  will  have  better  control  over  the  disease,  resulting 
in  fewer  hospitalizations. 

Future  Strategies 

Within  the  next  few  months  the  National  Diabetes  Educa- 
tion Program,  a joint  initiative  sponsored  by  CDC  and  the 
National  Institutes  of  Health,  will  be  introduced.  The  initia- 
tive will  compliment  the  objectives  of  the  DCP  by  promoting 
the  message  that  diabetes  is  common,  serious,  costly,  and 
controllable.  In  Tennessee,  the  DCP  will  utilize  a variety  of 
strategies  and  partners,  including  health  care  providers,  to 
disseminate  this  message.  These  efforts  will  also  benefit  from 
the  involvement  of  more  lay  community  leaders.  The  DCP  is 
looking  forward  to  working  with  these  broader-based  groups 
to  significantly  reduce  the  burden  of  diabetes  in  Tennessee. 

For  more  information  about  any  of  the  DCP’s  projects, 
including  the  medical  record  form,  call  6 15-741 -0394. □ 
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Adversity  does  not  discriminate*.. 
Protect  yourself  and  your  employees. 

Examine  the  best  group  long  term 
disability  coverage  for  physicians  and  staff. 

The  TMA  Association  Insurance  Agency  is  now  offering  the 
leading  group  long  term  disability  protection  available  — the 
“Income  Protection  Plan”  for  medical  practices  with  two  or 
more  doctors;  and  a separate  long  term  disability  plan,  the 
“Salary  Continuance  Plan”  for  medical  clinic  employees. 

We  believe  these  two  plans  offer  the  best  group  disability 
insurance  value  available  for  your  premium  dollars. 

For  a competitive  quote  and  complete  plan  information,  give  us  a call  today  at 

423-629-2400  or  toll  free  at  1-800-347-1109. 


■ Long  Term  Income  Protection  Plan 

for  physicians  and  administrators 

• Provides  his/her  specialty  definition  of 
disability 

• Up  to  $15,000  of  monthly  benefit  for  larger 
practices 

• Offers  a choice  of  plans:  the  non-integrated 
no  offset  plan  or  a percent  of  salary  plan 
with  potential  integration 

• Contractual  HIV+/Hepatitis  B benefit 
option 

• Elimination  period  satisfied  with  total  or 
partial  disability,  with  no  minimum  period  of 
total  disability  required 

• Benefits  payable  to  age  65  or  beyond,  based 
upon  age  when  disability  commences 

• Only  four  rate  increases  in  38  years 

Underwritten  By: 

Continental  Casualty  Company 

OVA 

For  All  the  Commitments  You  Make® 


■ Long  Term  Salary  Continuance  Plan 

for  medical  clinic  employees 

• A broad  definition  of  total  disability 

• Minimum  payments  for  loss  of  limb(s)  or  sight, 
whether  or  not  disability  persists 

• Insured  W-2  income  — thus  covering  overtime 
earnings  and/or  bonus 

• 3-month  survivor  benefit 

• Minimum  benefit  based  on  10%  of  monthly 
benefit  or  $100  whichever  is  greater 

• A 24-month  own-occupation  provision  is 
included 

• Only  one  rate  increase  in  38  years 

Recommended  and  Sponsored  By: 


THE  TMA  ASSOCIATION  INSURANCE  AGENCY,  INC. 
1089  Bailey  Avenue  • Chattanooga,  Tennessee  37404 
1-800-347-1109  • (423)  629-2400  • Fax  (423)  629-1109 
E-mail:  tma@assoc-admin.com 


News  and  Views 


TMA  Alliance  Report 


TMAA — Building  a Healthier  Tennessee 

The  Tennessee  Medical  Association  Alliance  (TMAA)  is 
celebrating  a year  of  achievement.  We  are  “Physician  spouses 
dedicated  to  the  health  care  of  Tennesseans”  and  are  allies  of 
the  physicians  in  the  Tennessee  Medical  Association.  Evidence 
is  everywhere  that  this  was  accomplished  in  the  1997-98  year. 
Members  in  every  organized  county  alliance  have  worked  dili- 
gently to  improve  the  health  of  fellow  Tennesseans. 

The  Fall  Board  Meeting  (Update  ’97),  held  in  Murfreesboro 
in  September,  emphasized  leadership  training,  camaraderie, 
problem  solving,  achievement,  and  fun.  A special  optional  Lead- 
ership Seminar  featuring  Marj  Flemming  was  held  in  conjunc- 
tion with  Update  ’97.  Registration  was  opened  to  members, 
guests,  and  potential  members  of  TMAA.  We  encouraged  other 
community  leaders  to  attend.  TMAA  members  often  have  lead- 
ership roles  in  the  workplace,  community  and  schools.  All  par- 
ticipants were  informed  and  energized. 

Every  constituent  county  alliance  was  asked  to  participate 
in  the  primary  health  initiative  in  the  national  SAVE  (Stop 
America’s  Violence  Everywhere)  and  SAVE-A-Shelter  pro- 
grams. Almost  every  local  alliance  enthusiastically  endorsed  this 
very  significant  health  issue  by  choosing  a project  most  appropri- 
ate and  necessary  in  their  community.  They  held  showers  for 
shelters,  raised  funds,  and  made  financial  donations  to  shelters; 
they  donated  time  and  labor  to  establishing  shelters  for  victims 
of  domestic  abuse.  In  Knoxville,  the  October  meeting  featured 
a victim  of  domestic  violence  telling  her  story  about  living  in 
an  abusive  home,  and  5,000  more  safety  cards  were  printed 
for  distribution  in  medical  offices.  Scott  County  provided  much 
needed  new  carpeting  for  their  SAVE-A-Shelter  project. 
Davidson  County  participated  in  the  week-long  observance  of 
the  YMCA’s  “Week  Without  Violence”  in  October.  Most  coun- 
ties distributed  the  very  popular  “Hands  are  NOT  for  Hitting” 
placemats  to  second  grade  children.  The  children  loved  draw- 
ing their  hands  on  the  mats  and  then  discussing  positive  ways 
to  use  their  hands.  They  most  often  mentioned  “hugging,  clap- 
ping, and  drawing.”  Gov.  Don  Sundquist  declared  October  8, 
1997,  SAVE  Today. 

Other  important  health  projects  were  breast  and  prostate  can- 
cer awareness  programs.  A grant  from  the  Southern  Medical 
Association  Auxiliary  (SMAA)  made  it  possible  to  purchase 
another  breast  model  for  teaching  breast  self-examination.  This 
model  was  made  available  to  all  county  alliances  for  local  pro- 
grams. Many  health  programs  sponsored  by  alliances  across  the 
state  were  for  members  and  the  community.  Alliances  reached 
many  women  with  this  life-saving  information.  Through  the  ef- 
forts of  Nancy  Prater  TMAA  won  second  prize  for  this  project 
at  the  SMAA  convention  in  November. 

County  alliances  sponsor  other  health  projects  in  their  com- 
munities. These  include  fund-raising  for  scholarships  and 
local  health-related  philanthropies,  assisting  with  the  Grow- 
ing Healthy  Program  in  schools,  teaching  AIDS  prevention 
classes,  vision  and  hearing  screening  in  the  schools,  and  many 
others.  The  Youth  Health  Workshops  held  in  Rutherford  and 
Henry-Carroll  Counties  are  major  projects  that  reach  hundreds 


of  Tennessee  youth.  Dynamic  speakers  relate  to  students  the 
important  consequences  of  choices  made  every  day  by  teens — 
while  offering  appropriate  and  positive  alternatives.  TMAA  is 
most  appreciative  to  TMA  for  essential  financial  assistance  with 
most  of  these  efforts. 

TMAA  continues  to  lead  all  states  in  fund-raising  for  AMA 
Education  and  Research  Foundation.  These  funds  provide  much 
needed  resources  to  medical  schools  for  medical  excellence, 
student  assistance,  and  research.  This  is  an  important  contribu- 
tion to  the  future  of  medicine.  The  Holiday  Sharing  Card  is  still 
the  most  popular  and  effective  method  of  AMA-ERF  fund-rais- 
ing. The  1997  Holiday  Sharing  Card,  titled,  “The  Future  Be- 
longs to  the  Children,”  was  created  by  Dr.  Zachary  Rosenberg, 
a Memphis  otolaryngologist.  TMAA  also  encourages  physician 
families  to  direct  large  donations  to  their  favorite  medical  school 
via  AMA-ERF.  These  tax-deductible  gifts  assist  in  maintaining 
the  high  standards  of  medical  education  and  research  from  one 
generation  of  physicians  to  another.  This  is  an  important  contri- 
bution to  the  future  of  medicine. 

Legislative  Affairs  continues  to  be  one  of  TMAA’s  most 
important  areas  of  concern.  Many  Alliance  members  partici- 
pate in  TMA  Legislative  Alerts.  Several  county  alliances  co- 
hosted with  the  corresponding  medical  society  a Legislative 
Reception  in  the  county.  TMAA  members  participated  in  the 
TMA  Legislative  Summit  in  Nashville  in  January.  TMAA 
members  will  participate  in  the  bus  trip  to  Nashville  in  March 
for  a statewide  Legislative  Reception.  Members  are  encour- 
aged to  be  a key  legislative  contact  with  their  representa- 
tives, and  to  sign-up  for  grassroots  communication  through 
the  AMA.  We  continue  to  identify  and  recruit  Alliance  mem- 
bers skilled  in  political  and  legislative  action  to  actively  sup- 
port TMA’s  political  and  legislative  goals  through  grassroots 
political  action. 

Membership  continues  to  be  a focus  of  the  TMAA.  The  Al- 
liance needs  the  membership  and  support  of  all  physician  : 
spouses,  who  are  welcomed  and  encouraged  to  be  a part  of  the 
TMAA.  We  must  emphasize  the  benefits  of  membership — as  in 
our  uniqueness.  Our  goal  this  year  was  to  reinstate  lost  mem- 
bers and  to  emphasize  retention  as  well  as  recruitment.  Mem- 
bership provides  the  opportunity  to  serve  others  and  to  belong 
to  a group  with  common  goals  and  concerns.  Together  mem- 
bers have  an  unlimited  potential  to  share  talent  and  have  a posi- 
tive effect  on  the  health  needs  of  our  state.  TMAA  is  pleased  to 
welcome  a new  alliance,  Coffee  County  Medical  Society,  which 
was  organized  in  November  and  now  has  2 1 members.  The  presi- 
dent is  Tokeii  Ordiway. 

In  June  the  TMAA  will  join  alliances  from  across  the 
United  States  in  Chicago  to  celebrate  this  year  of  achieve- 
ment under  the  leadership  of  our  own  Johnnie  Amonette,  AMAA 
President. 

TMAA  is  blessed  with  strong  leadership  on  all  levels. 
Members  have  a love  for  and  loyalty  to  this  valuable  organi- 
zation. We  are  the  proactive  volunteer  voice  of  the  TMA  pro- 
moting the  good  health  of  Tennesseans  and  supporting  the 
family  of  medicine.  TMAA  is  proud  to  work  with  the  TMA 
for  our  common  goal  of  “Building  a Healthier  Tennessee.” 

Nancye  E.  Hines 

TMA  Alliance  President 
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In  Memoriam 


Joseph  I.  Garcia  Jr.,  MD,  age  82.  Died  March  14,  1998.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Knoxville  Academy  of  Medicine. 

H.  Hammond  Pride,  MD,  age  74.  Died  March  2,  1998.  Gradu- 
ate of  New  York  University  School  of  Medicine.  Member  of 
Knoxville  Academy  of  Medicine. 

Paul  Eve  Wylie,  MD,  age  88.  Died  February  18,  1998.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Consolidated  Medical  Assembly  of  West  Tennessee. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennesssee  Medical  Association. 

BEDFORD  COUNTY  MEDICAL  SOCIETY 

David  V.  Martini,  MD,  Shelby ville 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Richard  J.  Bowers,  DO,  Chattanooga 
Gary  A.  Brunvoll,  DO,  Chattanooga 
Teri  Brunvoll,  DO,  Hixson 
William  D.  Craig,  DO,  Chattanooga 
Scott  D.  Hodges,  DO,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Karen  Kaufman-Codjoe,  MD,  Jackson 
Amanda  M.  Reiter,  MD,  Huntingdon 
Jonathan  D.  Ruby,  MD,  Selmer 
Michael  A.  Saridakis,  MD,  Jackson 
William  A.  Wray,  MD,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Jack  T.  Adcock,  DO,  Crossville 
Jill  M.  Wallner,  MD,  Crossville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Earl  E.  Breazeale  Jr.,  MD,  Maryville 
Peter  J.  Campbell,  MD,  Knoxville 
Jeffrey  R.  Dell,  MD,  Knoxville 
Robert  K.  Dickson,  MD,  Knoxville 
Christine  L.  Gale,  MD,  Knoxville 
John  B.  Irwin,  MD,  Knoxville 
Paul  H.  Johnson,  MD,  Knoxville 
Mary  G.  Kaplan,  MD,  Knoxville 
James  L.  Ogrodowski,  MD,  Knoxville 
Cameron  J.  Sears,  MD,  Knoxville 
Scott  T.  Smith,  MD,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Judith  L.  Hoover,  MD,  Morristown 

NASHVILLE  ACADEMY  OF  MEDICINE 

Jonathan  C.  Nesbitt,  MD,  Nashville 
Emily  W.  Ward,  MD,  Nashville 


NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

John  B.  Clendenin,  MD,  Union  City 
Robin  M.  Floyd,  MD,  Martin 

ROANE-ANDERSON  COUNTY  MEDICAL  SOCIETY 

Rebecca  L.  Foust,  MD,  Oak  Ridge 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

John  R.  Hovious  III,  MD,  Bristol 
Christopher  D.  McKinney,  MD,  Kingsport 
Harland  D.  Simpson,  MD,  Kingsport 
Richard  D.  Vatt,  DO,  Kingsport 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Thomas  L.  Gautsch,  MD,  Gallatin 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Phyllis  S.  Atwell,  MD,  Banner  Elk,  NC 
Mark  W.  Chang,  MD,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Thomas  A.  Wohl,  MD,  Franklin 


Personal  News 


Felix  R.  Tormes,  MD,  Gallatin,  has  been  appointed  Chief,  Ortho- 
pedic Department,  Naval  Hospital,  Pensacola,  and  will  be  on 
active  duty  as  an  orthopedic  surgeon  and  naval  flight  surgeon. 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  February,  1998.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Harvey  Asher,  MD,  Nashville 
Benjamin  L.  Beatus,  MD,  Memphis 
Raymond  M.  Brewer,  MD,  Collierville 
Glenn  S.  Buckspan,  MD,  Nashville 
Mark  M.  Carpenter,  MD,  South  Pittsburg 
David  B.  Elias,  MD,  Chattanooga 
Francis  A.  Goswitz,  MD,  Oak  Ridge 
Sophia  J.  Hendrick,  MD,  Maryville 
Charles  I.  Huddleston,  MD,  Knoxville 
John  G.  Huff,  MD,  Nashville 
H.  Kenneth  Johnson,  MD,  Newport 
Eugene  L.  Kavanagh,  MD,  Morristown 
Fernando  T.  Miranda,  MD,  Madison 
Robert  C.  Murray  Jr.,  MD,  Nashville 
Robert  E.  Palmer  IV,  MD,  Memphis 
Margret  W.  Rhinehart,  MD,  Spencer 
Alanson  R.  Spalding,  MD,  Jackson 
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TMA  Board  of  Trustees  Meeting  Minutes 


The  following  is  a summary  of  actions  taken  by  the  Board  of 
Trustees  of  the  Tennessee  Medical  Association  at  its  regular 
first  quarter  meeting  held  in  conjunction  with  the  TMA  Leader- 
ship Summit  in  Nashville,  January  24,  1998. 

THE  BOARD: 

State  Appointment.  Agreed  to  submit  the  names  of  Drs. 
Charles  W.  White  Sr.,  Lexington;  Robert  E.  Clendenin  Jr.,  Union 
City;  and  Hugh  Francis  Jr.,  Memphis,  to  the  Commissioner  for 
consideration  of  appointment  to  the  Board  of  Medical  Examin- 
ers (West  Tennessee  representation). 

Tennessee  Physician’s  Quality  Verification  Organization, 
LLC.  Appointed  Dr.  Barrett  F.  Rosen  to  serve  as  the  substitute 
agent  representing  the  Tennessee  Medical  Association,  and 
adopted  a resolution  of  ownership  in  the  TPQVO. 

TN  Council  on  Medical  Specialty  Societies.  Agreed  to  draft 
a resolution  petitioning  the  TMA  House  of  Delegates  to  grant 
delegate  seating  in  the  TMA  House. 

Committee  on  Continuing  Medical  Education.  Agreed  to 
restructure  the  accreditation  fee  for  1998  to  $1,000  for  survey 
fee  plus  actual  surveyors’  expenses  and  a $500  annual  fee  for 
each  accredited  institution. 

Nominating  Committee.  Appointed  the  following  physi- 
cians to  serve  on  the  1 998  Nominating  Committee:  East  Tennes- 
see: Drs.  Clark  E.  Julius,  Knoxville;  Donald  B.  Franklin,  Chat- 
tanooga; Robert  C.  Patton,  Kingsport.  Middle  Tennessee:  Drs. 
Reuben  Bueno,  Nashville;  Fred  Ralston  Jr.,  Fayetteville;  Subhi 
Ali,  Waverly.  West  Tennessee:  Drs.  John  W.  Hale,  Union  City; 
Donald  T.  McKnight,  Jackson;  and  Mack  A.  Land,  Memphis. 

TMA  Committees  for  1998.  Appointed  members  to  serve 
on  each  of  the  TMA  Committees  for  a two-year  term. 

Quarterly  Reports.  Received  quarterly  reports  from  TMA 
Physician  Services,  Inc.,  Tennessee  Medical  Foundation,  Ten- 
nessee Delegation  to  the  AMA,  IMPACT,  TMA  Alliance,  and 
SVMIC. 

Tennessee  Medical  Education  Fund,  Inc.  Agreed  to  sub- 
mit the  names  of  Drs.  William  L.  Hickerson,  Memphis,  and  Nat 
E.  Hyder  Jr.,  Johnson  City,  for  consideration  of  appointment  to 
the  TMEF  Board  of  Directors. 

IMPACT.  Reconfirmed  the  following  members  of  the 
IMPACT  Board  of  Directors:  Drs.  David  K.  Garriott,  Kingsport; 
Clark  E.  Julius,  Knoxville;  William  E.  Rowe,  Chattanooga;  Fred 
Ralston  Jr.,  Fayetteville;  Ronald  E.  Overfield,  Nashville;  Charles 
T.  Womack,  Cookeville;  James  D.  King,  Selmer;  John  W.  Hale, 
Union  City;  Richard  M.  Pearson,  Memphis;  and  TMA  Alliance 
Representative,  Mrs.  Annabel  Woodall. 

Distinguished  Service  Award.  Unanimously  named  Rever- 
end G.  Scott  Morris,  MD,  Memphis,  as  the  recipient  of  the  1998 
TMA  Distinguished  Service  Award. 

Community  Service  Award.  Confirmed  the  recommenda- 


tion of  the  TMA  Communications  and  Public  Relations  Com- 
mittee and  agreed  to  present  the  Community  Service  Award  to 
the  following  Nominees:  Crittenton  Services,  Inc.  (Nashville 
Academy  of  Medicine);  Judge  James  Cotten  Jr.  (Scott  County 
Medical  Society);  and  Les  Passees  Children’s  Services,  Inc. 
(Memphis  Shelby  County  Medical  Society). 

Remote  Area  Medical  Request.  Agreed  to  support  physi- 
cians who  provide  volunteer  health  care  in  states  in  which  they 
do  not  have  a license  in  their  attempt  to  secure  license  waivers. 

1998  Budget.  Approved  the  Finance  Committee’s  recom- 
mendation for  a budget  of  $3,029,000  in  1998. 

Chief  Executive  Officer.  Unanimously  approved  a continu- 
ing employment  agreement  with  Mr.  Donald  H.  Alexander  as 
the  CEO  of  the  TMA. 


Board  of  Medical  Examiners 


Minutes  - January  1998 

Name:  Hilary  Linder,  MD  (Memphis) 

Violation:  Unprofessional,  dishonorable,  or  unethical  con- 
duct; overprescribing;  improper  prescribing  practices. 

Action:  License  placed  on  probation  for  three  years;  assessed 
civil  penalty  of  $5,000;  DEA  license  restricted  for  one  year, 
cannot  prescribe  schedule  I & II  drugs;  mandated  continuing 
education  course. 

Name:  Kumaralingham  Nagalingam,  MD  (Middlesboro,  KY) 
Violation:  Disciplinary  action  by  Kentucky  Medical  Board 
for  felony  conviction. 

Action:  License  revoked;  assessed  civil  penalty  of  $100. 

Name:  William  A.  Omohundro  II,  MD  (Sequatchie) 

Violation:  Disciplinary  action  taken  by  New  York  Depart- 
ment of  Health. 

Action:  Per  agreed  order,  license  placed  on  probation  for  six 
months;  assessed  civil  penalty  of  $2,000. 

Name:  Steven  L.  Watkins,  MD  (Chattanooga) 

Violation:  Unprofessional,  dishonorable,  or  unethical  con- 
duct; habitual  intoxication. 

Action:  Per  agreed  order,  license  placed  on  probation  for  two 
years;  assessed  civil  penalty  of  $500. 


Tennessee  Medicine  Policy 

Tennessee  Medicine  publishes  the  actions  of  the  Board  of  Medi- 
cal Examiners  directly  from  the  Department  of  Health’s 
monthly  sunshine  notice.  TMA  policy  calls  for  Tennessee  Medi- 
cine to  print  corrections,  retractions,  or  case  updates  as  they 
are  received  from  the  Department  of  Health.  Physicians  whose 
case  results  are  overturned  or  modified  by  either  the  Board  of 
Medical  Examiners  or  final  judicial  action  may  request,  through 
appropriate  supporting  documentation,  that  Tennessee  Medi- 
cine print  an  update  in  the  next  possible  publication. 


Tennessee  Medicine  - May,  1998 


194 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of 
CME  should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 

[hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

July  13-17  2 1 st  Contemporary  Clinical  Neurology — Hilton  Head 

Island,  SC 

July  30-Aug  2 Diagnostic  Radiology/Medical  Imaging — Jackson 
Hole,  WY 

Aug  12-15  Pulmonary  Critical  Care  Emergency  Medicine  Update — 
Destin,  FL 

Aug  13-14  Endoscopic  Sinus  Surgery 
: Sept  25-26  Stroboscopy  Findings  & Voice  Intervention 
Oct.  8-10  4th  Neonatology  Symposium — Williamsburg,  VA 

. Dec.  4-5  24th  High-Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-82 1 1 MCN,  Nashville,  TN  37232,  Tel.  (6 1 5) 
322-4030. 


University  of  Tennessee 


Continuing  Education  Schedule 


June  4-5 
June  15-16 
Aug  3-8 
Sept  21-22 
Sept  24-25 
Nov  20 


Memphis 

1998  General  Surgery  Update 
Advanced  Pediatric  Life  Support  Provider  Course 
Contemporary  Issues  in  Obstetrics  and  Gynecology 
Pediatric  Advanced  Life  Support  Provider  Course 
29th  Memphis  Conference  on  the  Newborn 
Pediatric  Advanced  Life  Support  Recertification 
Course 


Chattanooga 

June  10-13  Family  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  ofTennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and  depart- 
ments in  the  medical  school  to  allow  practicing  physicians  to  par- 
ticipate in  the  service’s  activities  for  a period  of  one  day  to  one 
week.  This  program  provides  an  opportunity  for  physicians  to  study 
in  depth  for  a specified  period.  The  schedule  of  activities  is  indi- 
vidualized in  response  to  the  physician’s  request  by  the  partici- 
pating department.  The  experience  includes  conferences,  ward 
rounds,  audiovisual  materials  and  contact  with  patients,  residents 
and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recognition 
Award,  AAFP,  and  Continuing  Education  Units  from  Meharry 
Medical  College.  Application:  For  information  contact  Henry  A. 
Moses,  Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical 
College,  1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615) 
327-6235. 


Inhouse/Hospitalist  Opportunities 


Team  Health  currently  has  opportunities 
available  for  Inhouse/Hospitalist  Physicians  in 
Knoxville  and  Sevierville.  Applicants  must  be 
Internal  Medicine  Residency  trained  and  BC/BE. 
Team  Health  is  a patient-focused,  physician-led 
group  that  credits  its  success  to  teamwork, 
integrity  and  innovation. 

• Excellent  Compensation 

• Paid  Malpractice  Insurance 

• Flexible  Scheduling 

• Paid  On-Call  Time 


For  more  information  about  these  opportunities, 
call  Terri  Hancock  at  800-909-8366 
or  fax  jour  CV  to  423-539-8008, 


TEAM 

HEALTH 


Right  Team,  Right  Now. 


www.  team-health,  com 
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PICTURESQUE 
NORTHEASTTENNESSEE 
PRIMARY  CARE  POSITIONS  AVAILABLE 

Peace  and  serenity  are  still  available  in  some  parts  of  the  country  and  NE  Tennessee  is  one  of  them.  All  positions  are 
located  within  a 20-mile  radius  of  each  other  and  all  have  the  same  beauty  of  gorgeous  mountains  and  lakes.  We  offer 
an  excellent  lifestyle  and  wonderful  outdoor  activities  for  the  whole  family.  We  have  a very  progressive  program  of 
education  with  a University  and  Medical  School  located  in  the  heart  of  the  Tri-Cities  area.  Population  is  57,000  and  a 
service  area  of  over  100,000. 

#1  An  already  established,  two-physician  practice  looking  to  add  three  BC/BE  primary  care  physicians  to  their  prac- 
tice over  the  next  18  months.  Positions  can  be  filled  by  FP,  IM,  or  IM/Peds  physicians.  Income  guarantee  plus 
incentives. 

#2  Need  one  to  two  BC/BE  Family  Physicians  to  join  a group  of  six  already  established  Family  Practice  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  excellent  benefits,  plus  incentives.  Call  schedule  a real  plus! 

#3  Large,  highly  respected,  1 1 -physician  Internal  Medicine  Group  seeking  BC/BE  IM  physician  to  practice  general  IM 
in  their  office  practice.  Excellent  compensation  package  with  benefits.  New  office  building.  Great  opportunity!  The 
call  schedule  is  a plus,  giving  you  an  excellent  quality  of  life. 

#4  One  Family  Practice  and  two  IM  physicians  in  private  practice  seeking  BC/BE  FP  physician  to  join  their  group. 
Ground  has  been  broken  for  new  office  building.  Income  guarantee  plus  incentives. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact:  Anne  Helvey, 
Director  of  Physician  Services.  Telephone:  (423)  854-5805  or  Fax  CV  to  (423)  854-2872. 


a new  career  course  doesn't 
have  to  feel  like  re-discovering  the  New  World. 
Staff  Care  keeps  the  adventure  of  LOCUMS 
exciting  without  the  fear  of  getting  lost  in  the  shuffle, 
ad  the  industry  with  our  national  medical  staffing 
and  confidently  guide  our  physicians  with  expe- 
rienced personnel  dedicated  to  service  and  satisfaction. 

nformatjjon  gbout  our  LOCUM  TENENS  call: 

800.685.2272 

Midwest  & Eastern 
Destinations 

800.211.4971 

Destinations 

http://www.locumsnet.com 
PLACE  J-t  OR  H-J  PHYSICIANS 


CAA 

Carolyn  Avery  & 
Associates,  Inc. 

♦ Physician  and/or 
Staff  Consulting 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 

♦ Employee  Handbooks 

POB  1 5901 2 • Nashville,  TN  3721 5-9012 

(615)383-6321  • Fax  (61 5)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment” 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for  each 
additional  word.  Count  as  one  word  all  single  words,  two  initials 
of  a name,  single  numbers,  groups  of  numbers,  hyphenated 
words,  and  abbreviations.  Advertisers  may  utilize  a box  number 
for  confidentiality,  if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this  box  in 
an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd 
month  preceding  the  desired  month  of  publication,  and  will  be 
subject  to  approval.  No  phone  orders  will  be  accepted.  Pay- 
ment must  accompany  order.  Each  listing  will  be  removed  after 
its  first  publication  unless  otherwise  instructed.  Fee-for-service 
agency  advertisements  are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


POSITION  WANTED 

EXPERIENCED  PHYSICIAN  seeks  part-time  office  practice  in  Gen- 
eral Medicine  in  West  or  Middle  Tennessee.  References  on  request. 
Available  on  short  notice.  Please  call  (601)  342-6315. 


PHYSICIANS  WANTED 

BC/BE  UROLOGIST  NEEDED  IN  NORTHEAST  TENNESSEE— 

Immediate  opening.  A safe,  family-oriented  community,  located 
in  the  beauty  of  the  mountains  and  lakes,  with  year  round  out- 
door activities  available  for  the  whole  family.  Ranked  one  of  the 
most  desirable  areas  of  the  country  to  live.  Service  area  is 
57,000.  Compensation  will  be  discussed,  along  with  guarantee 
period  and  incentives.  For  more  information  and  confidential 
consideration,  please  call:  Anne  Helvey,  Director  of  Physician 
Services,  Telephone:  (423)  854-5805  or  fax  CV:  (423)  854-2872. 


BC/BE  PHYSIATRIST  NEEDED  IN  NORTHEAST  TENNESSEE— 

Immediate  opening  for  a BC/BE  Physical  Medicine  and  Rehabili- 
tation physician  to  serve  as  Medical  Director  of  a 60-bed  Physi- 
cal Medicine  and  Rehabilitation  Hospital.  A safe,  family-oriented 
community,  located  in  the  beauty  of  the  mountains  and  lakes, 
with  year  round  outdoor  activities  available  for  the  whole  family. 
Ranked  one  of  the  most  desirable  areas  of  the  country  to  live. 
Service  area  is  100,000.  Competitive  salary  and  benefits.  For 
more  information  and  confidential  consideration,  please  call: 
Anne  Helvey,  Director  of  Physician  Services,  Telephone:  (423) 
854-5805  or  fax  CV:  (423)  854-2872. 


VASCULAR/GENERAL  SURGERY— BC/BE  general  surgeon 
with  vascular  fellowship  training  needed  to  join  established, 
board  certified,  general/vascular  surgeons  in  northeast  Tennes- 
see. Excellent  lifestyle  opportunities  for  the  whole  family.  With 
our  many  lakes  and  mountains  we  offer  boating,  water  skiing, 
snow  skiing,  fishing  and  hunting.  We  offer  a very  progressive 
program  of  education  with  a University  and  Medical  School  lo- 
cated in  the  heart  of  the  Tri-Cities  area.  For  additional,  confiden- 
tial information  please  contact:  Anne  Helvey,  Director  of  Physician 
Services,  Telephone:  (423)  854-5805  or  fax  CV:  (423)  854-2872 


OB/GYN,  FAMILY  PRACTITIONER,  PEDIATRICS  PHYSICIANS— 

If  you’re  interested  in  a fulfilling  and  rewarding  career  in  an  urban 
ambulatory  health  care  setting,  please  send  us  your  resume.  Ex- 
cellent compensation  package,  fantastic  hours,  must  have  current 
TN  license,  DEA  certification,  and  local  hospital  privileges.  Mail 
your  resume  to  Memphis  Health  Center,  Inc.,  360  E.H.  Crump  Blvd., 
Memphis,  TN  38126. 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  a physician 
staffing  group  located  in  Knoxville,  Tennessee,  has 
full-  or  part-time  opportunities  available  in  rural 
emergency  departments  in  Tennessee,  Kentucky,  Virginia 
and  Georgia.  Physicians  who  have  completed  a residency 
in  Emergency  Medicine  or  a Primary  Care  specialty  with 
Emergency  Medicine  experience  will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid  malprac- 
tice insurance. 

For  more  information,  fax  your  CV 

to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

1-800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 


Team  Health 

has 

Immediate  EM  Opportunities 

Team  Health’s  Emergency  Medicine  Division 
currently  has  both  full-  and  part-time  opportunities 
in  greater  Chattanooga,  Knoxville,  Nashville  and 
Tri-Cities. 
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Introduction 


Now  and  Later 

Russ  Miller,  Sr.  Vice-President 
Communications  & Membership 

Any  other  time,  I would  be  talking  about  those  candies  that  yank  out  fill- 
ings, but  for  now  I am  referring  to  the  publication  that  you  hold  in  your  hands. 

The  following  pages  of  Tennessee  Medicine  contain  the  TMA  Annual  Re- 
port and  Reference  Source.  This  is  a new  project  for  the  association  in  our  ongo- 
ing struggle  to  keep  the  membership  informed  of  all  the  projects  and  services 
made  available  due  to  your  support  of  organized  medicine. 

They  tell  us  that  the  information  age  was  supposed  to  make  it  easier  for  all 
of  us  to  communicate  better,  faster,  cheaper  and  more  effectively.  In  many  ways 
that  prophecy  has  come  to  pass.  But  with  increased  abilities  and  methods  come 
just  as  many  choices,  and  therein  lies  a problem. 

TMA’s  membership  continues  to  grow,  as  many  medical  membership  orga- 
nizations are  loosing  the  battle  of  attrition.  But  the  only  way  to  maintain  and 
increase  membership  consistently  is  to  keep  them  informed  and  involved.  With 
today’s  multitude  of  options  by  which  our  6,800+  members  choose  to  commu- 
nicate and  stay  informed,  TMA  has  a difficult  time  reaching  everyone  all  the 
time. 

To  provide  you  with  a concise  compilation  of  our  activities  for  the  member- 
ship over  the  last  12  months,  we  have  adapted  our  normal  Annual  Meeting  edi- 
tion of  Tennessee  Medicine  to  include  a yearly  summary  of  activities  derived 
from  the  official  reports  submitted  by  the  officers  of  the  TMA  to  the  House  of 
Delegates,  the  final  actions  on  1998  resolutions  debated  at  the  Annual  Meeting, 
a complete  listing  of  vital  information  on  the  leaders  and  the  committee  mem- 
bers of  the  TMA,  and  more. 

Our  goal  is  to  provide  you  with  an  information  resource  to  enable  you  to  get 
more  out  of  your  state  medical  association.  Read  about  your  Tennessee  Medical 
Association  now.  Save  this  publication  to  help  you  access  us  easier  in  the  future. 

So  I encourage  you  to  continue  reading  this  special  edition  of  Tennessee 
Medicine. ..you  may  learn  something  you  don’t  know  about  the  state’s  largest 
medical  organization  for  physicians. 
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Dear  Member: 

As  we  draw  near  to  the  end  of  the  millennium,  our  profession  continues  to  mutate  at  a 
mind-numbing  pace.  Many  occurrences  would  indicate  that  we  are  at  a crossroads  both  as 
a profession  and  as  a medical  association. 

Our  mentors  are  opting  for  retirement  or  limited  practice  and  as  red  tape  multiplies,  many 
of  our  colleagues  are  choosing  a minimalist’s  approach  — becoming  less  involved  and  more 
withdrawn  from  the  events  surrounding  them. 

Each  of  these  factors  place  more  stress  on  those  of  us  who  are  members  and  support 
organized  medicine.  What  we  do  for  ourselves  as  a membership  organization  benefits  the 
entire  profession.  As  membership  appears  to  be  declining  across  the  country,  TMA  has 
been  fortunate  to  maintain  its  high  market  share  and  complete  its  first  comprehensive 
membership  recruitment  campaign  with  much  success. 

This  annual  report  is  to  help  you  understand  exactly  what  it  is  that  TMA  does  for  its 
members  and  the  profession.  We  certainly  appreciate  the  time  that  you  are  taking  to 
peruse  this  material,  and  we  encourage  you  to  bring  it  to  the  attention  of  your  colleagues. 

Organizations,  such  as  ours,  live  and  die  by  the  number  of  members  we  represent  and  the 
percentage  of  the  total  physicians  we  speak  for.  We  thank  you  for  your  continued  support, 
but  we  ask  you  for  more.  Today,  it  is  not  enough  to  just  be  a member.  You  must  be  an 
active  member.  Encourage  those  around  you  on  the  sideline  to  get  involved  as  well. 


m.o 

R.  Benton  Adkins,  Jr.,  MD 
TMA  President  1997 

A ButU,  A o. 

David  G.  Gerkin,  MD 
TMA  President  1998 
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Patient  Advocacy  Act 

The  components  of  the  Patient  Advocacy  Act  of  1997  survived 
the  100th  General  Assembly  though  not  in  their  original 
package.  In  the  waning  moments  of  this  year’s  legislative  session, 
the  Consumer  Health  Care  Advocacy  Act  was  passed  by  both 
the  House  and  the  Senate  and  is  awaiting  a signature  from 
Governor  Don  Sundquist. 

While  the 


lpXm'  (39  Patient  Advocacy  Group 


Act  bill  died 

an  agonizing  death  over  the  last  several  months,  the  spirit  of  the 
legislation  found  new  life  in  the  Consumer  Health  Care 
Advocacy  Act. 

Patients  in  Tennessee  can  rest  a bit  easier  knowing  that: 
they  will  be  provided  with  all  information  about  services  and 
providers  allowed  in  a health  plan  before  signing  up;  they  will 
be  allowed  to  continue  seeing  their  personal  physician;  and  their 
doctor  can  truly  be  their  advocate  against  the  “just  say  no” 
policies  of  health  management  companies. 

TMA  is  comfortable  with  the  final  provisions  of  this  bill.  We 
did  not  compromise  what  is  in  the  best  interest  of  patients 
by  agreeing  to  the  moratorium  called  for  by  the  insurance 
industry  that  would  have  roped  off  managed  care  to  any 
future  improvements  over  the  next  three  years. 


The  newly  developed  Tennessee  Physicians’  Quality 
Verification  Organization.  LLC,  will  provide  physician  members 
with  a single  source  credentials  verification  service,  saving 
them  valuable  time  and  money.  Formed  in  conjunction  with 
the  four  major  metropolitan  medical  societies,  who  will  own 
the  organization,  the  startup  funds  came  through  the  TMA 
from  the  royalty  received  from  the  State  Volunteer  Mutual 
Insurance  Company. 
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Ban  on 

Hold-Harmless 

Language 


TMA  was  successful  in 
pursuing  legislation  to 
ban  hold-harmless 
clauses  in  insurance 
carrier  contracts  with 
physicians.  These 
clauses  shift  the 
insurance  companies  liability  for  tort,  patent 
or  copyright  infringement,  or  an  act  or 
omission  pursuant  to  a directive  from  an 
MCO  to  the  doctor. 


TMA  participated 
as  a “friend  of 
the  court”  in 
the  successful 
Medicare/  Medicaid 
cross-over  suit 
which  demanded  that  Tennessee  pay  crossover 
claims  on  dually  eligible  patients  who  are  insured 
by  both  Medicare  and  Medicaid.  Physicians 
could  expect  back  payments  for  illegally  denied 
co-insurance  claimed. 


Medicare/ 

Medicaid 

Cross-Over 

Suit 


TennCare  Action  Plan 

The  state’s  TennCare  waiver  expires  December  31 
of  this  year,  and  TMA  plans  to  track  TennCare 
deficiencies  to  ensure  that  any  waiver  extension 
improves  the  system.  TMA’s  Committee  on 
Practice  Management  and  Managed  Care 
convened  an  initial  meeting  with  several 
TennCare  MCOs.  That  meeting  was  dominated 
by  their  tales  of  how  dysfunctions  in  the  system 
affect  physicians,  which  was  quite  helpful  for  the 
committee  members’  understanding  of  how 
TennCare  might  ideally  work.  An  ensuing  series 
of  meetings  helped  the  TMA’s  Committee  on 
Governmental  Medical  Services  and  Third  Party 
Payors  develop  a strategic  planning  document  to 
direct  TMA’s  activities  addressing  TennCare  for 
the  future. 


Contract  Review  Services 


TMA’s  contract  review  service  is  two-fold:  a 
review  of  contracts  already  signed  as  well  as  those 
in  the  works  and  also  an  opportunity  for  members 
to  learn  and  understand  more  about  contract  law. 
Provided  by  an  attorney 
with  wide-ranging 
experience  in 
managed  care, 
the  service 
includes  an 
analysis  of 
your  provider 
contract,  along 
with 

recommendations 
and  other  tips. 
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Over  the  Airwaves 


The  Tennessee  Radio  Network,  carried  by  radio  stations  in 
practically  every  city  and  town  in  the  state,  is  one  of  the  most 
effective  media  outlets  in  the  state.  For  the  second  year,  TMA's 
Health  Minute  has  aired  weekly  during  drive  time  on  95  radio 
stations,  reaching  a weekly  audience  of  785,000  Tennesseans. 

TMA  produced  and  distributed  five  audio  news  releases  in  1997  to 
"tell  medicine  s story”  to  3.84  million  listeners. 


In  Meetings  with  the  Governor 


TMA  officials  met  with  Governor  Don 
Sundquist  on  a number  of  occasions  this  year  to 
discuss  issues  of  concern  for  our  members, 
including  the  Patient  Advocacy  Act  and  the 
TennCare  waiver  renewal  application. 


The  Administration’s  primary  concern 
with  the  Patient  Advocacy  Act  was  the  provision 
for  open  panels  and  the  threat  of  increased  costs  to  the  state  and 
the  TennCare  Program. 


TMA  has  continued  its  participation  in 
our  high-profile  sponsorship  of  UT 
football  radio  broadcasts,  including 
sponsorship  of  the  Vol  Injury  Update 
prior  to  each  game.  TMA  has  a 
medically  exclusive  arrangement  with 
the  radio  network.  Why  UT  Football? 
At  any  given  time  on  a fall  Saturday 
afternoon  in  Tennessee,  one  in  four 
Tennesseans  is  tuned  in  to  the  game  and 
our  messages. 


TMA  expressed  its  displeasure  over 
the  lack  of  meaningful  notice  given  to 
the  waiver  application,  particularly 
during  a time  in  which  our 
cooperation  and  communication  with 
the  Administration  is  improving  in 
many  ways. 
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Tennessee  Council  on  Medical 
Specialty  Societies 


The  Tennessee  Council  of  Medical  Specialty 
Societies  (TCMSS),  comprised  of  representatives 
from  Tennessee  specialty  groups,  including  family 
practice,  surgical 
specialties,  medical 
specialties, 
anesthesia, 
pediatrics  and 
others,  began 
meeting  as  a formal 
group  this  year.  To 
increase  the  voice 
and  influence  of 
specialties  in  the 
TMA,  the  Council 
will  have  an 
advisory  position  on 
the  TMA  Board  of 
Trustees.  Plans  are 


planning  seminar  produced  by  TMA’s  Organized 
Medical  Staff  Section,  called  the  OMSS.  On 
behalf  of  the  OMSS  and  the  membership,  TMA 
met  with  HCFA  to  press  the  agency  on  proposed 
rules  concerning  independent  medical  staff 
responsible  for  ensuring  quality  care  and 
physician  supervision  of  the  activities  of  certified 

nurse  practitioners. 


TennCare 

Surveys 


TMA’s  random 
survey  last  fall  of 
1 ,300  practicing 
members  measured 
satisfaction  with 
TennCare  and 
identified  areas  for 
improvement. 
Results  were  used 
by  the  TennCare 
Oversight 
Committee  in  their 
talks  with  state 
administration 
officials.  The 
average  score  of  the 
overall  satisfaction 
with  TennCare,  on  a 
scale  from  1 to  5 
was  1.71. 


also  in  the  works  to 
develop  a strategy  to 
allow  delegates  from 
specialty  societies  to 
be  seated  in  the 
TMA  House  of 
Delegates. 

Organized 

Medical 


To  stay  abreast  of  members’  wants  and  needs, 
satisfaction  and  opinions,  TMA  plans  to  continue 
its  random  surveys  among  TMA  members. 
Member  responses  to  these  surveys  keep  our 
programs  on  track  and  help  us  better  understand 
and  express  your  opinions  in  the  press  and 
in  the  legislature. 


btaft  section 
(OMSS) 

Physicians’  rights  on  a hospital  medical  staff,  in  a 
managed  care  setting,  and  in  a hospital  merger, 
were  topics  addressed  by  a key  member  of  the 
AMA/OMSS  Governing  Council  at  a strategic 
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Education 


Undeniably,  the  most  valuable 
education  the  TMA  provides 
to  members  is  one-on-one 
networking  opportunities 
through  personal  meetings, 
seminars,  case  studies  and 
cyberspace.  Education 
through  formal  avenues  is  a 
mission  of  the  association. 
Subject  matter  is  driven  by 
your  most  pressing  needs, 
and  the  delivery  is  structured 
to  make  access  as  convenient 
as  possible. 


TMA  Physician’s  TennCare  Troubleshooting  Guide  walks 
physicians  step-by-step  through  processes  for  dealing  with 
reimbursement  delays  or  patient  care  denials  in  TennCare.  Free  to 
members,  the  65-page,  loose-leaf  Guide  is  indexed  and  easy  to 
use.  More  than  500  practices  across  the  state  have  ordered  copies 
and  will  receive  updated  information  to  add  on  a regular  basis. 

Fraud  and  Abuse  Seminars 

TMA  provided  the  membership  with  newly  issued  information 
regarding  federal  fraud  and  abuse  laws  through  a series  of  local 
seminars.  Each  seminar  was  a sellout  and  to  accommodate  those 
members  that  could  not  attend,  we  produced  a video  cassette. 
Seminar  attendees  and  video  subscribers  alike  received  the  AMA 
Model  Compliance  Plan  to  help  in  creating  the  best  defense 
against  unwarranted  fraud  or  abuse  charges. 


Hepatitis  Awareness  Campaign  with 
The  Tennessee  Oilers 

With  the  Tennessee  Oilers,  the  Tennessee  Department  of  Health, 
and  the  American  Liver  Foundation,  TMA  rolled  out  a statewide 
public  education  program  on  hepatitis  awareness.  October  is  now 
Hepatitis  Awareness  Month  in  Tennessee. 

Launched  at  a press  conference  on  Capitol  Hill  with  TMA 
President  Benton  Adkins,  MD,  and  Department  of  Health 
Commissioner  Fredia  Wadley,  MD,  the  campaign  featured  Oilers 
player  Mel  Gray  in  radio  and  television  public  service 
announcements  across  the  state.  On-line  information  was  made 
available  for  health  care  professionals  and  the  public  through 
Medwire©,  and  a four-color  brochure  entitled  “Getting  Hip  to 
Hep”  was  distributed  through  public  health  centers  across  the 
state  and  made  available  to  medical  practices  through  the  TMA. 
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Leadership  Summit 

With  new  HCFA  administrator 
Nancy-Ann  Min  DeParle  as 
keynote  speaker,  the  TMA 
Leadership  Summit  held  in  January 
attracted  many  of  today’s  medical 
society  leaders  who  gave  rave  reviews 
for  the  day  and  a half  confluence. 

Designed  as  a forum  for  leaders  of 
medical  societies  to  afford  them  the  tools 
they  need  to  lead,  session  topics  ranged 
from  the  future  of  managed  care  to 
grassroots  lobbying  tactics  to  personal 
communications  skills  to  forming  a PSO. 
Attendance  was  138,  and  next  year,  greater 
participation  by  leaders  of  component  and 
specialty  medical  societies  will  be  our  goal. 


CME  Accreditation 

The  TMA  Board  of  Trustees  approved  a 
recommendation  by  the  Committee  on  Continuing 
Medical  Education  to  modify  the  CME 
accreditation  fee  structure  used  by  the  TMA  to 
accredit  institutions  across  the  state.  Hospitals  will 
now  pay  a $1,000  application  fee  plus  travel 
expenses  for  the  survey  team.  Additionally, 
accredited  sponsors  will  pay  $500.  Although  the  fee 
structure  will  not  totally  cover  TMA’s  actual  cost,  it 
brings  TMA  closer  to  a break-even  point  and  is 
substantially  less  than  the  cost  of  national  CME 
accreditation.  The  TMA  accredits  15  facilities  across 
the  state. 


Workshops 

TMA’s  annual  insurance  workshops  through  our 
subsidiary,  TMA  Physician  Services,  were  a 
complete  sellout.  In  addition  to  the  standard 
workshops  on  insurance  coding  and  filing  updates. 


TMA  offered  additional  courses  on 
Medicare  Guidelines  and  TennCare 
Reimbursement. 


Tennessee  Medicine 


In  response  to  readership 
surveys,  the  editorial 
content  of  TENNESSEE 
MEDICINE  has  been 
changed  during  the  last  18 
months  to  provide 
members  with  a greater  mix 
of  topics.  Topics  of  note 
included: 


Tennessee 

Medicine 


■ Can  Managed 
Care  Work  in 
Rural  Areas? 
m Physician- 

Assisted  Suicide: 
Above  All  Else 
Do  No  Harm 
m Ethical  Questions: 
Cloning: 

Dolly  Stirs 
Hornet's  Nest 

The  Health  Insurance  Portability  and 

Accountability  Act 

TennCare  Partners  Program 

Strengthening  the  Patient! Physician  Relationship 

Coding!  Why  Bother? 

AMAP  Charts  Future  Course  for  Physicians 
How  To  Use  Temporary  Employment  Services 
Effectively  Using  Asset  Protection: 

Strategies  To  Shield  Your  Practice  and 
Savings  From  Lawsuits 


Armed  with  a more  user-friendly  magazine 

and  a new  sales  kit,  ad  sales  increased  by  8 percent 

in  1997. 
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Relationships 


Health  Consumer  Right  to  Know  Act 


Developing  relationships  with 
patients,  with  the  community, 
with  other  physicians,  and  with 
other  professionals  is  vital  to 
practicing  good  medicine,  and 
it  is  a process  that  can  he 
encouraged  with  organizational 
support.  The  TMA  has  created 
channels  for  a wide  range 
of  relationship-building 
opportunities  for — and 
among — physicians. 


Drafted  to  replace  a series  of  ill-conceived  bills  in  the  state  legislature, 
the  Health  Consumer  Right  to  Know  Act  became  law  in  1997.  With 
TMA's  involvement,  the  Act  will  make  it  easier  for  patients  to  access 
information  on  physicians,  most  other  health  care  practitioners  and 
managed  care  organizations,  and  will  ensure  that  the  information  is 
valid,  error-free  and  useful.  The  Board  of  Medical  Examiners  will 
oversee  development  and  dissemination  of  the  information. 


Med  wire© 

TMA's  own  home  page  on  the  Internet  — MEDWIRE 
(http://www.medwire.org)  has  been  revamped  over  the  last  few 
months  to  be  more  user-friendly  and  expedite  information  searches 
for  the  membership.  In  1997  visits  to  our  home  page  MEDWIRE® 
more  than  doubled. 

from  10.5  visits  daily  Tennessee  Medical  Association 
to  23.5.  To  serve  the 
53%  of  TMA 
members  who  report 
using  the  Internet  on 
a daily  basis,  future 
plans  are  to  add  a 
members-only 

section  allowing  on-line  registration  for  conferences  among  other 
items.  As  physicians  become  more  accustomed  to  communicating  and 
doing  business  on  the  Net,  our  presence  will  become  even  more 
valuable  and  efficient. 


► What's  New 

► TMA  Today 


► Membership  Services 

► Other  Organizations 


► To  Your  Health  ► Return  To  Home 


“Chat  Room”  for  Rural  Physicians 

Beginning  in  January,  TMA  introduced  a new  communications 
project  to  help  member  physicians  communicate  more  efficiently  with 
a members-only  listserv  forum.  With  impetus  from  the  Committee  on 
Rural  Physicians,  the  Medwire  Advisory  Committee  developed  an 
on-line  email  forum  for  members  in  rural  practice  sites. 
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PatienTrak 

TMA  members  have  indicated  the  need  for  an 
in-office  patient  satisfaction  survey  service  at  a 
reasonable  cost  to  members.  A pilot  project  was 
initiated  to  develop  a simple  questionnaire  for 
offices  to  distribute  to  patients  that,  in  turn, 
would  be  resubmitted  to  a third  source  for 
tabulation  and  report.  Interest  in  the  project  is 
building  and  the  pilot  is  anticipated  for  the 
summer  of  1998.  Our  membership  economy  of 
scale  has  allowed  us  to  develop  a top-notch 
survey  instrument  and  tabulation  system  to 
members  for  one-tenth  the  cost  of  a private, 
independent  survey. 


Hometown  Health  News  Series 

In  the  midst  of  burgeoning  media  clutter, 
“Giving  a voice  to  your  voice"  becomes  more 
and  more  challenging.  In  any  newspaper  or 
newscast,  generally  85%  of  the  stories  are 
initiated  by  public 
relations  professionals, 
and  the  competition  for 
space — or  reporters'  and 
editors'  interest — can  be 
intense.  The  competition 
for  lawmakers’  attention 
is  intense,  as  well,  and 
since  these  two  fronts 
work  synergistically,  TMA's  public  relations 
efforts  are  both  multi-media  and  multi-faceted. 


Tennessee  Radio  Network 


f’heclr  c 

medica/  °Urces 


ftv 

P°w?rfu,  ncx‘l-iilit 


<>/ 


l>Jo  h\„ 




advi\ 


Her 

the 


ice 


H urn,  ""0^  Me  /.,/s7  Un'n>< 

,h">g  (<>  h A ‘"form 
,hcv  Loni*tiK'n 


hit, 


or 


,hc  ^‘  so 


,S'  »/  Ico  ,,  u"  'he 

"'"llllltc  "h 


y n,^i'ycdi‘ 

1/  S,„..  hits  m ‘rtviev 


Cr>ic  t 
"r<*dv 


dr„ 


TMA's  media  presence  continues  to  build  week 
by  week  with  the  introduction  of  our 
“Hometown  Health  News  Series,”  now  in  its 
second  year  appearing  in  more  than  two  dozen 
newspapers  across  the  state.  With  camera-ready 
articles  mirroring  the  topics  transmitting  over 
the  radiowaves  on  the  Tennessee  Radio 

Network,  our  purpose  is  to  create  a 
consistent  media 

presence  to 
increase 
awareness  for 
not  only  the 
TMA,  but  the 
positive  activities 
of  the  profession. 
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TPQVO 

STARTUP 

$325 


SALARIES  AND 
BENEFITS 

$1,050 


1992 


1995 


1996 
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Membership 


5140  5078  5121  5085  5088  5217 


As  the  way  our  membership  chooses  to  practice  changes,  so 
must  the  manner  in  which  TMA  accepts  members.  In  1997, 
the  Membership  Committee  as  well  as  the  House  of  Delegates 
discussed  the  concept  of  developing  various  incentive  offers  for 
physicians  in  group  practice  settings  to  promote  greater 
participation  among  large  groups.  Discussions  concerned  the 
development  of  incentive  offers  for  physicians  in  group  practice 
settings  to  join  TMA,  AM  A and  local  societies.  The  House  of 
Delegates  directed  the  Membership  Committee  to  study  plans  for 
various  types  of  membership  incentives. 


6800 

6700 

6600 

6500 

6000 

5200 

5150 

5100 

5000 


6545  6551  6612  6758  6551  6644 


IN  THOUSANDS 


r±*' 


J M A a*n  n u-a  l Report 


During  a time  when  many 
other  state  medical  societies 
are  losing  members,  the  TMA 
is  growing.  Our  mission  in 
1997  and  in  1998  is  to  make  a 
concerted  effort  to  recruit  the 
2,400  non-member  physicians, 
ages  30  to  45,  who  practice  in 
urban  areas.  So  far  our  efforts 
have  attracted  almost  300  new 
members  to  the  TMA  and 
local  medical  societies. 


TMA  staff  worked  closely 
with  local  medical  societies 
and  the  AM  A to  implement 
the  key  component  of  our 
1 998  membership  efforts  — 
the  men iber-get-a-men iber 
challenge.  Fortified  with  new 
membership  material.  Volunteer 
Physician  Recruiters  (VPRs) 
participated  in  a contest  to 
attract  new  members. 


For  the  first  time  in  our 
existence,  osteopathic  physicians 
were  recruited  for  membership 
in  the  TMA,  following  a change 
in  TMA  bylaws.  The  initial 
effort  welcomed  50  new 
members  who  are  practicing 
osteopathic  physicians. 


TN  MEDICAL 
EDUCATION  FUND 

$124 


ANNUAL  MEETING 

$54 


Dues  Paying  Members 
Total  TMA  Members 


1998  Budget 
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TMA  MEMBERSHIP  REPORT 

As  of  December  31,1 997 


1997 

1996 

1995 

1994 

1993 

1992 

MEMBERS 

Dues  Paying  Active  Members 

5217 

5088 

5085 

5121 

5078 

5140 

Dues  Paying  Resident 

59 

57 

85 

77 

71 

78 

Dues  Exempt  Members 

1407 

1406 

1586 

1400 

1393 

1322 

Veteran  Members 

839 

868 

636 

599 

506 

487 

Military,  Disabled, 

Retired 

236 

243 

400 

372 

446 

426 

Student  Members 

332 

295 

550 

429 

441 

409 

TOTAL 

6683 

6551 

6756 

6598 

6542 

6540 

DEATHS 

67 

61 

33 

62 

49 

57 

AMA  MEMBERS 
EROM  TENNESSEE 


TMA  Members 

4657 

TMA  Direct  Members 

155 

Total  AMA  State  Members 

4812 

Non-AMA  State  Members 

1634 

STATE  TOTAL 

6446 

74.65%  of  TMA  Members  are  AMA  Members 
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Financial 

Report 


A balanced  budget  was  projected  for  1997.  Actual  revenue  was 
$3,060,152  over  actual  expenses  of  $2,944,371.  To  place  the  TMA 
in  perspective,  it  is  one  of  the  larger  state  medical  societies  in 
proportion  to  state  population,  and  the  TMA  is  one  of  the  top  12 
state  medical  associations  in  the  country  based  on  number  and 
percentage  of  members  and  annual  budget. 

The  reserves  of  the  Association,  however,  have  dropped  to  an 
uncomfortable  level  in  recent  years.  Solid  financial  principles 
suggest  that  reserves  should  be  at  a level  to  provide  a minimum  of 
six  months  operating  fund  should  the  TMA  be  faced  with  an 
unanticipated  interruption  of  revenue. 

Reserves  also  support  unanticipated  expenses  such  as  our  efforts 
on  TennCare.  The  Board  of  Trustees  approved  a plan  to  replenish 
the  reserves  to  a level  considered  prudent,  which  would  be  $1.5 
million,  by  reallocating  the  $25  from  the  annual  Tennessee 
Medical  Education  Fund  (previously  know  as  the  TMA  SEF) 
contribution  and  directing  it  to  the  reserve  funds  for  the  next  five 
years.  To  maintain  our  current  healthy  financial  posture,  our 
Finance  Committee  feels  that  membership  numbers  need  to 
continue  in  a positive  direction,  matched  with  positive  investment 
gains  on  present  reserves,  and  the  close  financial  oversight  of  the 
association’s  budget  should  fulfill  the  fiduciary  responsibility  of  the 
association  to  the  membership. 


220 


Tennessee  Medicine  - June,  1998 


SCHEDULE  OF  REVENUE  AND  BUDGETED  EXPENDITURE  COMPARISON 

For  the  Year  Ended  December  31,  1997 


Over/Under 


ACTUAL 

BUDGET 

BUDGET 

Membership  dues 

$ 1,984,810 

$ 1,985,000 

$ (190) 

Annual  meeting 

30,1  10 

14,000 

16,1  10 

Journal 

83,660 

102,000 

(18,340) 

Investment  income 

97,840 

60,000 

37,840 

Information  system  user  fees 

34,300 

40,200 

(5,900) 

Subsidiary  administration 

80,357 

38,000 

42,357 

Specialty  society  administration 

38,031 

55,000 

(16,969) 

TMA  Phy.  Services,  Inc.  Dividends 

1 50,000 

75,000 

75,000 

Rental  income 

123,493 

1 1 7,000 

6,493 

Licensing  fee  income 

325,000 

0 

325,000 

Fraud  and  abuse  seminar 

52,238 

0 

52,238 

Other 

60,313 

54,800 

5,513 

Total  Revenue 

3,060,152 

2,541,000 

519,152 

EXPENDITURES 

General  Administrative 

1 ,044,983 

1,080,050 

(35,067) 

Administrative  support  & services 

54,317 

44,500 

9,817 

Travel 

54,524 

54,000 

524 

Officers  and  members 

1 10,963 

1 29,000 

(18,037) 

Impaired  Physician  Program 

150,735 

1 50,000 

735 

Committees 

60,828 

24,500 

36,328 

Legislative  committee 

93,364 

77,500 

15,864 

Continuing  medical  education 

20,892 

7,600 

13,292 

Annual  meeting 

61,802 

38,000 

23,802 

Taxes 

99,429 

93,200 

6,229 

Headquarters 

87,304 

85,500 

1,804 

Journal 

1 7 1 , 1 60 

1 72, 1 00 

(940) 

Capital  expenditures 

40,906 

27,000 

13,906 

Student  education  fund 

125,613 

1 24,000 

1,613 

Specialty  society  administration 

69,130 

65,000 

4,130 

Other  organizations 

25,930 

27,000 

( 1 ,070) 

Care  program 

184,035 

175,000 

9,035 

Information  systems 

141,894 

125,545 

16,349 

TPCVO  - LLC 

31  1,298 

0 

3 1 1 ,298 

Contingencies 

35,264 

1 1,505 

23,759 

TOTAL  EXPENDITURES 

2,944,371 

2,51  1,000 

433,371 

EXCESS  OF  REVENUE  OVER 

BUDGETED  EXPENDITURES 

$ 115,781 

$ 30,000 

$ 85,781 
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TMA  Will  Miss 
Hadley  Williams 


The  year  1997  was  also  a sad  year 
for  the  TMA  and  its  staff  due  to 
the  recent  passing  of  Mr.  L. 
Hadley  Williams.  Jr.,  recently 
retired  chief  executive  officer  of 
the  Tennessee  Medical 
Association  and  executive  vice- 
president  of  TMA  Physician 
Services,  Inc.  Mr.  Williams  died 
Tuesday,  July  22,1997,  at  St. 
Thomas  Hospital  in  Nashville. 

He  was  67. 


Mr.  Williams  was  considered  by  his 

peers  to  be  a pioneer  and  leader  of  organized  medicine.  Since 
beginning  his  tenure  with  the  Tennessee  Medical  Association  in 
1963  until  his  retirement  from  the  post  of  chief  executive  officer  in 
1995,  he  has  been  a catalyst  in  the  creation  and  progression  of 
organized  medicine  throughout  Tennessee  and  the  nation. 


He  joined  the  TMA  as  a public  information  officer  and  lobbyist  in 
1963.  He  was  named  assistant  executive  director  in  1965  becoming 
executive  director  in  1976  and  later  CEO.  Prior  to  joining  the 
TMA  he  had  worked  for  Vanderbilt  University  as  assistant  sports 
information  officer  from  1958  to  1963. 


Passport  Onesource  Agreement 


To  provide  medical  practices  with  a central  source  for  vital 
managed  care  information  such  as  patient  eligibility,  claims  status 
and  formulary  data,  the  TMA  formed  a joint  marketing 
agreement  with  Passport  Health  Communications  to  promote 
its  Internet-based  product  called  OneSource.  The  service  offers 
secure  Internet  access  to  TennCare  providers  such  as  BlueCross 
BlueShield  and  Phoenix  Health  Care  and  will  look  to  provide 
access  to  private  market  insurances  in  the  near  future. 
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Tennessee  Medical  Foundation 

The  Tennessee  Medical  Foundation  (TMF)  is  now 
in  its  sixth  year  following  the  Tennessee  Medical 
Association’s  (TMA)  transfer  to  the  TMF  of  the 
Impaired  Physician  Program  (now  renamed  the 
Physicians  Health  Program). 

For  fiscal  year  1997,  the  TMF  came  in  under 
budget.  The  TMF  Board  is  saving  the  modest 
surplus  for  future  years  to  help  cover  added 
expenses.  The  hospital  fund  drive  has  raised 
$102,850  to  date  during  the  1997-98  solicitation 
and  the  campaign  with  Tennessee  physicians  has 
raised  $95,424. 

The  year  1998  is  a year  of  transition  for  the  TMF, 
with  David  T.  Dodd,  MD,  moving  to  consulting 
medical  director  and  the  elevation  of  Gary  D. 
Olbrich,  MD  to  the  position  of  medical  director. 
Charles  B.  Thorne,  MD,  retired  in  December  of 
1997  as  the  chairman  of  the  Physicians  Health 
Peer  Review  Committee.  Dr.  Thorne  was  a 
founding  member  of  the  program  and  served  as 
committee  chair  for  15  years.. 


Tennessee  Medical  Education  Fund 

The  Tennessee  Medical  Education  Fund  (the  new 
name  for  TMA’s  loan  and  scholarship  program) 
began  the  first  year  of  a five-year  contract  with  the 
TMA  to  reimburse  the  TMA  for  all  costs 
associated  with  its  operation,  including  a full-time 
director  of  development.  Also,  the  Fund  signed  a 
five-year  contract  with  Educational  Funding  of 
the  South,  Inc.  (edsouth)  to  service  the  Fund's 
medical  student  loan  portfolio,  resulting  in  an 
increase  in  the  monthly  collection  of  loan 
repayments.  The  Fund  has  allocated 
$150,000  for  loans  and  $38,000  in  scholarships. 

The  Fund’s  Board  of  Directors  has  established, 
with  the  TMA,  a scholarship  in  honor  of  L. 

Hadley  Williams,  Jr.  The  Fund  will  direct 
solicitation  efforts. 


This  year  the  relationship  with  TMA  and  the  State 
Volunteer  Mutual  Insurance  Company  was 
formalized,  with  each  of  the  51  component 
medical  societies  exclusively  endorsing  SVMIC  as 
the  preferred  malpractice  carrier  in  Tennessee.  In 
turn,  SVMIC  will  pay  an  annual  royalty  to  the 
TMA.  The  Board  of  Trustees  has  earmarked  the 
royalty  payments  for  organizing  and  expansion 
of  the  TPQVO. 

Tennessee  Medical  Association 
Alliance  Report 

Spouses  dedicated  to  the  health  care  of 
Tennesseans  found  themselves  “in  the  trenches”  as 
they  developed  projects  from  the  halls  of  the  state 
legislature  to  domestic  violence  shelters.  Nearly 
every  chapter  chose  a community-based  project 
under  the  “Stop  America  s Violence  Everywhere” 
(SAVE)  and  "SAVE-A-Shelter"  programs. 

Fundraising  for  scholarships  and  local  health- 
related  philanthropies,  along  with  health 
education  projects,  vision  and  hearing  screenings, 
and  legislative  receptions  on  the  local  and  state 
level,  were  implemented  with  “sweat  equity”  of 
the  Alliance  members  and  financial  assistance 
of  the  TMA. 

TMA  A contributed  over  $100,000  to  medical 

schools  in  the 

state  in 
1997  as 
it  continues 
its  national 
dominance  as  the 
number  one 

fund-raising  alliance  for  the  AMA 
Education  and  Research  Foundation, 
via  its  Holiday  Sharing  Card. 
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Where  can  you  find 
medical  and  dental  consultants 
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who’ll  offer  you 
free  professional  advice? 


1-800-442-8862 


That’s  the  toll-free  number  for  the 
Tennessee  Consultation  Center  (TCC) 
at  The  University  of  Tennessee  Medical 
Center  at  Knoxville.  TCC  is  a physician 
to  physician  consultation  service  pro- 
viding fast  access  to  medical  and  dental 

THE  UNIVERSITY  OF  TENNESSEE 
Medical  Center  at  Knoxville 


Exceptional  medicine.  Exceptional  people. 


specialists  and  advanced  clinical  infor- 
mation in  virtually  all  fields. 

Dial  1-800-442-8862,  and  the  TCC’s 
trained  information  specialists  will 
connect  you  with  medical  and  dental 
professionals  at  the  University  Medical 
Center  who  will  answer  your  questions 
quickly,  competently  and  at  no  charge. 


For  a free  copy  of  the  Tennessee 
Consultation  Center’s  Directory  of 
Consultants,  call  1-800-442-8862. 


Tennessee  Consultation  Center 


The  University  of  Tennessee  Medical  Center  at  Knoxville  is  comprised  of  University  Memorial  Hospital  and  the  Graduate  School  of  Medicine.  Together, 
these  entities  embody  the  Medical  Center  s philosophy  and  mission  through  the  spirit  of  exploration,  the  passion  for  teaching,  and  the  compassion  to  restore 
The  University  of  Tennessee  is  an  EEO/AA/Title  IX/  Section  504/ADA  employer 
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THE 

TM  A 

ASSOCIATION 
INSURANCE 
AGENCY,  INC. 

1089  Bailey  Avenue 
Chattanooga,  TN  37404 
1-888-616-7873 
423-629-2400 
Fax  423-629-1109 

Email:  t m a'tf-assoc-ad min.com 
Website:  www.assoc-admin.com 


Visit  the  TMA  Website 
w w w . m ed  w i re.  o rg 


Dedicated  to 
providing 
TMA  Members  with 
comprehensivey 
quality 
insurance 
coverage  for 
themselves , 
their  familiesy 
and  their  practices. 


Practice  Coverage 

■ Group  Major  Medical 

■ Group  Dental 

■ Group  Life  and  AD&D 

■ Group  Disability 

■ Office  Contents  & Building  Package 

■ Workers’  Compensation  Plan 

Individual  Coverage 

■ Disability  Income  Protection 

■ Life  Insurance 

■ Variable  Life 

■ Second-to-die  Life 

■ Long  Term  Care 

■ Medicare  Supplement 

■ Comprehensive  Insurance 
& Financial  Review  Service 

Tteca  Personal  Coverage 

■ Auto 

■ Boat 

■ Homeowners 

■ Personal  Umbrella 

Call  1-888-616-7873  for  details. 


Service  You  Can  Depend  On 


Products  & 


TMA  ® TMA/^MSroup  Purchasing  Program  p23«&.n 

Endorsed  “Guaranteed  Savings  & Convenience"  ES| 

DISTRIBUTION  LOCATIONS 


TMA  Physician  Services,  Inc.  is  pleased  to  offer  a 
one-stop  source  for  all  your  business  office  needs. 

American  Business  Forms  & Promotions  (ABF),  a 
Vendor  of  Choice  in  the  Member  Benefits  Program, 
offers  high  quality  and  cost  effective  office  products  and 
services  for  members.  This  program  makes  it  possible  for 
you  to  conveniently  purchase  a full  range  of  products  and 
services  used  in  your  office  and  home  at  guaranteed 
savings. 

• ABF  is  the  second  largest  independent  distributor  of  office 
products,  computer  supplies,  and  business  forms  in  the  country. 

• ABF  has  offices  and  warehouse  facilities  throughout  the  United 
States  and  maintains  a full  support  staff  that  can  provide  TMA  members 
nationwide  coverage  for  all  aspects  of  the  program. 
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Program  Features 

• Exclusive  toll  free  number  to  facilitate  ease  in  ordering. 

• Guaranteed  savings  on  all  purchases. 

• No  shipping  charge. 

• Overnight  delivery  in  most  cases  regardless  of  the  size  of  the  order. 

• If  a product  or  specialty  item  is  not  in  stock,  ABF  will  locate  it  for  you. 

• Remote  order  capabilities. 

• Credit  card  payment  option. 

• Single  source  concept  which  creates  savings. 

Some  of  the  many  products  and  services 

Forms  design  & management 

Stationery  items  (letterhead,  envelopes  & business  cards) 

Printing 

Brochures,  membership  directories 
Business  forms  & receipts 
Ad  specialties,  promotional  products 
Furniture 
Medical  Supplies 
Electronic  billing  services 
Patient  charts,  indexes,  file  folders 

How  you  can  participate: 

Call  the  toll  free  number  1-888-921 -SAVE  (7283)  or  FAX  TOLL  FREE  1-800-440-9807  today  for  your  free  TMA/ 
ABF  members  kit  and  to  place  an  order.  Indicate  TMA  Group  Purchase  Number  6835. 


available  from  ABF: 

Computer  paper  & supplies 
Computers,  printers,  upgrades 
Fax,  copy  machines 

Office  supplies,  ribbons  & magnetic  media 
Health  claim  forms 
Paper  & plastic  goods 
Wearables 

Communications  (Long  Distance) 

Labels 


HCFA  FORMS 

1 Part  2500  Per  Carton  Continuous  or  2 Part  1000  Per  Carton  Continuous  at 

$38.50  PER  CARTON  (No  Shipping  charge) 

Call  the  toll  free  number  today  to  order. 

Refer  to  TMA  Group  Purchase  Number  6835. 
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House  of  Delegates  Proceedings 


Abstract  of  the  Proceedings  of  the 
House  of  Delegates  of  the 
Tennessee  Medical  Association 
Memphis — April  17-18,  1998 


Introduction 

The  I63nd  annual  meeting  of  the  Tennessee  Medical  Association 
was  conducted  in  Memphis,  Tennessee,  April  17-18,  1998,  at  the 
i Peabody  Hotel,  with  Robert  D.  Kirkpatrick,  MD,  Memphis,  presid- 
ing as  speaker  of  the  House  of  Delegates.  Wiley  T.  Robinson,  MD, 
chair  of  the  Committee  on  Credentials,  announced  that  there 
were  124  delegates  in  attendance  for  the  opening  session  of  the 
House,  which  officially  represented  a quorum.  The  abstracted  min- 
utes of  the  last  regular  session  of  the  House  of  Delegates,  published 
in  the  June  1997  issue  of  Tennessee  Medicine,  were  accepted  by 
unanimous  vote  of  the  House.  There  were  156  delegates  creden- 
tialed  for  the  second  session  of  the  House. 

Reference  Committees 

The  speaker  announced  the  members  of  the  reference  commit- 
tees to  consider  reports,  resolutions,  amendments,  and  all  matters 
requiring  action  by  the  House  of  Delegates. 

REFERENCE  COMMITTEE  ON  CREDENTIALS 
Wiley  T.  Robinson,  MD,  Memphis,  Chair 
Phyllis  A.  Miller,  MD,  Chattanooga 
Daniel  L.  Starnes,  MD,  Nashville 

REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  THE  CONSTITUTION  AND  BYLAWS 
David  K.  Garriott,  MD,  Kingsport,  Chair 
David  E.  McKee,  MD,  Nashville 
Stephanie  L.  Einhaus,  MD,  Memphis 

REFERENCE  COMMITTEE  A 
J.  Fred  Ralston  Jr.,  MD,  Fayetteville,  Chair 
Tara  Sturdivant,  MD,  Knoxville 
William  Terrell  Jr.,  MD,  Memphis 

REFERENCE  COMMITTEE  B 

Charles  W.  Sienknecht,  MD,  Chattanooga,  Chair 

Robert  W.  Herring  Jr.,  MD,  Nashville 

Mack  A.  Land,  MD,  Memphis 

REFERENCE  COMMITTEE  C 
Charles  T.  Womack,  MD,  Cookeville,  Chair 
Melrose  I.  Blackett,  MD,  Memphis 
Tedford  S.  Taylor,  MD,  Elizabethton 

SPECIAL  REFERENCE  COMMITTEE  ON 

HOUSE  COMPOSITION 

Donald  B.  Franklin  Jr.,  MD,  Chattanooga,  Chair 

Thomas  R.  Duncan,  MD,  Columbia 

Gayle  E.  Woodson,  MD,  Memphis 


Nominating  Committees 

As  required  in  the  Bylaws,  the  Board  of  Trustees  appointed  a 
Nominating  Committee  with  representatives  from  each  of  the  three 
grand  divisions  of  the  state.  The  speaker  announced  the  committee 
members. 

EAST  TENNESSEE 
Clark  E.  Julius,  MD,  Knoxville,  Chair 
Frank  J.  Miller,  MD,  Chattanooga 
Robert  C.  Patton,  MD,  Kingsport 

MIDDLE  TENNESSEE 
Subhi  D.  Ali,  MD,  Waverly 
Reuben  A.  Bueno,  MD,  Nashville 
J.  Fred  Ralston  Jr.,  MD,  Fayetteville 

WEST  TENNESSEE 
John  W.  Hale,  MD,  Union  City 
Mack  A.  Land,  MD,  Memphis 
Donald  T.  McKnight,  MD,  Jackson 

ELECTION  BY 
HOUSE  OF  DELEGATES 
April  18,  1998 

President-Elect — James  Chris  Fleming,  MD,  Memphis 
Speaker — Robert  D.  Kirkpatrick,  MD,  Memphis 
Vice-Speaker — Sam  J.  Williams  III,  MD,  Chattanooga 
Vice-President  (East  Tennessee) 

John  J.  Ingram  III,  MD,  Maryville 
Vice-President  ( Middle  Tennessee) 

George  Eckles,  MD,  Murfreesboro 
Vice-President  (West  Tennessee) 

Robert  L.  Summitt  Sr.,  MD,  Memphis 
AMA  Alternate  Delegate  (State-at-Large) 

John  W.  Hale,  MD,  Union  City 

(April  18,  1998-December  31,  1999) — filling  the 

unexpired  term  of  Dr.  Michael  McAdoo) 

AMA  Young  Physician  Delegate 
Tara  Sturdivant,  MD,  Knoxville 
(April  1998- April  1999) 

AMA  Young  Physician  Alternate  Delegate 
Jeff  L.  Douglas,  MD,  Kingsport 
(April  1998- April  1999) 

AMA  Young  Physician  Delegate 
Steven  G.  Flatt,  MD,  Cookeville 
(April  1998- April  1999) 

AMA  Young  Physician  Alternate  Delegate 
Charles  W.  White  Jr.,  MD,  Lexington 
(April  1998- April  1999) 


Tennessee  Medicine  ~ June,  1998 


229 


Outgoing  TMA  Board  chairman  Dr.  William  B.  Harwell  Jr.,  Nash- 
ville, with  president-elect  Dr.  James  Chris  Fleming,  Memphis. 


TRUSTEES 
East  Tennessee 

Vincent  A.  Viscomi,  MD,  Chattanooga  (2001) 
Middle  Tennessee 

J.  Fred  Ralston  Jr.,  MD,  Fayetteville  (2001) 

West  Tennessee 

Wiley  T.  Robinson,  MD,  Memphis  (2001) 
COUNCILORS 

First  District — Burgin  E.  Dossett  Jr.,  MD  (2000) 
Third  District — Donna  K.  Hobgood,  MD  (2000) 
Fifth  District — B.  Keith  Robison,  MD  (2000) 
Seventh  District — James  C.  King,  MD  (2000) 
Ninth  District — Lee  R.  Morisy,  MD  (2000) 

THE  ABOVE  WERE  ELECTED  BY  THE 
HOUSE  OF  DELEGATES 


Constitution  and  Bylaws  Amendments 


The  speaker  reported  that  there  was  one  amendment  to  the  By- 
laws to  be  considered  at  this  session  by  the  House. 

The  proposed  amendments  to  the  Bylaws  are  shown  below,  with 
proposed  new  language  shown  in  boldface  type  and  material  to  be 
deleted  shown  in  italics  and  enclosed  in  brackets. 


AMENDMENTS  TO  THE  BYLAWS 

BYLAW  AMENDMENT  NO.  1-98 
Quarterly  Board  Meetings  Requirement 

Whereas,  The  Tennessee  Medical  Association  (TMA)  Board  of 
Trustees  currently  meets  on  a quarterly  basis  as  required  by  Bylaw 
Chapter  V,  Sec.  4,  with  meetings  in  January,  April,  July,  and  Octo- 
ber; and 

Whereas,  The  Executive  Committee  of  the  Board  of  Trustees 
meets  regularly  in  between  the  Board’s  quarterly  meetings,  and 


more  often  as  needed  on  the  call  of  the  President;  and 

Whereas,  The  Board  of  Trustees  meets  via  conference  call 
where  necessary  to  consider  issues  of  emerging  or  high  level  im- 
portance; and 

Whereas,  Due  to  the  evolving  communications  capability  and 
capacity  of  the  Board  to  meet  via  conference  call  or  by  video 
conferencing  when  necessary  in  order  to  update  immediately  the 
Board  members  and  to  institute  immediate  action  on  key  health  care 
issues,  whether  legislative,  regulatory,  or  issues  involving  other 
policy  matters,  the  quarterly  meetings  requirement  has  been  ren- 
dered an  anachronism,  and  the  Bylaws  should  offer  the  Board  in- 
creased flexibility  in  this  information  age.  Now,  therefore,  be  it 

RESOLVED , That  Bylaw  Chapter  V,  Sec.  4,  be  amended  by  de- 
letion and  insertion  as  follows:  The  Board  of  Trustees  shall  hold 
[quarterly]  meetings[,]  as  often  and  in  such  manner  as  it  deems 
necessary,  whether  by  teleconference  or  otherwise,  at  the  call  of 
the  chair,  and  shall  also  [one  of  which  shall  be  held]  meet  on  the 
last  day  of  the  annual  meeting  [and  such  other  meetings  as  the  busi- 
ness of  the  Association  may  require,  subject  to  the  call  of  the  chair], 

REFERENCE  COMMITTEE  ON  CONSTITUTION  AND  BY- 
LAWS— recommended  adoption  of  Bylaw  Amendment  No.  1-98. 

ACTION:  ADOPTED 


Resolutions 


The  following  resolutions  were  adopted  by  unanimous  consent 
during  the  opening  session  of  the  House  of  Delegates. 

RESOLUTION  NO.  1-98 


Reaffirmation  of  Resolution  No.  2-91 
(Mandatory  Second  Surgical  Opinions) 


William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 


RESOLVED,  That  the  Tennessee  Medical  Association  continue 
its  opposition  to  mandatory  second  opinions  whether  they  be  im- 
posed by  private  insurance  companies  or  by  federal  and  state  funded 
programs. 

ACTION:  ADOPTED 


RESOLUTION  NO.  2-98 

Reaffirmation  of  Resolution  No.  18-91 
(Training  Criteria  for  New  Procedures) 

William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  support 
the  position  that  training  criteria  for  new  procedures  be  the  exclu- 
sive province  of  the  hospital  or  ambulatory  surgical  treatment  center 
medical  staff  and  that  Medicare  and  other  third  party  payors  should 
not  seek  to  impose  arbitrary  credentialing  requirements;  and  be  it 
further 

RESOLVED,  That  the  Tennessee  Medical  Association,  through 
its  Committee  on  Governmental  Medical  Services  and  Third  Party 


230 


Tennessee  Medicine  - June,  1998 


Payors  and  other  means,  work  with  Medicare  and  other  insurers  to 
end  the  practice  of  imposing  arbitrary  credentialing  requirements. 

ACTION:  ADOPTED 


RESOLUTION  NO.  3-98 

Reaffirmation  of  Resolution  No.  19-91 
(TMA  Funding  of  Medical  Students  to  AMA  Conventions) 

William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  annually 
budget  a stipend  of  not  more  than  $2,000  for  each  of  its  component 
medical  societies  with  active  medical  student  sections  to  provide  an 
opportunity  for  the  leaders  of  those  schools’  medical  student  sec- 
tions to  attend  the  American  Medical  Association  (AMA)  Medical 
Student  Section  annual  and  interim  meetings  and  the  AMA  annual 
leadership  conference;  and  be  it  further 

RESOLVED,  That  the  delegates  eligible  for  stipends  would  be 
from  medical  student  sections  in  which  at  least  50  percent  of  the 
student  body  are  members  of  the  Tennessee  Medical  Association; 
and  be  it  further 

RESOLVED,  That  students  interested  in  obtaining  stipends  to 
American  Medical  Association  (AMA)  meetings  must  be  members 
of  the  Tennessee  Medical  Association  (TMA)  and  must  apply  to 
their  component  medical  society  at  least  two  months  before  the 
AMA  Medical  Student  Section  (MSS)  national  meetings  by  writing 
a letter  of  intent  to  their  component  medical  society  indicating  their 
position  within  the  TMA  MSS  and  their  activities  in  the  TMA  MSS 
in  the  past. 

ACTION:  ADOPTED 


RESOLUTION  NO.  4-98 

Reaffirmation  of  Resolution  No.  7-91 
(Malpractice  Insurance) 

William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 

Whereas,  Resolution  No.  7-91  “Malpractice  Insurance”  will  sun- 
set at  this  annual  meeting  unless  reaffirmed  by  this  House  of  Del- 
egates; and 

Whereas,  Malpractice  insurance  continues  to  be  of  extreme  im- 
portance to  physicians  both  in  terms  of  cost  and  coverage;  and 
Whereas,  State  Volunteer  Mutual  Insurance  Company  (SVMIC) 
the  physician-owned  and  operated  company  established  by  the 
House  of  Delegates  in  1975,  continues  to  deserve  the  full  support  of 
all  physicians  and  the  Tennessee  Medical  Association  (TMA);  and 
Whereas,  In  1997  the  TMA  and  each  of  its  component  medical 
societies  has  officially  endorsed  SVMIC  as  the  preferred  malprac- 
tice carrier  in  Tennessee  for  physicians;  and 

Whereas,  In  response  to  TMA  and  its  component  medical  societ- 
ies endorsement,  SVMIC  now  pays  TMA  a royalty  for  that  exclu- 
sive endorsement.  Now,  therefore  be  it 

RESOLVED,  That  this  House  of  Delegates  reaffirm  its  apprecia- 
tion of  the  tremendous  effort  required  to  establish  and  maintain  a 
sound  professional  liability  insurance  company,  the  outstanding 
manner  in  which  all  aspects  of  SVMIC’s  service  and  protection 
have  been  carried  out,  and  the  desire  that  SVMIC  continue  to  re- 
ceive the  wholehearted  backing  and  support  of  all  component  soci- 
eties and  physicians  of  Tennessee;  and  be  it  further 


RESOLVED,  That  the  Tennessee  Medical  Association  continue 
with  efforts  to  educate  all  members  in  matters  related  to  malpractice 
insurance  and  particularly  promote  its  exclusive  endorsement  of 
State  Volunteer  Mutual  Insurance  Company  as  the  preferred  mal- 
practice carrier. 

ACTION:  ADOPTED 


RESOLUTION  NO.  5-98 

Reaffirmation  of  Resolution  No.  20-91 
(Home  Health  Nursing  Case  Management) 

William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 

Whereas,  Many  patients  in  Tennessee  are  immobile  and  thus 
“homebound”;  and 

Whereas,  Many  families  desire  assistance  in  caring  for  family 
members  in  a cost-effective  method  at  home;  and 

Whereas,  Numerous  home  health  agencies  have  been  created  to 
assist  with  this  need;  and 

Whereas,  Medicare/TennCare  guidelines  specifically  state  that  the 
patient  must  be  declared  homebound  by  the  attending  physician;  and 
Whereas,  The  above-mentioned  treatment  plan  requires  physi- 
cian attention  and  interaction  to  respond  to  changing  medical  needs, 
including:  new  treatment  plans,  diagnostic  laboratory  orders,  inter- 
pretation of  laboratory  data,  and  rendering  of  appropriate  medical 
treatment,  which  is  a very  time-consuming  process;  and 

Whereas,  Appropriate  Current  Procedural  Terminology  (CPT) 
codes  for  case  management  services  have  been  developed.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  request 
that  fees  for  appropriate  case  management  of  homebound  nursing 
patients  be  appropriately  reimbursed  to  Tennessee  physicians  by 
Medicare/TennCare  and  other  significant  third  party  insurance  com- 
panies doing  business  in  Tennessee;  and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be  distributed  to  the 
medical  director  of  Cigna  Medicare  Administration,  medical  direc- 
tor of  Medicare  Health  Maintenance  Organization  plans,  medical 
director  of  TennCare  Managed  Care  Organizations,  medical  director 
and  Commissioner  of  the  TennCare  Bureau  of  the  State  of  Tennes- 
see, and  other  medical  directors  of  significant  third  party  insurers 
doing  business  in  Tennessee. 

ACTION:  ADOPTED 


RESOLUTION  NO.  6-98 

Reaffirmation  of  Resolution  No.  27-91 
(Insurance  Carriers  Disruption  of  the  Physician  Patient  Relationship) 

William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  reaffirm 
Resolution  No.  27-91  and  exercise  all  advocacy  avenues  available  to 
ensure  that  insurance  carriers  and  managed  care  organizations  are 
carrying  out  in  good  faith  their  contractual  and  statutory  responsi- 
bilities toward  their  enrollees,  are  refraining  from  imposing  unrea- 
sonable restrictions  on  access  to  medical  treatments  deemed  neces- 
sary by  patients’  physicians,  and  are  not  otherwise  interfering  with 
the  physician/patient  relationship. 

ACTION:  ADOPTED 
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The  reference  committees  have  the  option  of  recommending  a 
resolution  for  adoption  or  rejection,  for  adoption  as  amended  or  sub- 
stituted, for  referral,  or  for  no  action.  The  resolutions  that  follow  are 
in  the  form  in  which  they  were  adopted,  not  adopted,  or  referred  by 
the  House  of  Delegates. 

RESOLUTION  NO.  7-98 
Overhauling  the  TennCare  Partners  Program 

James  D.  King,  MD,  Chair 
TMA  Committee  on  Rural  Physicians 

Whereas,  For  the  past  several  months,  the  TennCare  Bureau  has 
been  using  a system  for  the  delivery  of  mental  health  services 
through  two  Behavioral  Health  Organizations,  which  function  in 
tandem  with  the  various  managed  care  organizations;  and 

Whereas,  Under  the  Partners  Program,  TennCare  patients’  men- 
tal health  treatment  has  been  carved  out  and  largely  separated  from 
the  delivery  of  services  for  physical  health  treatment;  and 

Whereas,  The  assumption  underlying  the  Partners  Program  was 
faulty  from  the  beginning,  namely  that  health  care  treatment  could 
be  easily  and  efficiently  bifurcated  between  mental  health  and 
physical  health  services;  and 

Whereas,  Primary  care  physicians  are  well  able  to  manage  men- 
tal health  problems  given  their  training  and  experience  in  treating, 
for  example,  depression,  and  in  children,  Attention  Deficit  Disorder 
and  Attention  Deficit  Hyperactivity  Disorder;  and 

Whereas,  Under  the  Partners  Program,  the  community  mental 
health  centers  that  still  exist  are  either  unable  or  unwilling  to  share 
patient  information  with  the  treating  primary  care  physicians,  even 
with  signed  releases  from  patients  about  their  medicines,  diagnoses 
and  treatment  plans;  and 

Whereas,  Under  the  Partners  Program,  it  was  assumed  that  the 
therapeutic  counseling  relationship  could  be  supplanted  by  “case 
managers”  making  “site  visits.”  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  oppose  ef- 
forts by  the  TennCare  Bureau  to  carve  out  mental  health  services 
from  health  delivery  or  reimbursement  programs  especially  as  these 
entities  arbitrarily  divide  patient  care  into  physical  and  mental 
health  illnesses  and  conditions;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  advocate 
on  its  members  behalf  that  TennCare  payors  follow  medically  ap- 
propriate guidelines  for  the  proper  treatment  of  patients  who  suffer 
from  mental  or  emotional  illnesses,  and  ensure  that  community  men- 
tal health  centers  and  other  providers  timely  share  patient  informa- 
tion and  records  so  that  treating  physicians  may  provide  such  pa- 
tients with  high  quality  health  care. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  7-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  8-98 

TMA  Annual  Dues  Reallocation 

Charles  Ed  Allen,  MD,  Ex-Officio  Delegate 
William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  Medical  Association  Student  Education 
Fund,  Inc.  (TMA-SEF)  was  chartered  as  a not-for-profit  corporation 
in  Tennessee  in  1963,  and  has  been  affiliated  with  the  Tennessee 
Medical  Association  (TMA)  since  its  inception,  and  since  1981  has 


received  contributions  from  TMA  member  physicians  through  an 
ear-marked  portion  of  TMA  membership  dues;  and 

Whereas,  Through  the  adoption  of  completely  revised  bylaws  by 
its  Board  of  Directors  in  January,  1998,  the  TMA-SEF  has  been 
renamed  the  Tennessee  Medical  Education  Fund,  Inc.  (the  Fund);  and 
Whereas,  TMA  Resolution  No.  14-97  established  as  TMA  policy 
the  ongoing  encouragement  of  physicians  in  Tennessee  to  support 
the  Fund’s  loan  and  scholarship  programs;  and 

Whereas,  The  Fund  has  established  a five-year  contract  with 
the  TMA  for  the  provision  of  management  and  administrative  ser- 
vices, and  through  that  contract  has  engaged  a full-time  director  of 
development  to  assist  with  the  ongoing  fund-raising  efforts  of  the 
Fund;  and 

Whereas,  The  assets  of  the  Fund  are  now  at  a level  sufficient  to 
enable  the  Fund  to  become  self-sustaining,  and  therefore  not  de- 
pendent on  the  current  TMA  membership  dues  allocation  arrange- 
ment; and 

Whereas,  The  Board  of  Directors  of  the  Fund  has  no  objections 
to  the  termination  of  TMA’s  membership  dues  allocation  to  the 
Fund;  and 

Whereas,  The  reserve  funds  of  the  TMA  in  1993-94  were  re- 
duced to  a financially  unsound  low  level  primarily  due  to  the 
TennCare  lawsuit  and  related  TennCare  activities,  and  these  funds 
need  to  be  replenished  to  make  TMA’s  future  more  stable  and  the 
reallocated  funds  from  the  TMA-SEF  could  be  used  to  replenish  the 
TMA  reserves.  Now,  therefore  be  it 

RESOLVED,  That  Tennessee  Medical  Association  (TMA)  Reso- 
lution No.  9-96  (Reaffirmation  and  Modification  of  Resolution  No. 
1-89  [TMA  Student  Education  Fund  Assessment]),  TMA  Resolution 
No.  1-90  [Dues  to  Fund  TMA-SEF]),  and  TMA  Resolution  No.  7-95 
[TMA  Annual  Dues]  be  hereby  terminated  effective  with  the 
completion  of  the  1998  TMA  membership  dues  year;  and  be  it  further 
RESOLVED,  That  beginning  with  the  1999  Tennessee  Medical 
Association  (TMA)  membership  dues  year,  that  portion  of  TMA 
member  dues  previously  allocated  as  a member  contribution  to  the 
TMA-SEF  be  reallocated  to  TMA,  and  that  TMA’s  active  member 
dues  level  be  $395.00  with  the  reallocated  funds  being  used  to  re- 
plenish the  TMA  reserves  to  a financially  sound  level  as  determined 
by  the  TMA  Board  of  Trustees;  and  be  it  further 

RESOLVED,  That  future  annual  dues  bills  from  the  Tennessee 
Medical  Association  (TMA)  may  provide,  at  the  discretion  of  the 
TMA  Board  of  Trustees,  an  optional  check-off  category  whereby 
physicians  could  continue  to  voluntarily  contribute  to  the  Tennessee 
Medical  Education  Fund,  Inc. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  8-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  9-98 

Simplifying  Public  Health  Council  Nomination  Process 

William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  General  Assembly  created  the  12-mem- 
ber Public  Health  Council  in  1935,  and  declared  that  six  of  the 
members  were  to  be  licensed  physicians;  and 

Whereas,  The  enabling  statute  at  Tennessee  Code  Annotated 
Section  68-1-501  states  that  the  medical  members  shall  be  appointed 
from  a list  of  six  (6)  from  each  grand  division,  certified  to  the  gov- 
ernor by  the  House  of  Delegates  of  the  Tennessee  Medical  Associa- 
tion (TMA);  and 
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Whereas,  Vacancies  arise  more  often  than  the  House  of  Del- 
egates annual  meeting,  making  the  nomination  process  overly  cum- 
bersome; and 

Whereas,  The  House  of  Delegates  should  formally  delegate  this 
nomination  process  to  the  TMA  Board  of  Trustees  for  efficiency 
purposes,  since  the  Board  meets  regularly  during  the  calendar  year 
and  is  in  an  ideal  position  to  select  effective  nominees.  Now,  there- 
fore be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  (TMA) 
House  of  Delegates  hereby  authorize  the  TMA  Board  of  Trustees  to 
carry  out  the  House  of  Delegates’  statutory  responsibility  to  provide 
the  Tennessee  Governor  upon  request  with  physician  nominees  for 
the  Public  Health  Council. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  9-98. 

ACTION:  ADOPTED 


RESOLUTION  NO.  10-98 

Specialty  Society  Representation  in  TMA  House  of  Delegates 

William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 
Mack  A.  Land,  MD,  Member 
Tennessee  Council  on  Medical  Specialty  Societies 

Whereas,  In  1997,  the  Tennessee  Medical  Association  (TMA) 
facilitated  and  assisted  in  the  formation  of  a specialty  society  orga- 
nization in  Tennessee  now  called  the  Tennessee  Council  on  Medical 
Specialty  Societies;  and 

Whereas,  The  overall  mission  of  this  organization  is  to  facilitate 
interchange  of  views,  cooperation,  and  educational  activities  among 
specialty  society  members  with  the  TMA  and  its  component  societ- 
, ies,  state  government,  and  the  Tennessee  health  care  industry;  and 

Whereas,  Physicians  in  Tennessee  have  more  issues  in  common 
that  unite  the  profession  than  differences  that  can  divide  it,  and 
diverse  opinions  and  input  can  strengthen  the  profession  of  medi- 
cine; and 

Whereas,  State  specialty  societies  can  offer  a unique  perspective 
to  many  of  the  issues,  concerns,  and  policies  established  by  the 
House  of  Delegates  of  TMA  as  they  do  nationally  by  their  participa- 
tion in  American  Medical  Association  House  of  Delegates.  Now, 
therefore  be  it 

RESOLVED,  That  our  Tennessee  Medical  Association  prepare  to 
incorporate  specialty  society  representation  into  our  House  of  Del- 
egates; and  be  it  further 

RESOLVED,  That  a special  task  force  be  appointed  by  the 
Speaker  of  the  House  to  design  a plan  for  specialty  society  represen- 
tation in  our  House  of  Delegates  considering  the  American  Medical 
Association  House  of  Delegates  structure  and  other  applicable  mod- 
els as  guides;  and  be  it  further 

RESOLVED,  That  special  task  force  composition  be  representa- 
tive of  a cross-section  of  primary  care,  specialty,  and  hospital-based 
physicians,  including,  but  not  limited  to,  members  of  the  Tennessee 
Council  on  Medical  Specialty  Societies;  and  be  it  further 

RESOLVED,  That  the  special  task  force  address  the  issues  of 
; criteria  and  eligibility  for  delegate  status,  the  official  process  for 
selecting  delegates,  and  report  back  to  the  House  of  Delegates  its 
recommendations  in  April  1999. 

SPECIAL  REFERENCE  COMMITTEE  ON  HOUSE  OF  DEL- 
EGATES COMPOSITION — recommended  adoption  of  Resolution 
No.  10-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  11-98 
Incentives  for  Group  Membership 

William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 
Lee  M.  Carter,  MD,  Delegate 
John  W.  Lamb,  MD,  Delegate 

Whereas,  Less  than  half  of  licensed  physicians  in  the  United 
States  are  members  of  the  Federation  of  Medicine,  and  the  Ameri- 
can Medical  Association  (AMA)  has  adopted  a goal  of  increasing 
the  percentage  of  physicians  who  join;  and 

Whereas,  Critics  are  able  to  question  our  right  to  speak  for  phy- 
sicians when  such  a large  percentage  of  physicians  choose  not  to 
join;  and 

Whereas,  In  Tennessee,  a large  percentage  of  practicing  physi- 
cians have  joined  their  local  medical  societies  and  the  Tennessee 
Medical  Association  (TMA),  but  a trend  has  been  identified  in 
which  some  large  groups  of  physicians,  including  young  physicians, 
women  physicians,  minority  physicians,  government,  industrial  and 
academic  physicians,  are  somewhat  less  likely  to  join  any  level  of 
the  Federation;  and 

Whereas,  Organized  medicine  should  continually  seek  to  repre- 
sent a greater  percentage  of  physicians  in  order  to  increase  its  repre- 
sentative voice  and  strength,  and  there  is  tremendous  potential  to 
cultivate  new  members  within  various  group  settings  of  physicians 
across  the  state;  and 

Whereas,  In  July,  1997,  the  TMA  Board  of  Trustees  approved  in 
concept  the  consideration  of  incentives  for  attracting  new  members 
from  groups  of  physicians  who  have  traditionally  not  joined  orga- 
nized medicine;  and 

Whereas,  In  1991,  the  AMA  adopted  a dues  restructuring  plan 
for  groups  of  50  or  more  physicians  and  presently  recognizes  some 
20+  pilot  membership  projects  for  groups  which  are  overseen  by  the 
AMA  Board  of  Trustees;  and 

Whereas,  The  AMA  must  have  the  consent  of  the  county  and 
state  medical  societies  before  approaching  groups  about  certain  dues 
incentive  plans,  and  the  AMA  is  currently  discussing  projects  with  a 
few  large  groups  in  Tennessee.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  explore 


A new  tradition.  Outgoing  president,  Dr.  R.  Benton  Adkins,  Nash- 
ville, presents  the  new  TMA  President's  Medal  to  incoming  presi- 
dent Dr.  David  G.  Gerkin,  Knoxville. 
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development  and  possible  implementation  of  pilot  membership  in- 
centive projects  in  cooperation  with  local  component  medical  soci- 
eties and  the  American  Medical  Association;  and  be  it  further 
RESOLVED,  That  the  purpose  of  pilot  membership  incentive 
projects  be  targeting  the  maximum  number  of  groups  to  include 
physicians  who  are  not  currently  members  of  component  medical 
societies,  the  Tennessee  Medical  Association,  and  the  American 
Medical  Association  so  that  the  largest  number  of  potential  mem- 
bers could  be  enlisted;  and  be  it  further 

RESOLVED.  That  the  Tennessee  Medical  Association  Member- 
ship Committee  review,  study,  and  evaluate  an  incentive  discount 
plan  for  members. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  11-98  as  amended. 

ACTION;  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  12-98 
Mental  Health  Services 

Edward  W.  Capparelli,  MD,  Delegate 
Cocke  County  Medical  Society 

Whereas,  Recent  changes  in  mental  health  services  have  allowed 
mental  health  hospitals  to  discharge  suicidal  patients  after  minimal 
and  often  inadequate  treatment;  and 

Whereas,  Mental  health  hospitals  have  demanded  large  cash  de- 
posits before  many  private  insurance  patients  can  access  mental 
health  services,  especially  in-patient  services;  and 

Whereas,  The  aforementioned  actions  have  led  to  a number  of 
adverse  outcomes  including  death,  and  to  many  repeat  drug  over- 
doses often  within  days  or  even  hours  of  discharge  tying  up  medical 
emergency  rooms  and  intensive  care  unit  beds;  and 

Whereas,  Current  COBRA  guidelines  prevent  medical  hospitals 
from  inadequately  and/or  improperly  caring  for  patients  presenting 
to  their  doors  or  from  demanding  cash  deposits  prior  to  receiving 
emergency  treatment.  Now,  therefore  be  it 

RESOLVED,  That  the  Special  Medical  Issues  Committee  investi- 


gate how  the  Tennessee  Medical  Association  might  work  closely 
with  the  Tennessee  State  Legislature  and  the  Tennessee  Department 
of  Health  to  issue  appropriate  and  fair  regulations  requiring  mental 
health  facilities  to  adhere  to  the  same  standard  of  care  as  acute  care 
facilities  for  serious  mental  health  problems. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  12-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  13-98 
Custodial  Care  for  the  Elderly  and  Infirm 

Edward  W.  Capparelli,  MD,  Delegate 
Cocke  County  Medical  Society 

Whereas,  In  recent  years  services  provided  by  home  health  agen- 
cies have  enabled  many  elderly  and  disabled  persons  to  continue  to 
live  at  home;  and 

Whereas,  Recent  changes  enacted  by  the  Health  Care  Finance 
Administration  (HCFA)  will  force  many  patients  to  be  discharged 
from  home  health  services  depriving  them  of  access  to  not  only 
professional  services  but  to  custodial  services  as  well;  and 

Whereas,  The  state  of  Tennessee  has  no  current  programs  in 
place  to  help  elderly  and  disabled  persons  who  need  only  assistance 
with  their  activities  of  daily  living  which  will  force  many  people  to 
enter  nursing  homes.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  work  with 
the  Tennessee  Department  of  Health,  the  Tennessee  Hospital  Asso- 
ciation, and  the  Tennessee  State  Legislature  to  identify  potential 
community  and  state  resources  that  can  provide  home  and  commu- 
nity-based services  for  chronically  ill  elderly  and  disabled  persons 
to  enable  them  to  choose  to  stay  at  home  and  receive  cost-effective 
home  custodial  services. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  13-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


TMA  officers  prepare  for  House  of  Delegates  to  begin. 
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RESOLUTION  NO.  14-98 
Supervision  of  Non-Physician  Providers 

James  D.  King,  MD,  Chair 
TMA  Committee  on  Rural  Physicians 

Whereas,  The  Tennessee  nursing  lobby’s  agenda  includes  inde- 
pendent practice  for  nurse  practitioners  (NPs);  and 

Whereas,  That  lobby  has  made  advances  in  increasing  NPs’ 
scope  of  practice  and  decreasing  supervision  by  physicians;  and 

Whereas,  The  Tennessee  Medical  Association  has  not  updated  its 
policy  since  1991  on  physician  supervision  of  non-physician  provid- 
ers to  ensure  that  they  safely  treat  patients,  within  their  expertise 
and  education  level.  Now,  therefore  be  it 

RESOLVED,  That  the  Board  of  Trustees  of  the  Tennessee  Medi- 
cal Association  review  the  supervision  policy  of  the  Board  of  Medi- 
cal Examiners  for  non-physician  providers  including  nurse  practitio- 
ners, physician  assistants,  and  certified  registered  nurse  anesthetists 
and  present  its  recommendation  to  the  1999  House  of  Delegates; 
and  be  it  further 

RESOLVED,  That  the  policy  of  supervision  of  non-physician 
providers  include,  but  not  be  limited  to,  the  following  principles: 

1)  The  supervising  physician  retains  ultimate  responsibility  of 
the  patient  care  rendered  by  the  non-physician  provider  (NPP). 

2)  The  supervising  physician  remain  responsible  for  assuring 
that  all  activities  are  within  the  scope  of  the  NPP’s  and  supervising 
physician’s  training  and  experience. 

3)  The  physician  must  afford  adequate  supervision  to  ensure 
that  the  NPP  provides  care  in  accordance  with  accepted  medical 
standards. 

4)  Supervision  includes,  but  is  not  limited  to:  a)  Written  proto- 
cols developed  by  the  supervising  physician  delineating  NPP  func- 
tions and  responsibilities;  b)  The  continuous  availability  of  direct 
communication  either  in  person  or  by  electronic  communications 
between  the  NPP  and  the  supervising  physician;  c)  Regular  chart 
review;  and  d)  The  designation  of  alternate  physician(s)  in  the  ab- 
sence of  the  supervisor,  or  if  care  is  outside  the  supervisor’s  training 
or  experience. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  14-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  15-98 
Specialty  Specific  Formularies 

James  D.  King,  MD,  Chair 
TMA  Committee  on  Rural  Physicians 

Whereas,  The  Tennessee  Medical  Association  is  against  the  ra- 
tioning of  health  care  based  on  purely  economic  reasons;  and 

Whereas,  There  is  great  economic  pressure  on  health  insurers  and 
governmental  health  programs  to  limit  the  availability  of  pharmaceuti- 
cal products  merely  based  on  attendant  costs  alone  without  any  ratio- 
nal examination  or  consideration  of  patient  care  outcomes;  and 
Whereas,  Some  third  party  payors  are  denying  payment  for  some 
medications  because  of  the  specialty  of  the  physician  prescribing  the 
medications.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  oppose 
medical  specialty  specific  formularies;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  oppose 
and  work  to  prevent  third  party  and  governmental  payors,  their  for- 
mulary committees,  and  other  entities  that  determine  drug  formular- 


ies and  prescription  authorization  procedures  from  using  physicians’ 
medical  specialty  as  a reason  for  prior  approvals,  denials,  or  in- 
creased paperwork  burdens. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  15-98. 

ACTION:  ADOPTED 


SUBSTITUTE  RESOLUTION  NO.  16-98 

Reevaluation  of  Campaign  Contributions 

Iris  G.  Snider,  MD,  Delegate 
McMinn  County  Medical  Society 

RESOLVED,  That  the  Tennessee  Medical  Association,  through 
its  Committee  on  Legislation,  urge  the  Independent  Medicine’s  Po- 
litical Action  Committee-Tennessee  (IMPACT)  Board  to  develop  a 
policy  on  campaign  contributions  that  takes  into  account  input  from 
local  IMPACT  members  regarding  their  legislators  and  those  legis- 
lators’ voting  records. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Substi- 
tute Resolution  No.  16-98. 

ACTION:  ADOPTED 


RESOLUTION  NO.  17-98 

Reimbursing  Nurse  Practitioners 

Thomas  Mark  Carter,  MD,  Delegate 
Michael  E.  Green,  MD,  Delegate 
Sumner  County  Medical  Society 

Whereas,  BlueCross  BlueShield  of  Tennessee  has  a policy  of 
reimbursing  nurse  practitioners  at  the  same  rate  as  physicians;  and 
Whereas,  This  policy  is  not  supported  by  the  difference  in  the 
level  of  training  and  expertise  between  nurse  practitioners  and  phy- 
sicians. Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  request 
that  BlueCross  BlueShield  of  Tennessee  reflect  in  its  policy  of  reim- 
bursing nurse  practitioners  at  the  same  or  similar  rate  as  physicians, 
that  this  high  rate  for  the  nurse  practitioner’s  service  is  the  enhanced 
rate  in  which  the  value  of  the  nurse  practitioner’s  service  is  in- 
creased by  the  oversight  of  a physician. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  17-98. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  18-98 

Informing  the  Public  of  Beneficial  TMA  Actions 

David  R.  Ginn,  MD,  Delegate 
Sullivan  County  Medical  Society 

Whereas,  The  promotion  of  an  understanding  between  the  public 
and  the  medical  profession  is  a part  of  the  mission  statement  of  the 
Tennessee  Medical  Association  (TMA);  and 

Whereas,  Resolutions  which  are  beneficial  to  the  public  are 
passed  at  the  TMA  House  of  Delegates;  and 
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Whereas,  Component  medical  societies  of  the  TMA  may  desire 
to  use  this  information  to  demonstrate  what  the  TMA  is  doing  for 
the  public.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  (TMA) 
Board  of  Trustees  direct  the  TMA  through  the  Committee  on  Com- 
munications and  Public  Relations  to  provide  to  the  component  medi- 
cal societies  in  ad  form,  if  appropriate,  the  most  important  public- 
related  issues  that  reflect  TMA  policy;  and  be  it  further 

RESOLVED,  That  the  public-related  issues  that  the  House  of 
Delegates  has  made  Tennessee  Medical  Association  policy  be  made 
available  for  use  by  component  medical  societies. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  18-98  as  amended. 

ACTION;  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  19-98 

TennCare  Actuarial  Soundness 

Mary  M.  Headrick,  MD,  Delegate 
Roane-Anderson  County  Medical  Society 

Whereas,  Tennessee  Medical  Association  members  express  opin- 
ions that  TennCare  under-reimburses  many  physicians.  Now,  there- 
fore be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  assist  the 
State  Legislature  in  conducting  a survey  to  quantify  issues  of  appro- 
priate reimbursement. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  19-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  20-98 

Continuity  of  Health  Care  Stability  of 
Physician/Patient  Relationships 

Mary  M.  Headrick,  MD,  Delegate 
Roane-Anderson  County  Medical  Society 


Whereas,  Tennessee  Medical  Association  (TMA)  members 
charged  TMA  to  work  for  “any  willing  provider  law”;  and 

Whereas,  Recent  literature  contains  an  abundance  of  articles  ex- 
pressing the  importance  of  continuity  with  nurse  case  managers  but 
a dearth  of  articles  expressing  the  importance  of  physician-patient 
continuity;  and 

Whereas,  Reading  such  literature  one  would  conclude  that  it  is 
unimportant  for  a patient  to  be  able  to  continue  a relationship  with 
his  or  her  physician.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  urge  the 
American  Medical  Association  to  assemble  a position  paper  quanti- 
fying the  importance  of  physician  continuity  of  care  and  the  stability 
of  the  source  and  rules  of  health  care,  at  least  for  the  chronically  ill. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  20-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  21-98 
Insurance  Benefit  Mandates/Priorities 

Mary  M.  Headrick,  MD,  Delegate 
Roane-Anderson  County  Medical  Society 

Whereas,  Insurance  benefit  mandates,  if  done  in  a piecemeal 
fashion,  will  drive  up  the  cost  of  some  health  plans  without  respect 
to  cost/benefit  (e.g.,  1997  mandate  that  all  prescribed  oral  diabetic 
agents  be  covered,  even  expensive  new  agents)  and  neglect  prioritiz- 
ing cost/benefit  issues  (e.g.,  1997  mandated  prostatic  specific  anti- 
gen screen  coverage,  but  did  not  mandate  parenteral  osteomyelitis 
coverage  at  home).  Now,  therefore  be  it 

RESOLVED,  That  Tennessee  Medical  Association  (TMA)  urge 
the  Tennessee  Departments  of  Commerce,  Insurance,  and  Health,  to 
form  a task  force  with  TMA  participation  to  adopt  a benefit  grading 
system  for  each  plan  type  (indemnity,  point  of  service,  preferred 
provider  organizations,  and  health  maintenance  organizations)  to 
help  both  legislators  and  consumers  better  assess  plans. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  21-98. 

ACTION:  ADOPTED 


TMA  Past  President’s  Breakfast. 
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RESOLUTION  NO.  22-98 

Access  to  Health  Insurance  and  Health  Care 

Mary  M.  Headrick,  MD,  Delegate 
Roane-Anderson  County  Medical  Society 

Whereas,  TennCare  has  led  to  growth  from  approximately  88 
percent  coverage  to  the  current  near  94  percent  health  insurance 
coverage  for  Tennessee  citizens,  but  there  still  remains  coverage 
gaps  for  citizens’  access  to  affordable  health  insurance  (e.g.,  part- 
time  workers,  low-income  individuals,  high-risk  individuals,  and 
employees)  where  health  insurance  is  not  offered.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association  (TMA) 
make  recommendations  to  the  state  regarding  the  state’s  data  collec- 
tion process  concerning  the  uninsured  and  underinsured  every  one 
to  two  years,  and  that  the  TMA  make  recommendations  regarding 

i options  to  improve  the  percent  of  citizens  that  have  adequate  insur- 
ance coverage. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  22-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  23-98 

Opposition  to  the  Use  of  Corporal  Punishment  in 
Tennessee  Schools 

David  L.  Johnson,  MD,  Delegate 
Rutherford  County-Stones  River  Academy  of  Medicine 

Whereas,  As  physicians  we  dedicate  ourselves  to  promoting  and 
protecting  the  physical  and  psychological  health  of  the  children  of 
Tennessee;  and 

Whereas,  Children  suffer  physical,  psychological,  and  emotional 
injury  as  a result  of  corporal  punishment;  and 

Whereas,  Corporal  punishment  is  unnecessary,  and  strong  and 
effective  alternative  methods  of  discipline  exist  and  are  already  used 
by  the  majority  of  teachers.  Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  oppose  the 
use  of  corporal  punishment  as  a primary  means  of  discipline  in  Ten- 
nessee schools;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  encourage 
' educators  with  the  implementation  of  alternative  methods  of  disci- 
pline in  schools;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  urge  its 
component  medical  societies  to  address  the  issues  of  corporal  pun- 
ishment with  their  local  school  districts  and  urge  and  support  the 
development  of  alternative  means  of  discipline. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  23-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  24-98 
Pre-Certification 

Terri  W.  Jerkins,  MD,  Delegate 

RESOLVED,  That  the  Tennessee  Medical  Association  should 
support  the  enactment  of  legislation  in  the  Tennessee  General  Assem- 
bly which  would  require  physician  reviewers  to  contact  the  attending 
physician  directly  prior  to  denial  of  admission  or  continuing  stay. 


REFERENCE  COMMITTEE  A — recommended  nonadoption  of 
Resolution  No.  24-98. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  25-98 
Abuses  by  Managed  Care  in  Tennessee 

Ralph  M.  Bard,  MD,  Delegate 
Coffee  County  Medical  Society 

Whereas,  The  state  of  Tennessee  has  implemented  the  TennCare 
program  and  this  program  covers  an  increasing  number  of  Tennes- 
see residents;  and 

Whereas,  This  program  is  administered  by  private  for-profit  in- 
surance companies  whose  primary  responsibility  is  to  their  stock 
holders  rather  than  the  patients  covered;  and 

Whereas,  The  federal  government  has  passed  the  Employee  Re- 
tirement Security  Act  of  1974  (ERISA)  which  provides  protection  to 
TennCare  and  other  managed  care  plans  including  health  mainte- 
nance organizations  (HMOs);  and 

Whereas,  The  effect  of  ERISA  has  been  to  protect  these  man- 
aged care  plans  from  litigation  should  they  irresponsibly  withhold 
needed  medical  care;  and 

Whereas,  The  only  option  left  to  patients  whose  care  has  been 
improperly  withheld  by  the  managed  care  plan  is  to  sue  their  physi- 
cian, placing  the  physicians  of  Tennessee  at  increased  risk  for  law- 
suits which  are  beyond  their  capability  to  control;  and 

Whereas,  In  the  past  managed  care  plans  have  severely  injured 
patients  as  evidenced  by  the  Casualty  of  the  Day  published  by  Coa- 
lition for  Health  Care  Accountability  (1-31 0-392-5022);  and 

Whereas,  The  state  of  Texas  has  passed  legislation  that  has  made 
the  managed  care  plans  responsible  for  their  actions  and  subjected 
them  to  the  same  standards  that  are  required  of  physicians  in  that 
state  resulting  in  a more  responsible  administration  of  health  care 
programs  in  that  state.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  present  to 
the  Tennessee  General  Assembly  Title  5,  Civil  Practice  and  Rem- 
edies Code,  amendments  to  Chapter  88  of  the  Texas  code,  which 
was  recently  passed  by  the  Texas  Legislature  for  consideration,  and 
strongly  urge  enactment  of  similar  legislation  in  this  state  in  order  to 
protect  the  citizens  of  this  state  from  abusive  and  overreaching  prac- 
tices of  managed  care  plans  in  the  state  of  Tennessee. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  25-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  26-98 

Certificate  of  Need  Procedures  Manual 

Mack  A.  Land,  MD,  Delegation  Chair 
Memphis-Shelby  County  Medical  Society 

Whereas,  Physicians  are  interested  in  practicing  in  ancillary  health 
care  facilities  such  as  ambulatory  surgical  treatment  centers;  and 

Whereas,  Tennessee  law  requires  physicians  to  obtain  a certifi- 
cate of  need  (CON)  from  the  Health  Facilities  Commission  before 
constructing  such  facilities;  and 

Whereas,  It  is  costly  for  a physician  to  go  through  the  CON 
process.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  develop 
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for  its  members  a procedures  manual  with  guidelines  on  how  to 
obtain  a certificate  of  need  from  the  Health  Facilities  Commission. 

REFERENCE  COMMITTEE  B — recommended  nonadoption  of 
Resolution  No.  26-98. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  27-98 

Prompt  Payment  by  Managed  Care  Organizations 

Mack  A.  Land,  MD,  Delegation  Chair 
Memphis-Shelby  County  Medical  Society 

Whereas,  Managed  care  organizations  (MCOs)  frequently  take 
longer  than  30  days  to  pay  physician  claims;  and 

Whereas,  Physicians  are  entitled  to  the  use  of  moneys  that  are 
due  for  the  services  they  provide  patients;  and 

Whereas,  Delayed  payments  by  MCOs  deprive  physicians  of  the 
use  of  their  earnings  and  provides  the  MOO  with  the  illegal  use  of 
physicians’  earnings;  and 

Whereas,  Tennessee  Code  Annotated  68-11-219,  which  allows 
up  to  12  percent  interest  per  annum  for  unpaid  health  care  insurance 
claims,  has  too  many  loopholes  to  be  useable  by  physicians  and  may 
often  be  preempted  by  the  Employee  Retirement  Income  Security  Act 
of  1973  (ERISA);  and 

Whereas,  Illegally  profiting  from  health  care  funds  obtained 
from  federal  sources  represents  health  care  fraud.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association  will  work 
with  the  legislature  to  amend  Tennessee  Code  Annotated  68-1 1-219  to 
allow  physicians  to  charge  health  care  insurers  up  to  18  percent  inter- 
est per  annum  if  claims  are  not  paid  within  30  days,  such  interest  to  be 
paid  regardless  of  the  information  needed  by  the  insurer  to  process  or 
determine  the  validity  or  payment  rate  of  a claim  and  will  include 
underpayments  made  by  the  insurer  for  any  reason;  and  be  it  further 
RESOLVED,  That  the  Tennessee  Medical  Association  include  all 
insurers  in  legislation  that  amends  Tennessee  Code  Annotated  68- 
11-219  to  allow  physicians  to  charge  health  care  insurers  up  to  18 
percent  interest  per  annum  if  claims  are  not  paid  within  30  days, 
regardless  of  Employee  Retirement  Income  Security  Act  of  1973 
status;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  work  with 
the  Tennessee  Bureau  of  Investigation  to  develop  a compliance  pro- 
gram for  prompt  payment  by  TennCare  managed  care  organizations 
with  appropriate  referrals  for  fraud  investigations  to  state  and  fed- 
eral authorities  for  noncompliance. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  27-98. 

ACTION:  ADOPTED 


RESOLUTION  NO.  28-98 

Monitoring  Managed  Care  Organization  Appeals 

Mack  A.  Land,  MD,  Delegation  Chair 
Memphis-Shelby  County  Medical  Society 

Whereas,  Insurance  companies  and  managed  care  organizations 
(MCOs)  purport  to  have  appeals  of  adverse  decisions  that  might 
affect  the  care  of  patients;  and 

Whereas,  In  many  instances  access  to  medical  directors  or  other 
appeals  officers  assigned  to  listen  to  appeals  and  correct  erroneous 
decisions  is  very  restricted  to  the  extent  that  physicians  and  other 


health  care  providers  are  unable  to  access  the  appeals  process  with- 
out harming  other  patients  by  not  being  able  to  care  for  their  prob- 
lems; and 

Whereas,  The  design  of  the  process  is  often  so  cumbersome  that 
patients’  acute  problems  must  be  addressed  before  it  is  possible  to 
access  the  decision  makers  in  the  MCOs.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association  work  to 
adopt  legislation  that  requires  the  Commissioner  of  the  Tennessee 
Department  of  Commerce  and  Insurance  to  randomly  monitor  man- 
aged care  organizations’  appeals  processes  by  attempting  to  access 
the  decision  makers  on  a weekly  basis,  and  to  institute  corrective 
actions  up  to  and  including  withdrawing  the  MCO’s  insurance  license. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  28-98. 

ACTION:  ADOPTED 


RESOLUTION  NO.  29-98 
Bidding  for  Ancillary  Services 

Charles  R.  Handorf,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  BlueCross  BlueShield  of  Tennessee  has  exclusively 
contracted  for  outpatient  laboratory  services  for  TennCare  recipients 
with  LabOne,  a laboratory  in  Lenexa,  Kansas;  and 

Whereas,  LabOne  had  no  laboratory  facility  of  functional  service 
infrastructure  with  Tennessee  as  of  February  1,  1998;  and 

Whereas,  This  contract  appears  to  have  been  awarded  without 
competition  and  without  allowing  other  laboratories  to  compete  in 
the  bidding  process.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  urge  the 
Tennessee  State  Legislature  to  investigate  TennCare  managed  care 
organizations’  bidding  processes  for  ancillary  services  (such  as 
laboratory,  pharmacy,  and  home  health)  so  that  TennCare  recipients 
are  assured  adequate  care;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  urge  the 
House  of  Delegates  of  the  American  Medical  Association  to  support 
federal  policies  on  ancillary  services  that  would  ensure  patient  ac- 
cess to  appropriate  and  timely  diagnosis  and  treatment. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  29-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  30-98 

Tennessee  Physicians  Quality  Verification  Organization 

Charles  R.  Handorf,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  The  Tennessee  Medical  Association,  the  Nashville 
Academy  of  Medicine,  the  Chattanooga/Hamilton  County  Medical 
Society,  the  Knoxville  Academy  of  Medicine,  and  the  Memphis  & 
Shelby  County  Medical  Society  have  formed  the  Tennessee  Physi- 
cians Quality  Verification  Organization  (TPQVO)  and  Limited  Li- 
cense Corporation;  and 

Whereas,  The  purpose  of  the  TPQVO  is  to  offer  credentials  veri- 
fication services  on  a statewide  basis;  and 

Whereas,  The  TPQVO  plans  to  offer  additional  services  to  the 
physicians  of  Tennessee;  and 

Whereas,  The  TPQVO  is  owned  and  operated  by  the  physicians 
of  Tennessee;  and 
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Whereas,  The  TPQVO  has  seven  years  of  experience  in  the  field 
of  credentials  verification.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  (TMA) 
House  of  Delegates  endorse  the  Tennessee  Physicians  Quality 
Verification  Organization  as  a sponsored  service  of  the  TMA;  and 
be  it  further 

RESOLVED,  That  the  component  medical  societies  of  the  Ten- 
nessee Medical  Association  actively  assist  the  Tennessee  Physicians 
Quality  Verification  Organization  (TPQVO)  by  encouraging  hospi- 
tals and  other  organizations  needing  credential  verification  services 
in  their  local  area  to  utilize  the  TPQVO. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  30-98. 

ACTION.  ADOPTED 


RESOLUTION  NO.  31-98 

Patient  Information  Posters  Pilot  Project 

George  S.M.  Cowan  Jr.,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  The  Tennessee  Medical  Association  (TMA)  and  its 
component  medical  societies  have  no  direct  control  over  issues  and 
their  presentation  in  the  commercial  media;  and 

Whereas,  Advertising  in  the  commercial  media  is  expensive  and, 
at  times,  questionably  effective  in  reaching  its  target  audience;  and 
Whereas,  While  posters  are  widely  employed  in  physicians’ 
lounges  in  hospitals  through  the  United  States  of  America  and  have 
proven  themselves  to  be  widely  read;  and 

Whereas,  TMA  member  physicians,  during  any  given  year,  have 
a strong  majority  of  the  citizens  of  Tennessee  visit  in  their  office 


Outgoing  president  Dr.  R.  Benton  Adkins  addressing  the 
President's  evening  guests. 


waiting  rooms;  and 

Whereas,  Apart  from  specialty  informational  diagrams  provided 
by  individual  physicians,  posters  are  not  widely  employed  in  physi- 
cians’ offices  for  patient  informational  purposes;  and 

Whereas,  Posters  published  periodically  by  TMA  and  displayed  on 
office  waiting  room  and  examination  walls  could  be  used  for  patient 
informational  purposes  during  waiting  time  in  these  locations;  and 
Whereas,  Neither  the  TMA,  nor  the  component  medical  societ- 
ies, nor  the  American  Medical  Association  (AMA)  display  their 
logos  visibly  in  many  Tennessee  physicians’  waiting  or  examination 
rooms;  and 

Whereas,  There  are  many  important  issues  which  the  TMA,  com- 
ponent medical  societies,  and  the  AMA  are  anxious  to  present  before 
the  public,  which  has  considerable  potential  value  to  the  public;  and 
Whereas,  The  TMA,  component  medical  societies,  and  the  AMA 
wish  to  demonstrate  the  substantial  value  they  provide  to  their  mem- 
bership and  potential  members;  and 

Whereas,  A continuously  visible  poster  in  the  TMA  membership’s 
waiting  rooms  will  serve  as  an  ongoing,  frequent  reminder  of  such 
value.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  (TMA)  will 
authorize  and  fund  a pilot  project  with  the  cooperation  and  approval 
of  the  Memphis-Shelby  County  Medical  Society  to  create,  edit,  pub- 
lish and  make  available  periodic  patient  informational  posters  for 
display  in  TMA  members’  waiting  and  exam  rooms  with  the  total 
cost  not  to  exceed  $4,000;  and  be  it  further 

RESOLVED,  That  the  posters  will  contain  the  logos  of  the  Ten- 
nessee Medical  Association,  the  participating  component  medical 
society,  and  the  American  Medical  Association;  and  be  it  further 
RESOLVED,  That  this  project  will  be  later  evaluated  and  reported 
to  the  next  Tennessee  Medical  Association  House  of  Delegates. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  31-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  32-98 

Remuneration  to  Physicians  for 
Prescribing  Unproven  Remedies 

Charles  W.  Sienknecht,  MD,  Delegate 
Chattanooga-Hamilton  County  Medical  Society 

Whereas,  The  American  Medical  Association  (AMA)  Council  on 
Ethical  and  Judicial  Affairs  (CEJA)  report  of  May  1,  1997  notes  that 
“The  for-profit  sale  of  goods  to  patients  by  physicians  inherently 
creates  a conflict  of  interest.  Physicians  may  be  tempted  to  sell 
items  for  profit  even  though  their  patients  do  not  need  the  products. 
Even  if  most  physicians  are  capable  of  resisting  such  temptation,  the 
more  ethical  course  is  for  professionals  to  avoid  placing  themselves 
in  temptation’s  way,  and  patients  may  purchase  goods  out  of  a mis- 
placed desire  to  please  or  to  “get  in  good”  with  their  physicians. 
They  may  feel  that  they  have  to  purchase  those  goods  in  order  to 
secure  the  physician’s  favor.  These  feelings,  whether  justified  or 
not,  may  interfere  with  the  open  exchange  and  level  of  trust  between 
physician  and  patient.”;  and 

Whereas,  AMA  Opinion  8.06  in  the  Code  of  Medical  Ethics 
states:  “Drugs  and  Devices:  Prescribing  (1)  A physician  should  not 
be  influenced  in  the  prescribing  of  drugs,  devices,  or  appliances  by 
a direct  or  indirect  financial  interest  in  a pharmaceutical  firm  or 
other  supplier.  Whether  the  firm  is  a manufacturer,  distributor,  whole- 
saler, or  repackager  of  the  products  involved  is  immaterial”;  and 

Whereas,  Vitamins,  minerals,  herbal  remedies,  and  other  un- 
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proven  remedies  are  nonprescription  and  not  regulated  by  Food  and 
Drug  Administration  or  other  health  care  oversight  agencies;  and 
Whereas,  The  medical  claims  for  such  unproven  remedies  are 
often  not  backed  by  convincing  scientific  evidence;  and 

Whereas,  The  manufacturers  of  these  unproven  remedies  give 
financial  incentives  to  physicians  who  induce  their  patients  to  take 
such  unproven  remedies;  and 

Whereas,  Such  financial  incentives  might  induce  a physician  to 
prescribe  these  unproven  remedies;  and 

Whereas,  These  unproven  remedies  further  strain  the  financial 
resources  of  patients;  and 

Whereas,  This  practice  of  physicians  receiving  remuneration  for 
recommending  unproven  therapies  might  damage  medicine’s  cred- 
ibility with  the  public.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  oppose  as 
unethical  the  practice  of  receiving  remuneration  for  selling  remedies 
and  drugs  to  their  patients. 

REFERENCE  COMMITTEE  C — recommended  referral  of  Resolu- 
tion No.  32-98  to  the  TMA  Judicial  Council  for  further  evaluation 
and  recommended  adoption  as  amended. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  33-98 

Opposition  to  Medicare  Evaluation  and 
Management  Documentation  Guidelines 

Arnold  M.  Drake,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  The  Health  Care  Financing  Administration  (HCFA) 
and  the  American  Medical  Association  (AMA)  cooperated  to  up- 
grade the  guidelines  for  the  Medicare  Evaluation  and  Management 
Codes  for  the  purpose  of  verifying  payment,  not  for  improving  de- 
livery of  medical  care;  and 

Whereas,  The  product  of  this  cooperation  is  a 48-page  manual 
that  is  complex,  vague,  contradictory  in  some  areas,  unusable  by 
every  practicing  physician  who  has  tried  to  incorporate  it  into  his  or 
her  practice,  takes  valuable  time  away  from  patient  care,  and  virtu- 
ally assures  that  every  physician  using  it  will  be  guilty  of  countless 
errors;  and 

Whereas,  This  untried  and  unworkable  program  is  mandated  to 
begin  July  1,  1998,  and  HCFA  has  not  responded  to  the  requests  of 
physician  groups  to  further  delay  its  implementation;  and 

Whereas,  Physicians  who  fail  to  comply  perfectly  with  the 
guidelines  may  be  subject  to  sanctions  for  “fraud  and  abuse.”  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  communi- 
cate to  the  Health  Care  Financing  Administration  (HCFA)  the  dis- 
pleasure of  the  physicians  of  Tennessee  with  the  updated  Evaluation 
and  Management  (E  & M)  Coding  Guidelines,  and  request  HCFA  to 
delay  the  mandatory  implementation  of  these  guidelines  once  more; 
and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  join  its 
voice  with  other  medical  organizations  and  request  the  Health  Care 
Financing  Administration  to  use  any  new  Evaluation  and  Manage- 
ment (E  & M)  Coding  Guidelines  in  a pilot  project  before  making 
them  mandatory  for  the  entire  medical  profession;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  instruct  its 
delegates  to  the  American  Medical  Association  to  communicate  our 


support  for  modifying  and  improving  these  Evaluation  and  Manage- 
ment (E  & M)  Coding  Guidelines  through  the  current  American 
Medical  Association  committee  structure. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  33-98. 

ACTION:  ADOPTED 


I 

RESOLUTION  NO.  34-98 

Paternal  Acknowledgment 

John  A.  Murphy,  MD,  Delegate 
Bradley  County  Medical  Society 

Whereas,  Tennessee  has  always  been  a place  known  for  claiming 
kin  and  welcoming  kinfolk;  and 

Whereas,  Papas  not  claiming  kin  hurts — hurts  babies  and  chil- 
dren; and 

Whereas,  Child  Support  Services  of  Tennessee  is  trying  to  make 
it  easy  for  papas  to  claim  kin  with  their  babies  (paternal  acknowl- 
edgment); and 

Whereas,  We  in  the  caring  profession  of  medicine  are  able,  and 
often  in  the  right  place  at  the  right  time,  to  help  Child  Support 
Services  of  Tennessee  do  this  at  the  right  time.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association  dissemi- 
nate information  regarding  the  Child  Support  Services  programs  that 
are  available  for  voluntary  paternal  acknowledgment. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  34-98  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  35-98 

Professional  Courtesy  as  a Longstanding  Tradition  and 
Honor  in  the  Medical  Profession 

Randal  L.  Dabbs,  MD,  Delegate 
Knoxville  Academy  of  Medicine 

Whereas,  Professional  courtesy  refers  to  the  provision  of  medical 
care  to  physician  colleagues,  their  families  or  friends  free  of  charge 
or  at  a reduced  rate;  and 

Whereas,  Professional  courtesy  is  a longstanding  tradition  in  the 
medical  profession;  and 

Whereas,  Federal  and  state  fraud  and  abuse  laws,  which  prohibit 
in  certain  instances  professional  courtesy,  and  managed  care  organi- 
zations’ implementation  and  enforcement  of  such  laws,  preclude 
physicians  from  appropriately  providing  professional  courtesy.  Now, 
therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Tennessee 
Medical  Association  (TMA)  request  that  the  TMA’s  delegation  to 
the  American  Medical  Association  (AMA)  introduce  a resolution  at 
the  next  AMA  House  of  Delegates  to  encourage  the  AMA  to  pursue 
passage  of  amendments  to  the  fraud  and  abuse  laws  that  would  pro- 
tect a physician’s  right  lawfully  to  exercise  professional  courtesy 
within  insurers  agreements. 

REFERENCE  COMMITTEE  B — recommended  referral  of  Resolu- 
tion No.  35-98  to  the  TMA  Board  of  Trustees  for  further  study. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 
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RESOLUTION  OF  COMMENDATION 
Honorary  Membership  for  Donald  H.  Alexander 

William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 


Whereas,  Donald  H. 
Alexander  reached  his  25th 
year  anniversary  as  a Tennes- 
see Medical  Association 
(TMA)  employee  in  February, 
1998,  after  having  been  hired 
in  1973  as  a field  representa- 
tive, and  two  years  later  being 
promoted  to  assistant  execu- 
tive director  with  later  eleva- 
tions to  associate  executive  di- 
rector, and  executive  director 
before  his  final  promotion  to 
chief  executive  officer  in 
1995;  and 

Whereas,  Mr.  Alexander  is  a lifelong  Tennessean  whose  lead- 
ership traits  were  apparent  even  at  an  early  age,  including  the  hard 
work  he  did  on  his  father’s  farm  in  what  is  now  Brentwood,  Ten- 
nessee, his  stellar  duties  as  captain  of  his  high  school’s  champion 
basketball  team,  and  his  successful  pursuit  in  1971  of  a master’s 
degree  in  public  health  from  the  University  of  Tennessee;  and 
Whereas,  Although  his  accomplishments  on  TMA’s  behalf  are 
numerous,  he  will  be  well  remembered  for  having  shepherded  the 
TMA’s  Impaired  Physician  Program  from  its  infancy  in  1978  to  its 
current  prominence  as  the  nation’s  premier  physicians  health  pro- 


gram, now  under  the  auspices  of  the  Tennessee  Medical  Founda- 
tion; and 

Whereas,  Mr.  Alexander’s  vision  for  organized  medicine  con- 
tinues with  his  efforts  in  helping  to  guide  TMA’s  delegation  to  the 
American  Medical  Association,  his  committee  work  with  the 
American  Association  of  Medical  Society  Executives,  and  his  ef- 
fective guidance  and  delegation  of  advocacy  work  in  Tennessee’s 
legislative  and  regulatory  arenas;  and 

Whereas,  The  TMA  has  constitutional  provisions  for  recogniz- 
ing individuals  of  other  associations  as  honorary  members  whose 
work  is  preeminent  in  areas  other  than  medicine,  and  it  is  fitting 
and  proper  that  this  House  of  Delegates  bestow  upon  Mr. 
Alexander  this  18th  day  of  April,  1998,  honorary  membership  in 
the  TMA.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  House 
of  Delegates  here  assembled  extend  to  Donald  H.  Alexander  its 
sincere  appreciation  and  gratitude  for  his  service  and  leadership 
for  the  past  25  years;  and  be  it  further 

RESOLVED,  That  by  unanimous  consent,  Donald  H. 
Alexander  be  extended  honorary  membership  in  the  Tennessee 
Medical  Association  with  all  the  rights  and  privileges  attendant 
thereto;  and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution,  appropriately  en- 
grossed, be  presented  to  Donald  H.  Alexander  as  an  expression  of 
appreciation  from  this  House  of  Delegates. 


RESOLUTION  OF  COMMENDATION 
Johnnie  D.  Amonette 

William  B.  Harwell  Jr.,  MD,  Chair 
TMA  Board  of  Trustees 


Whereas,  Johnnie  D.  Amonette  was  installed  in  June  1997  as 
the  president  of  the  American  Medical  Association  Alliance;  and 
Whereas,  She  has  served  the  American  Medical  Association 
Alliance  as  president-elect  in  1996-1997,  two  terms  as  AM  A Alli- 
ance Field  Director  in  1994-1995  and  1995-1996,  chair  of  the 
AMA  Alliance  Bylaws  Committee,  and  member  of  the  Legislation 
Committee  for  two  years;  and 

Whereas,  She  has  served  as  president  of  the  Tennessee  Medi- 
cal Association  Alliance  in  1990-1991  and  also  served  as  chair  of 
the  Planning  and  Development  Committee,  chair  of  the  Nominat- 
ing Committee,  and  parliamentarian  for  the  Tennessee  Medical 
Association  Alliance;  and 

Whereas,  She  has  served  as  president  of  the  Memphis-Shelby 
County  Alliance  in  1984-1985;  and 

Whereas,  She  has  volunteered  her  time  for  other  community 
activities  such  as  serving  on  the  Board  of  Trustees  of  the  Univer- 
sity of  Tennessee,  the  Board  of  Directors  of  St.  Jude  Children’s 
Research  Center,  and  the  Board  of  Directors  of  the  Baptist  Memo- 
rial Health  Care  Foundation;  and 

Whereas,  She  has  so  generously  and  graciously  given  of  her 


time,  talents,  and  devotion  to 
these  many  organizations  while 
maintaining  a loving  and  won- 
derful family;  and 

Whereas,  She  has  made  the 
state  of  Tennessee  proud  and 
carried  the  spirit  of  being  a 
“volunteer”  nationwide.  Now, 
therefore  be  it 

RESOLVED,  That  the  Ten- 
nessee Medical  Association 
(TMA)  House  of  Delegates 
here  assembled  this  17th  day 
of  April,  1998,  honor  and  ex- 
tend its  sincere  gratitude  to 
Johnnie  D.  Amonette  for  her 
dedication  and  service  to  the  Alliances  of  the  TMA  and  the  AMA; 
and  be  it  further 

RESOLVED,  That  Johnnie  D.  Amonette  be  presented  a perma- 
nently engrossed  copy  of  this  resolution. 
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Ex-Officio  delegates  serving  in  more  than  one  capacity  are  listed  only  once.  The  above  information  was  taken  from  attendance  records  signed  by  the  delegates. 
*Not  eligible  for  seating  due  to  failure  to  file  the  1997  annual  report  as  required  by  the  TMA  Constitution  and  Bylaws. 


Adversity  does  not  discriminate 
Protect  your  income. 

Examine  the  best  group  long  term 
disability  coverage  for  physicians. 


The  TMA  Association  Insurance  Agency  is  now 
offering  the  leading  group  long  term  disability 
protection  available  — the  “Income  Protection 
Plan”  for  medical  practices  with  two  or  more 
doctors.  We  believe  this  plan  offers  the  best  group 
disability  insurance  value  available  for  your 
premium  dollars. 


« 


■ Long  Term  Income  Protection  Plan 

for  physicians  and  administrators 

• Provides  his/her  specialty  definition  of 
disability 

• Up  to  $ 1 5,000  of  monthly  benefit  for  larger 
practices 

• Contractual  HIV+/Hepatitis  B benefit  option 

• Choice  of  elimination  periods 

• No  offsets  for  other  disability  benefits 
(optional) 

• Benefits  payable  to  age  65  or  beyond,  based 
upon  age  when  disability  commences 

• Underwritten  by  the  same  “A+”  A.M.  Best- 
rated carrier  for  38  years 

• Over  5,000  physicians  covered  nationwide 


Underwritten  By: 

Continental  Casualty  Company 

OVA 

For  All  the  Commitments  You  Make® 


Compare  benefits  and  rates.  For  a competitive 
quote  and  complete  plan  information,  give  us  a 
call  today.  Or  for  faster  service,  fax  your 
census  information  to  us. 

Local  (423)  629-2400 

Toll-free  1-888-616-7873 

Fax  (423)629-1109 


Recommended  and  Sponsored  By: 


THE  TMA  ASSOCIATION 
INSURANCE  AGENCY,  INC. 

1089  Bailey  Avenue 
Chattanooga,  Tennessee  37404 
E-mail:  tma@assoc-admin.com 
Website:  assoc-admin.com 


Annual  Award  Presentations 


Outstanding  Physician  Awards 

The  Outstanding  Physician  Award  is  presented  annually  by  the  members  of  the  TMA  House  of  Del- 
egates and  is  an  outward  symbol  of  honor  and  recognition  of  a physician’s  contribution  to  the  advancement 
of  public  welfare  and  medical  science  during  his  lifetime. 


Oscar  M.  McCallum,  MD, 

was  nominated  for  the  1998 
Outstanding  Physician  Award 
by  his  fellow  members  of  the 
Consolidated  Medical  Assem- 
bly of  West  Tennessee  for  his 
lifelong  commitment  to  the 
health  and  well-being  of  the 
citizens  of  Henderson,  West 
Tennessee,  and  the  entire  state 
through  his  private  medical 
practice  and  dedication  to  nu- 
merous boards  and  commis- 
sions that  serve  patients  and  the 
general  public. 

Throughout  his  career  as  a 
family  physician,  Dr.  McCallum 
has  been  actively  involved  in 
medical  organizations.  He  is  a member  of  the  Consolidated  Medical 
Assembly  of  West  Tennessee,  serving  as  vice-president  in  1959, 
president  in  1960,  and  serving  as  a delegate  to  the  Tennessee  Medi- 
cal Association  House  of  Delegates  since  1971. 

For  the  TMA,  Dr.  McCallum  was  a member  of  the  Board  of 


Trustees  from  1967  to  1969,  and  was  its  chairman  in  1969.  He 
served  as  chairman  of  the  TMA  Scientific  Affairs  Committee,  which 
orchestrated  the  Association’s  annual  convention  for  20  years,  and 
received  the  TMA  Distinguished  Service  Award  in  1978. 

Also  an  active  member  of  the  Tennessee  Academy  of  Family 
Physicians,  he  was  its  president  in  1970  and  received  the  Family 
Physician  of  the  Year  Award  in  1978.  He  served  on  the  American 
Academy  of  Family  Physicians’  Commission  on  Public  Health  and 
Scientific  Affairs  ad  hoc  Committee  of  the  Food  and  Drug  Adminis- 
tration. Dr.  McCallum  was  a Diplomate  of  the  American  Board  of 
Family  Practice,  and  served  as  president  of  its  board  in  1984. 

In  1988,  Dr.  McCallum  was  appointed  to  the  State  Board  of 
Medical  Examiners  by  then  Governor  Ned  McWherter  and  has 
served  as  president  of  that  Board  from  1993-1997.  Prior  to  his  BME 
position,  he  served  as  a member  of  the  West  Tennessee  Health  Im- 
provement Association  and  was  president  in  1976. 

In  Jackson,  Dr.  McCallum,  along  with  the  late  Dr.  Thomas  K. 
Ballard,  founded  the  Family  Medicine  Residency  Program  and  was 
co-director  with  Dr.  Ballard.  He  is  now  a clinical  associate  professor 
of  the  Department  of  Family  Medicine,  University  of  Tennessee 
Family  Practice  Residency  Program  in  Jackson. 

Dr.  McCallum  received  his  medical  degree  in  family  practice  from 
the  University  of  Tennessee  College  of  Medicine  in  Memphis  in  1951. 


McCallum 


Charles  B.  Thorne,  MD, 

nominated  by  the  Tennessee 
Medical  Foundation  Board  of 
Directors  and  the  Physicians 
Health  Peer  Review  Committee, 
has  provided  19  years  of  dedi- 
cated leadership  and  exemplary 
service  to  the  Physicians  Health 
Program  (formerly  called  the 
Impaired  Physician  Program), 
both  as  a founding  member  of 
the  Physicians  Health  Peer  Re- 
view Committee  and  its  chair- 
man of  15  years,  and  as  a key 
member  of  the  Board  of  Direc- 
tors of  the  Tennessee  Medical 
Foundation. 

The  Tennessee  Medical  Foundation  was  revived  by  the  Tennes- 
see Medical  Association  in  1992  as  an  alternative  site  for  the  ad- 
ministration of  the  Physicians  Health  Program.  Dr.  Thorne  was  in- 
strumental in  helping  to  set  up  that  foundation  in  a manner  that 
would  facilitate  the  Program’s  work.  He  also  was  a key  adviser  to 
the  Program  in  its  fund-raising  efforts.  Through  this  Program,  Dr. 
Thorne  has  helped  rehabilitate  over  1,000  physicians  back  to  pro- 


ductive medical  practice  across  Tennessee.  This  number  increases 
with  the  work  done  to  help  the  physicians’  families. 

Dr.  Thorne  served  as  a delegate  from  Tennessee  to  the  American 
Medical  Association  House  of  Delegates  from  1981  to  1984  and  was 
an  alternate  delegate  from  1978  to  1981.  He  is  a Fellow  of  the 
American  College  of  Physicians  and  a member  of  the  American 
Society  of  Hematology. 

An  active  member  of  the  Nashville  Academy  of  Medicine,  he 
was  a member  of  its  Board  of  Directors  from  1972  to  1975,  a del- 
egate to  the  TMA,  and  chairman  of  its  mediation  committee. 

For  the  TMA,  in  addition  to  his  years  of  service  to  establish  the 
Physicians  Health  Program,  he  served  on  the  Board  of  Trustees  from 
1973  to  1976  and  as  secretary/treasurer  in  1975.  For  his  specialty, 
he  served  as  president  of  the  Nashville  Society  of  Internal  Medicine 
from  1975  to  1976. 

At  Vanderbilt  University  School  of  Medicine,  Dr.  Thorne  has 
served  as  a member  of  the  medical  board,  credentials  committee, 
and  the  medical  advisory  council.  He  is  currently  on  the  medical 
faculty  at  Vanderbilt,  and  in  private  practice  in  Nashville. 

Dr.  Thorne  received  his  medical  degree  from  Vanderbilt  Univer- 
sity in  1949,  completed  his  internship  and  a general  medical  resi- 
dency at  Strong  Memorial  Hospital,  University  of  Rochester,  NY, 
and  completed  his  other  residency  at  Vanderbilt  University  School 
of  Medicine,  where  he  became  chief  resident. 


Thorne 
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Distinguished  Service  Award 

Each  year  since  1963,  the  Distinguished  Service  Award  has  been  presented  by  the  TMA  Board  of 
Trustees  as  a token  of  appreciation  from  the  Association  to  recognize  exemplary  members  for  their  notable 
achievements  during  the  last  calendar  year. 


Rev.  G.  Scott  Morris,  MD, 
a Memphis  physician  and  direc- 
tor of  the  Church  Health  Center, 
was  recognized  as  a beacon  of 
hope  and  healing  for  the  work- 
ing poor  in  the  Memphis  com- 
munity for  many  years. 

In  1997,  Dr.  Morris  de- 
signed and  began  implementa- 
tion of  a new  center  for  preven- 
tive medicine.  The  Hope  and 
Healing  Center:  A Sanctuary  of 
Health,  which  is  dedicated  to 
the  complete  health  of  the 
Memphis  community’s  working 
poor.  The  Center  is  scheduled 
to  open  in  spring  1998  under 
the  direction  and  guidance  of  Dr.  Morris. 

Through  this  Center,  Dr.  Morris  has  developed  a two-arm  ap- 
proach to  address  the  ever-pressing  problem  of  preventive  medicine 
in  the  community.  One  is  intended  to  provide  a menu  of  150  ideas 
which  churches  can  incorporate  into  their  everyday  activities  that 
actually  have  a substantive  effect  on  people’s  health,  both  spiritually 
and  physically.  The  second  is  to  train  young  physicians  how  to  keep 


people  healthy.  The  Hope  and  Healing  Center  is  far  more  than  a 
health  and  fitness  center  because  it  will  bind  both  body  and  spirit 
and  raise  people  up  to  a new  level  of  fitness.  The  Hope  and  Healing 
Center  will  be  the  first  of  its  kind  in  the  nation  and  therefore  will  be 
the  lighthouse  for  ways  to  keep  healthy  in  communities  nationwide. 

Dr.  Morris’  dream  began  a decade  ago  when  he  saw  a need  to 
serve  the  working  poor — those  who  don’t  qualify  for  government 
assistance  but  can’t  afford  private  medical  insurance.  In  1987,  the 
Church  Health  Center  opened  with  reasonably  priced  health  care 
provided  mostly  by  volunteers,  with  funding  from  churches,  indi- 
viduals, businesses,  and  foundations  (but  not  from  any  government 
source).  Today,  the  Church  Health  Center  has  20,000  patients  re- 
ceiving medical,  dental,  and  optometric  care  as  well  as  counseling 
and  health-education  classes. 

Dr.  Morris’  other  accomplishments  include  leading  the  first  na- 
tional conference,  made  up  of  70  participants  from  more  than  30 
cities,  on  how  to  start  a Church  Health  Center  and  enrolling  over 
1,000  patients  in  the  MEMPHIS  plan,  the  Church  Health  Center’s 
insurance  plan.  The  MEMPHIS  plan  was  developed  by  Dr.  Morris 
several  years  ago  and  is  a testament  to  his  creative  problem  solving 
in  the  arena  of  health  care  access  for  the  medically  uninsured  work- 
ing poor. 

Dr.  Morris  received  his  medical  degree  from  Emory  University 
in  Atlanta. 


Morris 


Community  Service  Awards 

Since  1976,  the  physician  members  of  the  Tennessee  Medical  Association  recognize  persons  or  organi- 
zations outside  of  medicine  who  contribute  significantly  to  the  advancement  of  public  health  in  their 
respective  communities. 


Without  the  help  and  con- 
tinuous effort  of  Judge  James 
Cotton  Jr.,  the  Scott  County 
Women’s  Shelter  would  not 
have  opened  in  September 
1996.  As  a county  judge,  he 
saw  battered  women  in  his 
courtroom  with  no  safe  place  to 
go.  Many  times  he  had  to  send 
them  to  shelters  of  surrounding 
counties  to  provide  them  pro- 
tection from  their  abusers. 

For  at  least  five  years.  Judge 
Cotton  researched,  networked, 
and  solicited  to  establish  a wom- 
en’s shelter  for  Scott  County.  In 
September  1996,  Judge  Cotton’s 
dream  became  a reality.  He  opened  the  Scott  County  Women’s 
Shelter,  which  included  two  furnished  bedrooms,  kitchen  accessibil- 
ity, emergency  clothing,  personal  articles  for  women  and  children, 
and  a crisis  line.  He  created  a training  program  for  victim  assistance 
volunteers  which  included  crisis  line  intervention  and  he  established 
the  Scott  County  Shelter  Society,  a non-profit  organization  complete 
with  a board  of  directors,  bylaws,  and  committees  to  cover  each  area 
of  need  for  the  shelter. 


Judge  Cotton  not  only  recognized  the  need  for  immediate  safety 
and  shelter  for  battered  women  and  their  children,  but  also  saw  the 
need  to  help  the  abuser.  He  formed  a group  counseling  program  for 
abusers.  All  convicted  abusers  are  required  to  attend  this  program. 

For  many  years,  Les  Passees,  Inc.  has  served  unmet  medical 
needs  of  children  and  their  families  in  the  Memphis  community.  In 
1949,  Les  Passees  embarked  upon  a historic  project  to  support  out- 
patient needs  of  disabled  chil- 
dren and  in  1950,  the  Les 
Passees  Treatment  Center  for 
Cerebral  Palsied  Children 
opened.  Since  1954,  the  Center 
has  been  known  as  Les  Passees 
Children’s  Rehabilitation  Center. 

For  decades,  members  of 
Les  Passees,  have  worked  tire- 
lessly to  raise  funds  to  support 
care,  education,  and  develop- 
ment of  disabled  children  and 
adults.  Special  focus  is  placed  on 
children  with  neurologic  and/or 
developmental  disabilities. 
More  than  $200,000  has  been 
raised  annually  by  this  dedi- 


Cotton 


Bolton 
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cated  group  of  people  to  meet  the  needs  of  special  children  in  the 
Memphis  community. 

In  1997,  a successful  merger  of  the  Center’s  activity  into 
LeBonheur  Children’s  Hospital  was  accomplished,  helping  to  assure 
the  ongoing  support  of  disabled  and  at-risk  children  in  the  Memphis 
community. 

Les  Passees  is  involved  in  various  charities  including  LeBonheur’s 
Early  Intervention  and  Development  Services;  Les  Passees  Kids  on 
the  Block;  Hope  House,  a day  care  and  respite  care  center  for  chil- 
dren who  are  affected  or  infected  by  HIV/AIDS;  the  New  Hope 
School,  an  alternative  learning  program  for  at-risk  children;  and 
Church  Health  Center-Pediatric  Program. 

The  award  was  accepted  by  Mary  Bolton,  executive  vice-presi- 
dent for  the  organization. 

Crittenton  Services,  Inc.  undertakes  a task  that  can  be  beneficial 
to  individuals,  families,  cities,  and  ultimately  the  nation:  seeking  to 
prevent  the  unintended  births  of  children  to  children  and  of  equipping 
teen  parents  to  begin  a new  life  course  for  their  own  families. 

Crittenton  Services  began  in  1874  as  the  first  home  in  the  United 
States  for  single,  pregnant  women  and  has  since  evolved  into  pre- 
vention and  intervention  services  for  children,  teens  and  their  fami- 
lies in  the  schools  and  communities  of  Davidson  County. 

With  a national  repeat  teen  pregnancy  rate  of  about  50%, 
Crittenton  Services  helps  to  reduce  that  figure  as  well  as  boost  the 
number  of  pregnant  and  parenting  teens  who  continue  or  finish  their 
high  school  education. 


Crittenton  offers  programs  like  “Don’t  Risk  Everything  - Absti- 
nence Matters”  (DREAM),  that  are  abstinence-based  and  emphasize 
self-assessment  and  refusal  skills  for  all  ages  as  well  as  prenatal 
counseling  and  positive  parenting  techniques  for  expectant  and 
parenting  teens.  Crittenton’s  Parent  Empowerment  Program  specifi- 
cally seeks  to  reduce  the  incidence  of  child  abuse  and  neglect 
among  teenage  parents  by  teaching  parenting  skills  through  school 
and  community  settings. 


Southern  Medical  Disposal 

Nashville,  Tennessee 

Your  Single  Source  Infectious  and  Biomedical  Waste 
Management  Professionals 

• State-of-the  Art  Autoclave  Disposal 

• Total  Collection  Flexibility 

• Scheduled  Fleliable  Pick-ups 

• Government  Specified  Packaging 

1-800-485-8981 


TELEPHONE  TRIAGE 


Professional  nurses  offer  physician-approved 
treatments,  provide  seif  care  advice  or 
direct  patients  to  the  appropriate  level  of  care. 


For  more  information,  call  Park  Med  at  1-800-818-2648. 


from  Park  Med,  an  affiliate  of  Team  Health 

The  Cost-Effective  Answer  to  Your  After-Hours  Patient  Calls 


♦ Decreases  patient  calls  requiring  physician  response 

♦ Increases  patient  satisfaction 

♦ Assists  in  controlling  your  bottom  line 

♦ Provides  appropriate  referrals  with  complete 
documentation 
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TMA  Leadership  1998-1999 


Officers  of  the  Association 

David  G.  Gerkin,  MD 

President 

2300  Lakemoor  Drive,  Knoxville  37920 
Phone:  (423)  524-9871 

Robert  L.  Summitt  Sr,  MD 

Vice-President  - West 

UT  College  of  Medicine 

800  Madison  Ave.,  Memphis  38163 
Phone:  (901)  448-5529 

James  Chris  Fleming,  MD 

President-Elect 

956  Court  Ave.,  Memphis  38163 

Phone:  (901)  448-5884 

Robert  C.  Patton,  MD 

Secretary-Treasurer 

135  W.  Ravine  Road,  Kingsport  37660 
Phone:  (423)  246-6777 

George  L.  Eckles  Jr,  MD 

Vice-President  - Middle 

1004  N.  Highland  Ave.,  Murfreesboro  37130 
Phone:  (615)  893-4480 

Robert  D.  Kirkpatrick,  MD 

Speaker  - House  of  Delegates 

1678  Oak  Hill  Road,  Germantown  38138 
Phone:  (901)  527-7421 

John  J.  Ingram  III,  MD 

Vice-President  - East 

P.O.  Box  5358,  Maryville  37802-5358 
Phone:  (423)  982-0092 

Sam  J.  Williams  III,  MD 

Vice-Speaker  - House  of  Delegates 

1610  Shore  View  Lane,  Hixson  37343 
Phone:  (423)  493-6988 

Board  of  Trustees 

R.  Benton  Adkins  Jr,  MD 

1 mediate  Past-President 

VUMC,  MCN  D5222,  Nashville  37232 

Phone:  (615)  343-4604 

Janies  Chris  Fleming,  MD 

(See  Officers  above) 

David  G.  Gerkin,  MD 

(See  Officers  above) 

Clark  E.  Julius,  MD 

Chairman,  Board  of  Trustees 

1928  Alcoa  Highway,  Knoxville  37920 

Phone:  (423)  524-9871 

James  D.  King,  MD 

Member  (West) 

181  South  Y Square,  Selmer  38375 
Phone:  (901)  645-7932 

Robert  D.  Kirkpatrick,  MD 

(See  Officers  above) 

Joel  R.  Locke,  MD 

Member  ( Middle ) 

100  Covey  Drive,  Franklin  37067 
Phone:  (615)  790-1660 

Robert  C.  Patton,  MD 

(See  Officers  above) 

J.  Fred  Ralston  Jr,  MD 

Member  (Middle) 

207  South  Elk  Ave.,  Fayetteville  37334 
Phone:  (931)  433-2551 


Wiley  T.  Robinson,  MD 

Member  (West) 

220  South  Claybrook,  Memphis  38103 
Phone:  (901)  726-8944 

Barrett  F.  Rosen,  MD 

Member  (Middle) 

301  21st  Ave.  North,  Nashville  37203 
Phone:  (615)  329-6600 

Vincent  A.  Viscomi,  MD 

Member  ( East) 

2205  McCallie  Ave.,  Chattanooga  37404 
Phone:  (423)  698-2435 

Sam  J.  Williams  III,  MD 

(See  Officers  above) 

Jesse  C.  Woodall  Jr,  MD 

Member  (West) 

6570  Stage  Road,  Memphis  38134 
Phone:  (901)  372-4418 

Special  Advisors  to  the 
TMA  Board  of  Trustees 

Mrs.  Dolores  Chandra  (Channappa) 

TMA  Alliance  President 
4134  Hamill  Road,  Hixson  37343 
Home  Phone:  (423)  842-8357 

Stephen  S.  Feman,  MD,  Chair 

77V  Council  on  Medical 

Specialty  Societies 

VUMC,  801 1 Medical  Center  East 

Nashville  37232 

Phone:  (615)  936-2020 


Delegates  to  the  AMA 


Charles  Ed  Allen,  MD 
Robert  E.  Bowers,  MD 
Clarence  R.  Sanders,  MD 
Thurman  L.  Pedigo,  MD 
Hugh  Francis  Jr,  MD 
Allen  S.  Edmonson,  MD 
Francis  W.  Gluck  Jr,  MD 
James  Chris  Fleming,  MD 


Johnson  City 
Chattanooga 
Gallatin 
Nashville 
Memphis 
Memphis 
Nashville 
Memphis 


Alternate  Delegates 
to  the  AMA 


David  G.  Gerkin,  MD 
John  R.  Nelson  Jr,  MD 
Virgil  H.  Crowder  Jr,  MD 
Ann  H.  Price,  MD 
Charles  W.  White  Sr,  MD 
Robert  C.  Patton,  MD 
Donald  B.  Franklin,  MD 
John  W.  Hale,  MD 


Knoxville 
Knoxville 
Lawrenceburg 
Nashville 
Lexington 
Kingsport 
Chattanooga 
Union  City 


AMA  Young  Physician 
Section  Delegates 

Tara  Sturdivant,  MD  (Delegate) 

Knoxville 

Steven  G.  Flatt,  MD  (Delegate) 

Cookeville 

Jeff  L.  Douglas,  MD  (Alt.  Delegate) 

Kingsport 

Charles  W.  White  Jr,  MD  (Alt.  Delegate) 

Lexington 


Councilors 

1st  District — Burgin  E.  Dossett  Jr,  MD 

Johnson  City,  Chair 

2nd  District — Leon  J.  Bogartz,  MD 

Knoxville,  Secretary 

3rd  District — Donna  K.  Hobgood,  MD 

Chattanooga 

4th  District — Frederick  S.  Rayne,  MD 

Cookeville 

5th  District — B.  Keith  Robison,  MD 

Tullahoma 

6th  District — Robert  W.  Herring  Jr,  MD 

Nashville 

7th  District — James  C.  King,  MD 

Columbia 

8th  District — Robert  A.  Vegors,  MD 

Jackson 

9th  District — Kenneth  R.  Maloney,  MD 

Dyersburg 

10th  District — Lee  R.  Morisy,  MD 

Memphis 
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Committee  Members 


Communications  & Public  Relations 

Directs  TMA  's  internal  and  external  com- 
munications projects  and  procedures, 
oversees  the  CARE  Program — TMA  's 
long  range  public  relations  plan 
Charles  R.  Handorf,  MD  Memphis 

Stuart  M.  Polly,  MD  Memphis 

Joel  R.  Locke,  MD  Franklin 

Frank  A.  Perry  Jr,  MD  Nashville 

J.  Fred  Ralston  Jr,  MD,  Chair  Fayetteville 
Barrett  F.  Rosen,  MD  Nashville 

Tedford  S.  Taylor,  MD  Elizabethton 
William  R.  McKissick,  MD  Knoxville 
Gordon  A.  Herrald,  MD  Lookout  Mtn,  GA 
TMAA  Representative: 

Joanna  Higdon  Memphis 


Constitution  and  Bylaws 

Reviews  proposed  changes  to  the  TMA 
Constitution  & Bylaws  and  prepares  for 
presentation  to  the  House  of  Delegates 
Albert  J.  Grobmyer  III,  MD  Memphis 
C.  Eugene  Jabbour,  MD,  Chair  Memphis 
William  B.  Harwell  Jr,  MD  Nashville 
David  R.  Yates,  MD  Hermitage 

John  R.  Nelson  Jr,  MD  Knoxville 

George  H.  Wood,  MD  Knoxville 


Practice  Management  & 
Managed  Care 

Monitors  Tennessee’s  managed  care  mar- 
ket and  industry  policies,  commercial  in- 
surance, and  all  facets  of  office  practice 
management 

George  L.  Burruss,  MD  Memphis 

Guy  J.  Photopulos,  MD  Memphis 

George  W.  Wood  II,  MD  Memphis 

David  H.  Knott,  MD  Memphis 

Lee  R.  Morisy,  MD  Memphis 

John  B.  Phillips,  MD  Parsons 

Subhi  D.  Ali,  MD  Waverly 

Steven  G.  Flatt,  MD  Cookeville 

John  W.  Lamb,  MD,  Chair  Nashville 

B.J.  Smith,  MD  Dickson 

K.  Shannon  Tilley,  MD  Nashville 

John  J.  Ingram  III,  MD  Maryville 

Fredric  M.  Radoff,  MD  Maryville 

Vincent  B.  Tolley,  MD  Sevierville 

Kyle  W.  McCoy,  MD  Knoxville 


Tennessee  Medical  Foundation 

Charles  Ed  Allen,  MD  Johnson  City 
James  T.  Galyon,  MD  Memphis 

Sherri  Gray,  MS  Nashville 

John  R.  Nelson  Jr.,  MD,  President 

Knoxville 

Evelyn  B.  Ogle,  MD,  Vice-President 

Memphis 

Gary  D.  Olbrich,  MD  Nashville 

Walter  Puckett  III,  MD  Chattanooga 
Howard  L.  Salyer,  MD  Nashville 
Paul  R.  Stumb,  MD,  Secretary/T reasurer 

Nashville 

William  C.  Anderson,  MD  Nashville 
Kenneth  F.  Tullis,  MD  Memphis 


Continuing  Medical  Education 

Administers  TMA ’s  program  of  intrastate 
accreditation  of  CME  sponsors 
Keith  Kirby,  MD  Humboldt 

Oscar  M.  McCallum,  MD  Henderson 

William  M.  Poston,  MD  Memphis 

Frank  L.  White,  MD,  Chair  Memphis 

John  W.  Hayden  Jr.,  MD  Memphis 

Lonnie  S.  Burnett,  MD  Nashville 

Alvin  H.  Meyer  Jr,  MD  Hermitage 

Jefferson  Pennington  Jr,  MD  Nashville 

Frederick  S.  Rayne,  MD  Cookeville 

Cynthia  C.  Youree,  MD  Brentwood 

Winston  P.  Caine  Jr,  MD  Chattanooga 

Christopher  R.  Morris,  MD  Kingsport 

Frederic  R.  Mishkin,  MD  Kingsport 

J.  Mack  Worthington,  MD  Chattanooga 

John  B.  Thomison,  MD  (Ex-Officio) 

Nashville 


Special  Medical  Issues 

Monitors  industry  activities  which  are 
medically  specialized  in  scope 
John  R.  Hill,  MD  Memphis 

Mack  A.  Land,  MD  Memphis 

Timothy  Linder,  MD  Selmer 

Jesse  C.  Woodall  Jr,  MD,  Chair  Memphis 
George  L.  Eckles  Jr,  MD  Murfreesboro 

Richard  G.  Lane,  MD  Franklin 

James  S.  Powers,  MD  Nashville 

William  Schaffner,  MD  Nashville 

L.  Diane  Allen,  MD  Ooltewah 

Mark  D.  Anderson,  MD  Chattanooga 

Jacqueline  J.  Lloyd,  MD  Johnson  City 


Organized  Medical  Staff  Section 

Gregory  H.  Boling,  MD  Lawrenceburg 
Diedre  Cagle,  MD  Gallatin 

Edward  W.  Capparelli,  MD  Newport 
Donald  S.  Crumbo,  MD  Hermitage 
Randy  L.  Denton  Jr.,  MD  Kingston 
William  H.  Edwards  Jr.,  MD  Nashville 
Charles  L.  Frost,  MD  Bolivar 

David  G.  Gerkin,  MD,  Vice-Chair 

Knoxville 

Charles  M.  Gill  Jr.,  MD  Lebanon 
Hugh  Green,  MD  Carthage 

Daniel  E.  Griffin,  MD  Memphis 

Thomas  K.  Hall,  MD  Oneida 

Michael  H.  Hartsell,  MD  Greeneville 
Laura  E.  Higgins,  MD  Sevierville 
David  H.  Knott,  MD,  PhD  Memphis 
H.  Lebron  Lackey,  MD  Dyersburg 
Robert  S.  Lazar,  MD  Covington 

Wendell  V.  McAbee,  MD  McMinnville 
David  E.  McKee,  MD  Madison 

Luis  C.  Pannocchia,  MD  New  Tazewell 
Stuart  M.  Polly,  MD,  Chair 


Memphis 

Lloyd  E.  Robinson,  MD  Memphis 

Alexander  S.  Townes,  MD  Nashville 

Vincent  A.  Viscomi,  MD  Chattanooga 

Gary  J.  Wolf,  MD  Lewisburg 

Charles  T.  Womack,  MD  Cookeville 


Rural  Physicians 

Monitors  issues  concerning  physicians  in 
non-metropolitan  practice  locations 
James  D.  King,  MD,  Chair  Selmer 
Charles  W.  White  Jr,  MD  Lexington 
Norman  L.  Henderson  Lawrenceburg 
Wendy  J.  Long,  MD  Nashville 

W.  Joel  Pedigo  Jr,  MD  Clarksville 

J.  Mack  Worthington,  MD  Chattanooga 
Edward  W.  Capparelli,  MD  Parrottsville 
Roy  C.  Ellis,  MD  Harrogate 


Medwire  Advisory  Committee 

Oversees  the  development  of  TMA 's  elec- 
tronic communications  and  Medwire, 
TMA ’s  Internet  home  page 
William  M.  Poston,  MD  Memphis 

Subhi  D.  Ali,  MD  Waverly 

Thurman  L.  Pedigo,  MD  Nashville 

Russell  B.  Leftwich,  MD  Nashville 

Harold  Vann,  MD  Nashville 

Robert  R.  Casey,  MD  Oak  Ridge 

Chet  M.  Gentry,  MD  Sparta 

Clark  E.  Julius,  MD,  Chair  Knoxville 

Donald  E.  Robinson,  MD  Cleveland 

M.  D.  Stockton,  MD  Knoxville 


Membership 

Directs  TMA 's  membership  operations,  includ- 
ing projects  for  recruitment  and  retention 
Evelyn  B.  Ogle,  MD  Memphis 

Lee  M.  Carter,  MD  Huntingdon 

Donald  T.  McKnight,  MD  Jackson 

John  E.  Chapman,  MD  Nashville 

Ronald  E.  Overfield,  MD,  Chair  Nashville 


Thomas  R.  Duncan,  MD 
Kenneth  L.  Moore,  MD 
David  G.  Gerkin,  MD 
Robert  C.  Patton,  MD 
J.  Mack  Worthington,  MD 


Columbia 

Columbia 

Knoxville 

Kingsport 

Chattanooga 


IMPACT  Board  of  Directors 

1st  District — David  K.  Garriott,  MD 

Kingsport 

2nd  District — Clark  E.  Julius,  MD 

Knoxville 

3rd  District — William  E.  Rowe,  MD 

Chattanooga 

4th  District — Fred  Ralston  Jr.,  MD 

Fayetteville 

5th  District — Ronald  E.  Overfield,  MD 

Nashville 

6th  District — Charles  T.  Womack,  MD 

Cookeville 

7th  District — James  D.  King,  MD 

Chair,  Selmer 

8th  District — John  W.  Hale,  MD 

Union  City 

9th  District — Richard  M.  Pearson,  MD 

Memphis 

Representing  the  Alliance 
Mrs.  Jesse  (Annabel)  Woodall 

Memphis 
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Interprofessional  Liaison 

Maintains  effective  relations  with  other 
professional  groups  concerned  with  the 
practice  of  medicine 

Allen  S.  Boyd  Jr,  MD  Memphis 

Charles  R.  Handorf,  MD  Memphis 

Dirk  G.  Franzen,  MD,  Jackson 

Charles  E.  Jordan  III,  MD,  Chair 

Cookeville 

Alfred  G.  Kasselberg,  MD  Nashville 

Barbara  Nabrit-Stephens,  MD  Brentwood 

John  T.  Bushore,  MD  Knoxville 

Joseph  B.  Cofer,  MD  Chattanooga 

Michael  S.  Phillips,  MD  Kingsport 


Tennessee  Medical 
Education  Fund 

Subhi  D.  Ali,  MD,  Vice-Chair 

Waverly 

Billy  J.  Allen,  MD  Ooltewah 

Charles  Ed  Allen,  MD,  Chair 

Johnson  City 

Allen  S.  Boyd  Jr.,  MD  Memphis 

William  L.  Hickerson,  MD  Memphis 

Nat  E.  Hyder  Jr.,  MD  Johnson  City 
Joel  R.  Locke,  MD  Franklin 

E.  Conrad  Shackleford  Jr.,  MD 

Secretary-Treasurer,  Hendersonville 
Sam  J.  Williams  III,  MD  Chattanooga 


Legislation 

Develops  TMA 's  legislative  strategies  and 
positions  for  the  Tennessee  General  As- 
sembly and  Congress 
Dist  1 — David  K.  Garriott,  MD 

Kingsport 

Dist  2 — David  G.  Gerkin,  MD 

Knoxville 

Dist  3 — David  R.  Barnes,  MD 

Chattanooga 

Dist  4 — J.  Fred  Ralston  Jr,  MD 

Fayetteville 

Dist  5 — William  B.  Harwell  Jr,  MD 

Nashville 


Dist  6 — Joel  R.  Locke,  MD 

Franklin 

Dist  7 — Charles  W.  White,  Sr,  MD,  Chair 

Lexington 

Dist  8 — Michael  A.  McAdoo,  MD 

Milan 


Dist  9 — Jesse  C.  Woodall  Jr,  MD 

Memphis 


Governmental  Medical  Services  & 
Third  Party  Payors 

Oversees  TennCare,  Medicare,  and  broad 
third  party  issues  as  they  relate  to  these 
programs;  and  issues  surrounding  pro- 
grams for  the  uninsured  population 
Howard  Entman,  MD  Memphis 

Timothy  Linder,  MD  Selmer 

Karl  B.  Rhea  Sr,  MD  Somerville 


Robert  R.  Cleveland,  MD  Murfreesboro 
Robert  W.  Herring  Jr,  MD,  Chair 

Brentwood 

Robert  L.  Neaderthal,  MD  Nashville 
H.  Stanford  Sanders,  MD  Nashville 
Leon  J.  Bogartz,  MD  Knoxville 

Thomas  A.  Cable,  MD  Chattanooga 
Michael  H.  Hartsell,  MD  Greeneville 
Mary  M.  Headrick,  MD  Oak  Ridge 
Charles  M.  O’Connor  Jr,  MD  Knoxville 
Tara  Sturdivant,  MD  Knoxville 


Young  Physician  Section 

Chair 

Tara  Sturdivant,  MD  Knoxville 
Chair-Elect 

Jeff  L.  Douglas,  MD  Kingsport 

Secretary 

Charles  W.  White  Jr.,  MD  Lexington 
TMA  East  Tenn.  Delegate 
Tara  Sturdivant,  MD  Knoxville 

TMA  East  Tenn.  Alt.  Delegate 

Jeff  L.  Douglas,  MD  Kingsport 

TMA  Middle  Tenn.  Delegate 

Steven  G.  Ratt,  MD  Cookeville 

TMA  Middle  Tenn.  Alt.  Delegate 
Kevin  C.  Lunde,  MD  Columbia 

TMA  West  Tenn.  Delegate 
Charles  W.  White  Jr.,  MD  Lexington 
TMA  West  Tenn.  Alt.  Delegate 

Daniel  S.  Boyd,  MD Memphis 


Need  a Vehicle? 

I’ll  Save  you  Time  and  Money! 

THINKING  ABOUT  A CAR,  TRUCK,  VAN  OR  SPORT  UTILITY  VEHICLE? 
THEN  BUY  OR  LEASE  FROM  MILLER  ROBINSON... 


FOR  6 GOOD  REASONS 


1 ALL  MAKES  AND  MODELS  OF  VEHICLES  AVAILABLE 

2 PERSONALIZED  SERVICE  - that  you  won’t  get  anywhere  else. 

3 TOP  DOLLAR  FOR  YOUR  TRADE-IN  no  classified  ads  or 
haggling  with  tire  kickers. 

4 YOU  CHOOSE  WHERE  WE  CLOSE  THE  SALE  OR 
LEASE  TRANSACTION  -your  home  or  office,  our  office,  wherever 
it’s  convenient  for  you. 

5 YOU  PAY  NO  ADDITIONAL  FEES  FOR  MY  SERVICES 

6 BUYING  OR  LEASING  A VEHICLE  HAS  NEVER  BEEN 
EASIER 


MILLER  ROBINSON 

391-3000 

HOOVER  & ASSOCIATES 

AUTO  LEASING/SALES 
217  DONELSON  PIKE 
NASHVILLE,  TN  37214 
615-391-3000 
FAX  615-391-0158 
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Component  Society  Officers 


Bedford  County  Medical  Society 
Frank  L.  Jayakody,  MD,  President 
P.O.  Box  905,  Shelbyville  37160 
Phone:  (931)  685-9000 

Domenic  M.  Canonico,  MD,  Secretary 
841  Union  St.,  Shelbyville  37160 
Phone:  (931)  684-3504 

Benton-Humphreys  County 
Medical  Society 
Maysoon  S.  Ali,  MD,  President 
P.O.  Box  786,  Waverly  37185 
Phone:  (931)  296-7788 

Subhi  D.  Ali,  MD,  Secretary 
P.O.  Box  786,  Waverly  37185 
Phone:  (931)  296-7788 

Blount  County  Medical  Society 
John  C.  McAmis,  MD,  President 
2106  Southwood  Drive,  Maryville  37801 
Phone:  (423)  982-8441 

Mark  A.  Colquitt,  MD,  Secretary 

2028  Chilhowee  Med.  Park,  Maryville  37804 

Phone:  (423)  984-3413 

Bradley  County  Medical  Society 
Michael  T.  Rumble,  MD,  President 
P.O.  Box  3295,  Cleveland  37320 
Phone:  (423)  472-6748 

Scott  Meisel,  DO,  Secretary 
P.O.  Box  3090,  Cleveland  37320 
Phone:  (423)  472-6513 

Buffalo  River  Valley  Medical 
Society 

Thomas  M.  Hamilton,  MD,  President 
384  Sweetbriar,  Decaturville  38329 
Phone:  (901)  847-3031 

John  P.  Crider,  MD,  Secretary 
P.O.  Box  277,  Parsons  38363 
Phone:  (901)  847-3271 

Campbell  County  Medical  Society 
Elijah  G.  Cline  Jr.,  MD,  President 
P.O.  Box  1441,  LaFollette  37766 
Phone:  (423)  562-2211 

Lee  J.  Seargeant  Jr.,  MD,  Secretary 
P.O.  Box  1381,  LaFollette  37766 
Phone:  (423)  562-2236 

Carter  County  Medical  Society 
Tedford  S.  Taylor,  MD,  President 
407  Bemberg  Road,  Elizabethton  37643 
Phone:  (423)  543-3127 

Scott  O.  Caudle,  MD,  Secretary 
1503  W.  Elk  Ave.,  Elizabethton  37643 
Phone:  (423)  543-8619 

Evelyn  Dugger,  Executive  Secretary 
1501  W.  Elk  Ave.,  Elizabethton  37643 
Phone:  (423)  542-1300 

Chattanooga-Hamilton  County 
Medical  Society 
Phyllis  A.  Miller,  MD,  President 
4843  Hixson  Pike,  Hixson  37343 
Phone:  (423)  870-3700 

Donald  B.  Franklin  Jr.,  MD,  Secretary 
979  E.  Third  St.,  Chattanooga  37403 
Phone:  (423)  778-7036 


Mr.  William  Hicks,  Executive  Director 
1917  E.  Third  St.,  Chattanooga  37404 
Phone:  (423)  622-2872 

Cocke  County  Medical  Society 
Edward  W.  Capparelli,  MD,  President 
P.O.  Box  99,  Parrottsville  37843 
Phone:  (423)  625-1300 

Charlotte  D.  Sutton,  MD,  Secretary 
244  Heritage  Blvd.,  Newport  37821 
Phone:  (423)  623-0653 

Coffee  County  Medical  Society 
Brahm  D.  Sethi,  MD,  President 
1405  Hillsboro  Highway,  Manchester  37355 
Phone:  (931)  728-4315 

Olan  B.  Kemp,  MD,  Secretary 

100  Wm.  Northern  Blvd.,  Tullahoma  37388 

Phone:  (931)  454-0489 

Consolidated  Medical  Assembly  of 

West  Tennessee 

Lee  M.  Carter,  MD,  President 

150  Carter  Drive,  Huntingdon  38344 

Phone:  (901)  986-7305 

Donald  T.  McKnight,  MD,  Secretary 
28  Medical  Center  Drive,  Jackson  38301 
Phone:  (901)  427-9971 

Ross  Guthrie,  Executive  Secretary 
3828  Brownsville  Hwy.,  Jackson  38301 
Phone:  (901)  423-0878 

Cumberland  County  Medical  Society 
Algis  P.  Sidrys,  MD,  President 
421  South  Main  St.,  Crossville  38555 
Phone:  (931)  456-8390 

Richard  L.  Bilbrey,  MD,  Secretary 
421  South  Main  St.,  Crossville  38555 
Phone:  (931)  456-7103 

DeKalb  County  Medical  Society 
Melvin  L.  Blevins,  MD,  President/Secretary 
P.O.  Box  667,  Smithville  37166 
Phone:  (615)  597-4049 

Dickson  County  Medical  Society 
Jeffrey  Gordon,  MD,  President 
1 1 1 Highway  70  East,  Dickson  37055 
Phone:  (615)  446-5121 

Van  F.  Mills,  MD,  Secretary 
1 1 1 Highway  70  East,  Dickson  37055 
Phone:  (615)  446-5121 

Fentress  County  Medical  Society 
Baley  F.  Allred,  MD,  President 
261  W.  Central  Ave.,  Jamestown  38556 
Phone:  (931)  879-8139 

R.  Leonard  Carroll,  MD,  Secretary 
P.O.  Box  1350,  Jamestown  38556 
Phone:  (931)  879-9854 

Franklin  County  Medical  Society 
Epraim  B.  Gammada,  MD,  President/Secretary 
186  Hospital  Road,  Winchester,  37398 
Phone:  (931)  967-5646 

Giles  County  Medical  Society 
Malcolm  A.  Cox,  MD,  President 
1275  E.  College  St.,  Pulaski  38478 
Phone:  (931)  363-9568 


Jon  M.  Owings,  MD,  Secretary 
715  Hicks  Cut  Road,  Pulaski  38478 

Greene  County  Medical  Society 
Orville  W.  Swamer,  MD,  President 
1021  Coolidge  St.,  Greeneville  37743 
Phone:  (423)  787-7000 

Philip  A.  Marino  Jr.,  MD,  Secretary 
1410  Tusculum  Blvd.,  Greeneville  37745 
Phone:  (423)  787-7120 

Hardin  County  Medical  Society 
Gade  Rao,  MD,  President 
P.O.  Box  26,  Savannah  38372 
Phone:  (901)  925-4100 

John  D.  Lay,  MD,  Secretary 

1900  B Wayne  Road,  Savannah  38372 

Phone:  (901)  925-4973 

Hawkins  County  Medical  Society 
(No  Officers) 

Clara  Brooks,  Executive  Secretary 
Hawkins  Cty.  Mem.  Hosp.,  Rogersville  37857 
Phone:  (423)  272-2671 

Henry  County  Medical  Society 
Roger  T.  Swanson,  MD,  President 
18  Green  Valley  Drive,  Paris  38242 
Phone:  (901)  642-0822 

Glen  S.  Garrett,  MD,  Secretary 
300  Hospital  Circle,  Paris  38242 
Phone:  (901)  642-0822 

Jackson  County  Medical  Society 
Elijah  M.  Dudney,  MD,  President 
P.O.  Box  126,  Gainesboro  38562 
Phone:  (931)  268-0221 

Gregory  L.  Byrne,  MD,  Secretary 
P.O.  Box  727,  Gainesboro  38562 
Phone:  (931)  268-2191 

Knoxville  Academy  of  Medicine 
Randal  L.  Dabbs,  MD,  President 
1871  Cherokee  Bluff,  Knoxville  37920 
Phone:  (423)  693-1000 

Clint  T.  Doiron,  MD,  Secretary 
101  Blount  Ave.,  Knoxville  37920 
Phone:  (423)  673-9656 

Sonnie  Bridgford,  Executive  Vice-President 
422  W.  Cumberland  Ave.,  Knoxville  37902 
Phone:  (423)  524-4676 

Lakeway  Medical  Society 
Harry  A.  Zain,  MD,  President 
230  Bowman  St.,  Morristown  37814 
Phone:  (423)  586-1356 

Ernesto  Mejia,  MD,  Secretary 
P.O.  Box  1842,  Morristown  37816 
Phone:  (423)  587-3630 

Lawrence  County  Medical  Society 
Michael  A.  Boyd,  MD,  President 
1329  S.  Locust  Ave.,  Lawrenceburg  38464 
Phone:  (931)  762-2332 

Gregory  H.  Boling,  MD,  Secretary 
5 Woodland  Circle,  Lawrenceburg  38464 
Phone:  (931)  762-6571 
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Lincoln  County  Medical  Society 
William  R.  Jones,  MD,  President 
207  South  Elk  Ave.,  Fayetteville  37334 
Phone:  (931)  433-2551 

Moses  T.  Mukai  Jr.,  DO,  Secretary 

521  Old  Boonshill  Road,  Fayetteville  37334 

Phone:  (931)  438-2344 

Macon  County  Medical  Society 
(No  Report) 

Marshall  County  Medical  Society 
Gary  J.  Wolf,  MD,  President 
P.O.  Box  1609,  Lewisburg  37091 
Phone:  (931)  270-1278 

Melvin  G.  Lewis,  MD,  Secretary 
P.O.  Box  2057,  Lewisburg  37091 
Phone:  (931)  359-6626 

Maury  County  Medical  Society 
Amit  A.  Choksi,  MD,  President 
1222  Trotwood  Ave.,  Columbia  38401 
Phone:  (931)  388-8302 

Thomas  R.  Duncan,  MD,  Secretary 
1224  Trotwood  Ave.,  Columbia  38401 
Phone:  (931)  381-1111 

McMinn  County  Medical  Society 
Ronald  A.  Leo,  MD,  President 
P.O.  Box  70,  Athens  37371 
Phone:  (423)  745-6575 

William  G.  Morris,  MD,  Secretary 
503  W.  Madison  Ave.,  Athens  37303 
Phone:  (423)  745-5277 

Memphis-Shelby  County 
Medical  Society 
Jerre  M.  Freeman,  MD,  President 
6485  Poplar  Ave.,  Memphis  38119 
Phone:  (901)  767-3937 

J.  Jeremiah  Upshaw,  MD,  Secretary 
6005  Park  Ave.,  Memphis  38119 
Phone:  (901)  684-5500 

Michael  Cates  CAE,  Executive  Director 
1067  Cresthaven  Road,  Memphis  38119 
Phone:  (901)  761-0200 

Monroe  County  Medical  Society 
Rosa  L.  Langella,  MD,  President 
304  Wright  St.,  Sweetwater  37874 
Phone:  (423)  213-8259 

Montgomery  County  Medical 
Society 

David  B.  Williams,  MD,  President 
150  Ussery  Road,  Clarksville  37043 
Phone:  (931)  647-6305 

Pat  Milam,  Executive  Secretary 
P.O.  Box  3160,  Clarksville  37040 
Phone:  (931)  551-1939 

Nashville  Academy  of  Medicine 
John  W.  Lamb,  MD,  President 
2010  Church  St.,  Nashville  37203 
Phone:  (615)  329-7970 

Tracey  E.  Doering,  MD,  Secretary 

110  Westover  Park  Court,  Nashville  37215 

Phone:  (615)  329-5438 

Margaret  Click,  Executive  Director 
205  23rd  Ave.  North,  Nashville  37203 
Phone:  (615)  327-1236 


Northwest  Tennessee  Academy  of 
Medicine 

H.  Lebron  Lackey  Jr.,  MD,  President 
P.O.  Box  1296,  Dyersburg  38024 
Phone:  (901)  285-2346 

James  W.  Shore,  MD,  Secretary 
1 17  Kennedy  Drive,  Martin  38237 
Phone:  (901)  587-9511 

Overton  County  Medical  Society 
Trueman  D.  Smith,  MD,  President 
310  Oak  St.,  Livingston  38570 
Phone:  (931)  823-1266 

Ronald  L.  Rish  Jr.,  MD,  Secretary 
529  Medical  Drive,  Livingston  38570 
Phone:  (931)  823-9355 

Fern  Savage,  Executive  Secretary 
315  Oak  St.,  Livingston  38570 
Phone:  (931)  823-561 1 

Putnam  County  Medical  Society 
William  W.  McDonald,  MD,  President 
445  N.  Cedar  St.,  Cookeville  38501 
Phone:  (931)  528-9222 

Donald  W.  Tansil,  MD,  Secretary 
585  N.  Pickard  Ave.,  Cookeville  38501 
Phone:  (931)  528-7531 

Roane-Anderson  County  Medical 
Society 

Randall  R.  Robbins,  MD,  President 
90  Vermont  Ave.,  Oak  Ridge  37830 
Phone:  (423)  482-9025 

Mark  G.  Bowles,  MD,  Secretary 
200  New  York  Ave.,  Oak  Ridge  37830 
Phone:  (423)  483-1093 

Becky  Lew,  Executive  Secretary 

988  Oak  Ridge  Turnpike,  Oak  Ridge  37830 

Phone:  (423)  482-2466 

Robertson  County  Medical  Society 
Paul  D.  Hartzheim,  MD,  President/Secretary 
101  E.  Mooreland  Drive,  Springfield  37172 
Phone:  (615)  384-1070 

Rutherford  County-Stones  River 

Academy  of  Medicine 

David  L.  Johnson,  MD,  President 

301  N.  University  St.,  Murfreesboro  37130 

Phone:  (615)  848-0100 

Mark  A.  Akins,  MD,  Secretary 

1004  N.  Highland  Ave.,  Murfreesboro  37130 

Phone:  (615)  893-4480 

Scott  County  Medical  Society 
David  B.  Coffey,  MD,  President 
P.O.  Box  4609,  Oneida  37841 
Phone:  (423)  569-6396 

Maxwell  E.  Huff,  MD,  Secretary 
220  S.  Cross  St.,  Oneida  37841 
Phone:  (423)  569-8554 

Sevier  County  Medical  Society 
Vincent  B.  Tolley,  MD,  President 
675  Middle  Creek  Road,  Sevierville  37862 
Phone:  (423)  453-2039 

John  C.  Jacobs  Jr.,  MD,  Secretary 
507  Alderman  Road,  Sevierville  37862 
Phone:  (423)  453-8410 

Smith  County  Medical  Society 
Henry  C.  Farrar,  MD,  President 
P.O.  Box  319,  Carthage  37030 
Phone:  (615)  735-0700 


Richard  J.  West,  MD,  Secretary 
133  Hospital  Drive,  Carthage  37030 
Phone:  (615)  735-2200 

Sullivan  County  Medical  Society 
Douglas  J.  Springer,  MD,  President 
135  W.  Ravine  Road,  Kingsport  37660 
Phone:  (423)  246-6777 

Jeff  L.  Douglas,  MD,  Secretary 
146  W.  Park  Drive,  Kingsport  37660 
Phone:  (423)  224-3450 

Elaine  Simone,  Executive  Secretary 
P.O.  Box  238,  Kingsport  37662 
Phone:  (423)  224-5012 

Sumner  County  Medical  Society 
Keith  H.  Loven,  MD,  President 
201  Bluebird  Drive,  Goodlettsville  37072 
Phone:  (615)  859-7546 

Neelam  M.  Kawatra,  MD,  Secretary 
300  Steamplant  Road,  Gallatin  37066 
Phone:  (615)  451-4240 

Tipton  County  Medical  Society 
Robert  S.  Lazar,  MD,  President 
521  West  Drive,  Munford  38058 
Phone:  (901)  475-5563 

Raymond  Walker,  MD,  Secretary 

1999  Highway  51  South,  Covington  38019 

Phone:  (901)  476-4457 

Warren  County  Medical  Society 
Wendell  V.  McAbee,  MD,  President 
P.O.  Box  955,  McMinnville  37110 
Phone:  (931)  473-4810 

Bryan  D.  Chastain,  MD,  Secretary 
1550  Sparta  Road,  McMinnville  37110 
Phone:  (931)  473-5394 

Washington-Unicoi-Johnson  County 
Medical  Association 
Mary  J.  Gibson,  MD,  President 
2408  Susannah  St.,  Johnson  City  37601 
Phone:  (423)  282-4911 

Carlos  A.  Floresguerra,  MD,  Secretary 
P.O.  Box  70575,  Johnson  City  37614 
Phone:  (423)  929-6771 

Ms.  Beatrice  Hudswell,  Executive  Secretary 
400  State  of  Frankin  Road,  Johnson  City  37604 
Phone:  (423)  461-6447 

White  County  Medical  Society 
Chet  M.  Gentry,  MD,  President 
423  Sewell  Drive,  Sparta  38583 
Phone:  (931)  738-3383 

Saad  Rahman,  MD,  Secretary 
399  Sewell  Road,  Sparta  38583 
Phone:  (931)  738-9048 

Williamson  County  Medical  Society 
Bernard  L.  Burgess  Jr.,  MD,  President 
100  Covey  Drive,  Franklin  37064 
Phone:  (615)  794-8900 

Elliot  H.  Himmelfarb,  MD,  Secretary 
802  Franklin  Road,  Brentwood  37027 
Phone:  (615)  791-2639 

Wilson  County  Medical  Society 
James  C.  Bradshaw  Jr.,  MD,  President 
1409  Baddour  Pkwy.,  Lebanon  37087 
Phone:  (615)  444-4126 

Charles  A.  Mitchell  Jr.,  MD,  Secretary 
1423  W.  Baddour  Pkwy.,  Lebanon  37087 
Phone:  (615)  443-4112 
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“Our  employees 
use  the  MultiPlan 
Web  site  to  easily 
locate  in-network 
providers” 

Gabriel  Caprio  — President  and 
Chief  Executive  Officer 
Amalgamated  Bank  of  New  York 


Clients  like  Amalgamated  Bank  and  network  providers 
use  our  online  directory  to  access  up-to-date  network 
information.  The  site  also  includes  provider  profiles, 
direct  links  to  hospital  Web  sites,  a health  risk  assess- 
ment program,  and  health  and  wellness  information. 

The  Web  site  is  just  one  of  the  many  value-added 
services  offered  by  MultiPlan,  one  of  the 
nation's  largest  PPOs.  With  clients 
covering  millions  of  Americans, 
we  offer  network  providers 

\ more. ..more  patients,  more 

financial  security  and  more 
quality  support  services. 

To  find  out  more  about  the 
Website  or  other  MultiPlan 
services,  please  call: 
800.672.7526  or  visit  us  at 

http://www.multiplan.com 


MuhiPlan 

America's  Managed  Cate  Partner 
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News  and  Views 


Letters  to  the  Editor 


Shaken  Baby  Syndrome 

To  the  Editor: 

This  is  regarding  the  article  “Shaken  Baby  Syndrome — Don’t 
Shake  That  Baby!”  published  in  the  March  1998  issue  of  Ten- 
nessee Medicine  (91:1 13-1 14,  1998). 

The  statement  that  “However,  a fall  serious  enough  to  cause 
brain  damage/hemorrhages  would  show  fractures  of  the  skull 
upon  radiologic  examination”  is  not  always  correct.  While  these 
two  types  of  injuries  may  coexist  in  a patient,  this  is  not  always 
the  case.  This  statement  implies  that  this  constitutes  a single 
mechanism  of  injury  which  is  not  the  case  in  all  such  occur- 
rences. The  statement  also  does  not  differentiate  among  the  types 
of  “brain  hemorrhage”  such  as  cerebral  contusion,  subarach- 
noid hemorrhage,  intraventricular  hemorrhage,  subdural  hem- 
orrhage, epidural  hemorrhage,  and  intraparenchymal  hemor- 
rhage. Please  also  note  that  radiologic  examination  is  not  100% 
sensitive  for  detecting  skull  fractures. 

Gregory  R.  Weaver,  MD 
210  25th  Ave.  North 
Nashville,  TN  37230 

Response 

We  appreciate  the  comments  of  Dr.  Weaver  regarding  the 
article  “Shaken  Baby  Syndrome — Don’t  Shake  That  Baby.”  We 
agree  that  the  statement  “. . . a fall  serious  enough  to  cause  brain 
damage/hemorrhages  would  show  fractures  of  the  skull  upon 
radiologic  examination”  is  not  always  correct  and  is  not  suffi- 
ciently precise.  We  feel  that  Dr.  Weaver  has  made  several  very 
good  points  that  should  help  to  clarify  the  limitations  of  the 
above  statement  and  we  feel  no  need  to  elaborate  further.  Thanks 
to  Dr.  Weaver  for  his  remarks  on  this  article  about  an  extremely 
important  pediatric  condition. 

Ruth  M.  Hagstrom,  MD 
Dorothy  J.  Turner,  MD 
Bureau  of  Health  Services 
Tennessee  Department  of  Health 
426  5th  Ave.  North 
Nashville,  TN  37247 


In  Memoriam 


Spencer  Y.  Bell,  MD,  age  84.  Died  April  10,  1998.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Knox- 
ville Academy  of  Medicine. 

Frank  S.  Brannen,  MD,  age  84.  Died  March  17,  1998.  Graduate 
of  Emory  University  School  of  Medicine.  Member  of  Chatta- 
nooga-Hamilton  County  Medical  Society. 

George  Ellis  Duncan,  MD,  age  80.  Died  March  24,  1998.  Gradu- 
ate of  Vanderbilt  University  School  of  Medicine.  Member  of 
Nashville  Academy  of  Medicine. 

Cyrus  C.  Erickson,  MD,  age  88.  Died  March  19,  1998.  Gradu- 
ate of  University  of  Minnesota  School  of  Medicine.  Member  of 
Memphis-Shelby  County  Medical  Society. 


Christopher  W.  Norwood,  MD,  age  55.  Died  March  25,  1998. 
Graduate  of  University  of  Alabama  School  of  Medicine.  Mem- 
ber of  Knoxville  Academy  of  Medicine. 

John  Burch  Wallace,  MD,  age  76.  Died  March  1 1,  1998.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Sumner  County  Medical  Society. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BEDFORD  COUNTY  MEDICAL  SOCIETY 

Terrell  D.  Blanton,  MD,  Shelbyville 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

James  E.  White,  MD,  Cleveland 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Stacy  D.  Boyd,  MD,  Chattanooga 
Geoffrey  Hilliard,  MD,  Chattanooga 
Martin  T.  Krecker,  MD,  Hixson 
Roger  L.  Land,  MD,  Hixson 
McKinley  S.  Lundy,  DO,  Chattanooga 
James  R.  Shire,  MD,  Hixson 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Olan  B.  Kemp,  MD,  Tullahoma 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Susan  Alex,  MD,  Jackson 

William  A.  Eason,  MD,  Selmer 

Richard  R.  Hankenson,  MD,  Jackson 

Jeff  P.  McCartney,  MD,  Jackson 

Robert  L.  Wingate  Jr.,  MD,  Western  Institution 

James  D.  Wolosin,  MD,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

R.  Allen  Blackwood  Jr.,  MD,  Crossville 
Michael  J.  Coffey,  MD,  Crossville 
Kimberly  S.  Peaslee,  MD , Crossville 
Timothy  M.  Spitler,  MD,  Crossville 
Manuel  E.  Turner,  MD,  Crossville 

HARDIN  COUNTY  MEDICAL  SOCIETY 

Gigi  W.  Davis,  DO,  Savannah 

LAKEWAY  MEDICAL  SOCIETY 

Jill  B.  Robinson,  DO,  Morristown 
Maurice  S.  Robinson,  DO,  Morristown 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

Thomas  W.  Arnold,  MD,  Memphis 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Randall  R.  Haase,  DO,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Donald  W.  Griffin,  MD,  Nashville 
Barbara  T.  Sitton,  MD,  Nashville 
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PUTNAM  COUNTY  MEDICAL  SOCIETY 

Joseph  A.  Jestus,  MD,  Cookeville 
Michael  S.  Mitchell,  MD,  Cookeville 
James  D.  Stanton,  DO,  Cookeville 

ROANE-ANDERSON  COUNTY  MEDICAL  SOCIETY 

Arunas  A.  Budnikas,  MD,  Rockwood 
Rosalind  M.  Cadigan,  MD,  Oak  Ridge 
Edward  K.  Kahn,  MD,  Oak  Ridge 
Michael  A.  MacKay,  MD,  Oak  Ridge 
Jean-Francois  P.  Reat,  MD,  Oak  Ridge 

SCOTT  COUNTY  MEDICAL  SOCIETY 

William  R.  Turner,  MD,  Oneida 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Mary  E.  Becker,  MD,  Kingsport 
Herve  J.  Dumont,  MD,  Kingsport 
David  W.  Marden,  DO,  Bristol 
Roger  J.  McSharry,  MD,  Bristol 
James  H.  Schrenker,  MD,  Bristol 
Karen  E.  Shelton,  MD,  Bristol 

TIPTON  COUNTY  MEDICAL  SOCIETY 

Syed  H.  Shirazee,  MD,  Covington 
Raymond  Walker,  MD,  Covington 

WASHINGTON/UNICOI/JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Ronald  D.  Franks,  MD,  Johnson  City 


Board  of  Medical  Examiners 


Minutes  - March  1998 

Name:  Alfred  J.  Dowe,  MD  (Savannah) 

Violation:  Unprofessional,  dishonorable,  or  unethical  con- 
duct; gross  malpractice. 

Action:  Per  agreed  order,  license  is  permanently  retired  and 
the  Board  accepted  that  respondent  had  retired  his  DEA  certifi- 
cate effective  June  4,  1997. 

Name:  Thomas  R.  Puryear,  MD  (Lebanon) 

Violation:  Dispensing  or  prescribing  controlled  substances 
in  amounts  or  for  durations  not  medically  necessary,  advisable, 
or  justified. 

Action:  Per  agreed  order,  license  permanently  retired;  DEA 
certificate  retired. 


Tennessee  Medicine  Policy 

Tennessee  Medicine  publishes  the  actions  of  the  Board  of  Medi- 
cal Examiners  directly  from  the  Department  of  Health’s 
monthly  sunshine  notice.  TMA  policy  calls  for  Tennessee  Medi- 
cine to  print  corrections,  retractions,  or  case  updates  as  they 
are  received  from  the  Department  of  Health.  Physicians  whose 
case  results  are  overturned  or  modified  by  either  the  Board  of 
Medical  Examiners  or  final  judicial  action  may  request,  through 
appropriate  supporting  documentation,  that  Tennessee  Medi- 
cine print  an  update  in  the  next  possible  publication. 


Personal  News 


Laura  G.  Balmain,  MD,  Johnson  City,  has  received  board  certi- 
fication in  the  subspecialty  of  gastroenterology  and  hepatology 
from  the  American  Board  of  Internal  Medicine. 

5.  Terry  Canale,  MD,  Memphis,  has  been  elected  second  vice- 
president  of  the  American  Academy  of  Orthopaedic  Surgeons. 

Joseph  F.  Wade,  MD,  Columbia,  has  been  elected  a Fellow  of 
the  American  Academy  of  Orthopaedic  Surgeons. 

Robert  L.  Wingate  Jr.,  MD,  Bolivar,  has  been  elected  a Fellow 
of  the  American  College  of  Physicians. 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 


July  13-17  2 1st  Annual  Contemporary  Clinical  Neurology — Hilton 

Head  Island,  SC 

July  30-Aug  2 Diagnostic  Radiology/Medical  Imaging — Jackson 
Hole,  WY 

Aug  12-15  Pulmonary  Critical  Care  Emergency  Medicine  Update — 
Destin,  FL 

Aug  13-14  Endoscopic  Sinus  Surgery 

Sept  25-26  Stroboscopy  Findings  & Voice  Intervention 

Oct.  8-10  4th  Annual  Neonatology  Symposium — Williamsburg,  VA 

Dec.  4-5  24th  Annual  High-Risk  Obstetrics  Seminar 


For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 


Aug  3-8 
Sept  21-22 
Sept  24-25 
Nov  20 


Memphis 

Contemporary  Issues  in  Obstetrics  and  Gynecology 
Pediatric  Advanced  Life  Support  Provider  Course 
29th  Memphis  Conference  on  the  Newborn 
Pediatric  Advanced  Life  Support  Recertification 
Course 


For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 
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The  Nashville  Customer  Unit  of  Astra  Merck  Inc.  is  committed  to  developing 


healthcare  solutions  through  products,  information,  education, 


and  services 


for  the  healthcare  communities  of  Tennessee. 


Contact  your  Astra  Merck  Pharmaceutical  Specialist  to  explore  how,  as  partners,  we  can  create 
customized  solutions  to  enhance  patient  care  and  satisfaction. 


501  Corporate  Centre  Drive,  Suite  300 
Franklin,  TN  37067 
(800)  295-3935 


Astra  Merck 


012898CSM1 


caa 

Carolyn  Avery  & 
Associates,  Inc. 


♦ TMA  Physician 
Services  Workshop 
Coordinator 

♦ Employee  Personnel 
Manuals 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 


POB  1 5901 2 • Nashville,  TN  3721 5-901 2 

(615)383-6321  • Fax  (61 5)  385-9777 


“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment’’ 


a new  career  course  doesn't 
re-discovering  the  New  World, 
the  adventure  of  LOCUMS 
the  fear  of  getting  lost  in  the  shuffle. 
^We  lead  the  industry  with  our  national  medical  staffing 
resources  and  confidently  guide  our  physicians  with  expe- 
rienced perspnnpl  dedicated  to  service  and  satisfaction. 

Wore  informoKonabout  our  LOCUM  TENENS  call: 

’ - 800.685.2272 

Midwest  & Eastern 
Destinations 

800.211.4971 

'estern  Destinations 

// www.locumsnet.com 
PLACE  J-l  OR  H-3  PHYSICIANS 


INC 


Kauri  n^xn 


sit 


hnp 


Internet 


UNABLE 


The  Fine  Needle  Aspiration  Biopsy  Clinic 

Suite  2500,  The  Village  at  Vanderbilt  • 1500  21st  Avenue  South  • Nashville,  Tennessee 


Offers  a minimally  invasive,  cost-effective  diagnostic  technique  in  an  outpatient  setting 

Samples  any  superficial,  palpable  lesion  including  those  of  breast,  thyroid, 
salivary  gland,  lymph  node  and  subcutaneous  sites 

Staffed  by  attending  physicians  with  fellowship  training 

in  Cytopathology 

Final  reports  issued  within  24-48  hours,  with  the  option  of 
an  immediate  preliminary  diagnosis 

Appointments  may  be  scheduled  Monday  through  Friday,  8:00  a.m.  until  4:30  p.m. 

For  appointments  or  additional  information  call:  (615)  322-2721 


©Vanderbilt  University  Medical  Center  Department  of  Pathology 


/ 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for  the  first  50 
words  ($25  for  TMA  members),  25  cents  for  each  additional  word. 
Count  as  one  word  all  single  words,  two  initials  of  a name,  single  num- 
bers, groups  of  numbers,  hyphenated  words,  and  abbreviations.  Adver- 
tisers may  utilize  a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN  37212-0909.  Use 
of  this  box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd  month 
preceding  the  desired  month  of  publication,  and  will  be  subject  to  ap- 
proval. No  phone  orders  will  be  accepted.  Payment  must  accompany 
order.  Each  listing  will  be  removed  after  its  first  publication  unless  oth- 
erwise instructed.  Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box  120909,  2301 
21st  Ave.  South,  Nashville,  TN  37212-0909.  Phone  (615)  385-2100. 


POSITIONS  WANTED 

INTERNIST  AVAILABLE:  BC  INTERNIST  with  subspecialty 
training  desires  ambulatory  outpatient  clinic  setting.  UT  Gradu- 
ate. For  more  information  please  reply  to  Ad  Box  601,  c/o  Ten- 
nessee Medicine,  P.O.  Box  120909,  Nashville,  TN  37212,  or  call 
(800)  659-1862. 

PHYSICIANS  WANTED 

OB/GYN,  FAMILY  PRACTITIONER,  PEDIATRICS  PHYSICIANS— 

If  you're  interested  in  a fulfilling  and  rewarding  career  in  an  urban 
ambulatory  health  care  setting,  please  send  us  your  resume.  Ex- 
cellent compensation  package,  fantastic  hours,  must  have  current 
TN  license,  DEA  certification,  and  local  hospital  privileges.  Mail 
your  resume  to  Memphis  Health  Center,  Inc.,  360  E.H.  Crump  Blvd., 
Memphis,  TN  38126. 


Immediate  Emergency  Medicine 
Opportunities  in 


Kentucky 

Virginia 


Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available  in 
rural  emergency  departments  in  Tennessee,  Kentucky, 
Virginia  and  Georgia.  Physicians  who  have  completed  a 
residency  in  Emergency  Medicine  or  a Primary  Care 
specialty  with  Emergency  Medicine  experience  will  be 
considered. 

Emergency  Coverage  Corporation  provides  flexible 
scheduling,  competitive  compensation  and  paid 
malpractice  insurance. 


For  more  information,  fax  your  CV 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

t -800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 

A Team  Health  Affiliate 


INDEPENDENT  MEDICAL  EXAMINATIONS 


ORTHOPAEDISTS 
NEUROLOGISTS 
PSYCHIATRISTS 
INTERNISTS 
PAIN  SPECIALISTS 


ORTHOPAEDIC  SURGEONS 
NEUROLOGICAL  SURGEONS 
CARDIOLOGISTS 
PULMONOLOGISTS 
OCCUPATIONAL  MEDICINE 


WANTED 


Physicians  throughout  Middle  Tennessee  and  Davidson 
area  to  perform  independent  medical  examinations 


Please  send  name  and  phone  number  and  field  of  specialty  to 
P.O.  Box  22306,  Nashville,  TN  37202-9998 

All  replies  will  be  kept  in  strict  confidence. 


OFFICE  EQUIPMENT 
FOR  SALE 


Entire  Medical  Doctor’s  office  equipment/furniture/ 
x-ray  department  on  sale.  Most  1/2  price. 


George  B.  Hagan,  M.D.,  PC. 

61 0 W.  Due  West  Avenue  Suite  403 
Madison,  Tennessee  37115 
Phone  (615)  865-1794 


Team  Health 

has 

k 

Immediate  EM  Opportunities 

Team  Health’s  Emergency  Medicine  Division 
currently  has  both  full-  and  part-time  opportunities 
in  greater  Chattanooga,  Knoxville,  Nashville  and 
Tri-Cities. 

All  full-time  opportunities  with  Team  Health 
offer  a competitive  compensation  package  which 
includes  flexible  scheduling  and  paid 
malpractice  insurance.  Additionally,  you  will  have 
an  opportunity  to  be  affiliated  with  a patient- 
focused,  physician-led  group  that  credits  its 
success  to  teamwork,  integrity  and  innovation. 


For  more  information 
about  these  opportunities, 
call  Lee  Ann  Long  at 

1-800-909-8366 


TEAM 

HEALTH 


Right  Team,  Raght  Now 


www.  team-health,  com 
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Jump  to  other 
health-related 
organizations 

▲ 

Read  this  newsletter! 

▲ 

Check  out  the  latest 
TMA  press  releases 

▲ 

Email  government  officials 

▲ 

It’s  all  available  on 
MEDWIRE 


MOM 


Have  You  Hit  Your 
Homepage  Lately? 


TMA’s  homepage  MEDWIRE  (www.medwire.org)  has  completed  its 
transformation  to  a more 
“viewer  friendly"  format. 

“Like  what?”  you  ask.  For 
starters,  you  can  access  this 
newsletter  and  all  recent  back 
issues  on  MEDWIRE. 

We  have  been  redesigning 
our  front  page  to  help  surfers 
get  to  their  desired  location 
easier.  And  to  add  ultimate 
ease,  we  are  adding  the  search 

engine  Excite  to  MEDWIRE  in  the  coming  months.  There  are  five  main 
sections  to  MEDWIRE: 


► What's  New  ► Membership  Services 

► TMA  Today  ► Other  Organizations 

► To  Your  Health  ► Return  To  Home 


□ What’s  New?  □ TMA  Today 

□ Membership  Services  □ To  Your  Health 

□ Other  Organizations 

www.medwire.org 


List  of  Advertisers 

American  Business  Forms 226 

Astra  Merck 255 

Biosite  Diagnostics 204 

BlueCross  BlueShield  of  Tennessee 259 

Carolyn  Avery  & Associates,  Inc 256 

Emergency  Coverage  Corporation 257 

Farrar,  Holliman  & Cassidy,  PLLC 257 

GerAssist 206 

George  Hagan,  MD 257 

Hoover  & Associates  249 

Knoll  Pharmaceuticals 228 

MultiPlan 252 

Passport  Health  Communications 208 

Southern  Medical  Disposal 246 

Staff  Care,  Inc 256 

State  Volunteer  Mutual  Insurance  Company 260 

Team  Health 246,  257 

Tennessee  Consultation  Center 224 

TLC  of  Memphis 202 

TMA  Physician  Services,  Inc 205 

The  TMA  Association  Insurance  Agency,  Inc 225,  243 

Vanderbilt  University  Medical  Center 256 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
"top,"  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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BlueCross 
Information 
You  Need  Is 
Now  On  Line 


Save  time.  Access  secured  information 
quickly  and  easily. 

No  special  equipment.  No  special  training.  If  you 
have  access  to  the  internet,  you  have  access  to  our 
new  internet  web  site  and  a host  of  helpful 
information: 


Available  Now 

• eligibility 

• coverage  verification 

• claims  status 

• provider  directories 

• provider  news  flash 


Coming  Soon 

• formularies 

• member  rosters 

• electronic  remittance 
advice 

• payment  information 

• referral  transactions 
by  providers 

• medical  policy  inquiry 


In  an  ongoing  effort  to  provide  a consistently  high 
level  of  service  to  our  health  care  providers,  we  are 
happy  to  announce  that  you  can  find  information  at 
our  web  site,  www.bcbst.com.  that  you  have  tradi- 
tionally obtained  from  phone  calls,  EDI,  and  other 
sources.  You  can  be  confident  that  you  are  accessing 
secured  data.  We  safeguard  our  data  and  the  informa- 
tion on  our  network  with  multiple  layers  of  security. 


To  get  your  certification  to  enter  secured  sites, 
access  our  web  site  and  follow  prompt 
instructions. 


BlueCross  BlueShield 
of  Tennessee 

An  Independent  Licensee  of  the 
BlueCross  BlueShield  Association 


Electronic  commerce 
it’s  the  future , today . 


® Registered  marks  of  the  BlueCross  BlueShield  Association, 
an  Association  of  Independent  BlueCross  BlueShield  Plans. 


State  Volunteer 
Mutual  Insurance 
Company 


For  more  information,  contact  Randy  Meador  or  Susan  Decareaux  • P.0.  Box  1065,  Brentwood,  TN  37024-11 
e-mail:  svmic@svmic.com  • web  site:  www.svmic.com  • 1-800-342-2239  • (615)  377-1999 


SVM1C  is  exclusively  endorsed  by  the  Tennessee  Medical  Association  and  its  51  component  county  soc 
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Honoring  Johnnie  Amonette 
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Internet  Solutions  for  Healthcare  Organizations 


PASSPORT  HEALTH  COMMUNICATIONS 

7101  Executive  Center  Drive  • Suite  201  • Brentwood,  TN  37027 
email:  sales@passporthealth.com  • http://www.passporthealth.com 




• Passport  OneSource 

On-line... 

- eligibility 

- claims  status 

- provider  panels 

- formulary  data 
and  more! 

• Internet  Consulting 


• Virtual  Community 

http// : www.healthprovider.com 


Phone:  615-661-5657 
or  toll  free  888-661-5657 


Fax:  615- 
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Fax  (423)629-1109 
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INSURANCE  AGENCY,  INC. 
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Website:  assoc-admin.com 


President’s  Comments 


I Had  a Bad  Dream! 


I had  a bad  dream  last  night.  It  was  horrible.  I had  come  to  the  TMA  building  to  do  the  things 
that  a president  is  supposed  to  do  and  the  building  was  locked  and  had  a sign  on  it,  “for  lease.” 
I had  called  earlier  and  a recording  from  the  telephone  company  said  the  number  had  been 
disconnected.  I had  thought  that  it  was  a phone  error.  I then  attempted  to  call  the  CEO  Don 
Alexander  and  he  had  moved.  I was  in  a panic! 

My  pager  then  begin  to  go  off  repeatedly  to  inform  me  that  my  voice  mail  was  full.  It  was  full 
of  messages  from  insistent  TMA  members  wanting  information  about  managed  care  problems, 
third  party  questions,  public  service  commitments,  legal  queries,  and  legislative  issues.  I then 
realized  that  Marc  Overlock  and  his  staff  were  probably  on  the  hill  protecting  our  legislative 
lives.  I rushed  over  there  and  was  immediately  bombarded  by  angry  legislators  seeking  advice 
on  medical  practice  bills.  There  was  no  one  there  to  represent  us.  I was  devastated  and  wanted 
to  quit!  I had  lost  the  one  thing  that  is  so  necessary  for  leaders,  the  ability  to  delegate. 

Delegation  is  defined  as  the  ability  to  send  with  “power”  to  act  as  a representative,  to  entrust, 
and  to  commit  care  and  management  to  others.  The  members  of  the  Tennessee  Medical  Asso- 
ciation are  most  fortunate  to  have  a staff  that  allows  what  I term  the  3 D's  of  delegation.  The  first 
is  dependability , which  is  a hallmark  of  the  TMA  staff  in  all  areas.  The  2nd  D is  direction.  The 
TMA  staff  is  working  and  moving  in  a direction  that  best  serves  its  members  and  their  patients. 
The  Department  of  Legal  and  Governmental  Services  is  directed  by  Marc  Overlock,  Communi- 
cations and  Membership  by  Russ  Miller,  and  the  Information  Systems  and  Education  by  John 
Grant.  Working  within  these  departments  is  a superb  group  of  people  that  emulate  the  3rd  D, 
dedication.  The  principles  of  the  3 D’s  is  truly  embodied  by  your  staff.  No  state  society  better 
represents  these  ideals. 

Stephen  Covey  describes  two  kinds  of  delegation:  First,  a “Gofer  Delegation”  is  one  where 
an  individual  receiving  this  trust  must  be  told  what  to  do  at  all  times  and  is  under  constant 
scrutiny.  “Stewardship  delegation”  is  focused  on  results  instead  of  methods.  It  gives  people  a 
choice  of  methods  and  makes  them  responsible  for  results.  Your  TMA  CEO  Don  Alexander 
typifies  the  characteristics  of  stewardship  delegation.  He  is  a leader  of  experience,  of  strength, 
and  of  character. 

Even  Moses  was  told  by  God  in  Exodus  to  delegate  power  to  others.  Just  as  in  Moses  day, 
delegation  is  a means  for  developing  others  to  their  fullest  potential  in  a way  that  will  help 
everyone  reach  the  desired  goal.  Practically  every  human  endeavor  requires  leadership  and  the 
mutual  trust  of  delegation. 

I finally  woke  up  and  realized  it  had  all  been  a bad  dream,  and  how  fortunate  we  are.  I ask 
you  as  members  to  wake  up  and  dedicate  your  energies  to  the  same  goals. 


A 


X 


/ho , 
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Editorials 


John  B.  Thomison,  MD 


Congratulations, 

Johnnie  Amonette 

The  big  news  this  year  for  the  TMA  Alliance  has  been  Johnnie  Amonette’s  very  successful  ye; 
as  President  of  the  AMA  Alliance.  Since  elsewhere  in  this  issue  we  carry  a summation  of  her  man 
notable  accomplishments  during  her  tenure,  in  which  not  only  the  members  of  the  Alliance  bi 
their  spouses  as  well  can  take  justifiable  pride.  I’ll  not  enumerate  them  here,  but  simply  call  attei 
tion  to  the  article  itself,  and  refer  you  to  it  as  worth  your  while  to  peruse.  The  real  purpose  of  th 
piece  is  simply  to  add  Tennessee  Medicine’s  congratulations  to  those  of  Johnnie’s  other  admire 
and  well  wishers,  with  the  comment  that  Tennessee’s  medical  community,  and  by  extension  i 
citizenry  at  large,  is  indeed  fortunate  to  have  had  the  services  of  a person  of  her  talents  and  energ 
I would  also  observe,  perhaps  gratuitously,  that  having  shared  her  so  extensively  for  so  long 
time,  husband  Rex  will  doubtless  be  overjoyed  to  have  his  very  lovely  wife  back  home  again. 


Land  of  the  Free  and 
Home  of  the  Brave 


. . . Give  me  your  tired,  your  poor, 

Your  huddled  masses  yearning  to  breathe  free, 

The  wretched  refuse  of  your  teeming  shore. 

Emma  Lazarus,  “The  New  Colossus’’  (The  Statue  of  Liberty) 

From  a British  ship,  in  September  1814  Francis  Scott  Key  watched  the  all-night  shelling  of 
Fort  McHenry,  one  of  the  two  forts  guarding  Baltimore  harbor.  He  was  so  thrilled  the  next 
morning  to  see  the  flag  still  flying  over  the  fort  that  he  penned  the  poem  “The  Star-Spangled 
Banner.”  Sung  to  the  tune  of  “To  Anacreon  [a  Greek  poet  noted  for  poems  in  praise  of  love  and 
wine]  in  Heaven,”  it  became  widely  popular,  and  in  1931  officially  became  our  national  an- 1 
them,  though  it  had  always  been  used  by  both  the  army  and  the  navy  as  though  it  already  was. 

Except  that  a few  men  have  individually  made  the  decision  to  dodge  the  draft  in  each  of  our 
wars,  that  the  American  Colonies  and  subsequently  the  United  States  of  America  were  at  least  a 
home  of  the  brave  has  never  been  called  into  question.  The  same,  however,  cannot  be  said  for 
“the  land  of  the  free.”  It  has  been,  and  in  fact  still  is,  consistently  disputed,  sometimes  with 
violence. 

The  United  States  was  a product  of  the  Enlightenment,  a movement  that  saw  the  tradition  of 
slavery,  euphemistically  referred  to  as  involuntary  servitude,  crumbling,  and  being  replaced  by 
egalitarianism.  Liberty  was  the  watchword.  That  liberty  can  be  trivialized  by  confusing  it  with 
license,  though,  became  apparent  in  the  excesses  of  the  French  Revolution.  It  is  a confusion  thal 
persists  today.  The  founding  fathers  of  the  United  States  understood  that  liberty  is  not  freedom 
from  responsibility,  but  is  rather  freedom  to  act  responsibly.  Our  Constitution,  with  its  Bill  ol 
Rights,  reflects  this  understanding. 
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More  frequent  than  there  being  a confusion  of  concepts,  however,  is  the  deliberate  disregard 
of  responsibility — disregard  of  responsibility  toward  the  public,  toward  the  environment,  and 
for  the  moral  and  ethical  standards  of  the  nation  and  of  the  world.  It  was  this  sort  of  responsibil- 
ity that  the  Enlightenment  sought  to  inculcate  in  the  citizenry,  and  responsibility  did  flourish, 
though  largely  as  noblesse  oblige.  That  also  became  synonymous  with  “the  white  man’s  bur- 
den,” an  elitist  concept  that  implied  white  racial  superiority  and  eventuated  in  conquest  and 
subjugation  of  and  contempt  for  “savage”  tribes,  resulting  in  colonialism. 

Today,  of  course,  colonialism  is  passe — or  is  it? 

Colonialism  was  in  fact  the  exploitation  of  the  weak  by  and  for  the  benefit  of  the  strong 
under  the  cover  of  noblesse  oblige.  The  responsibility  of  the  rich  and  powerful  was,  however, 
toward  each  other,  and  especially  toward  the  richer  and  even  more  powerful.  This  frequently 
resulted  from,  and  sometimes  even  required,  irresponsibility  toward  their  charges.  It  led  to 
revolt  in  the  American  colonies,  which  threw  off  the  yoke  of  oppression,  and  became  a haven 
for  the  huddled  masses  yearning  to  breathe  free,  as  inscribed  on  the  Statue  of  Liberty  in  the 
poem  by  Emma  Lazarus. 

The  framers  of  the  Constitution  of  the  United  States  developed  a republican  form  of  govern- 
ment, in  which  government  was  by  elected  representatives,  as  opposed  to  a pure  democracy. 
Believing  that  only  property  owners  would  have  a proper  interest  in  the  life  of  the  community, 
the  colonial  leaders  made  property  ownership  a requirement  for  enfranchisement.  Implicit  in 
this  requirement  was  that  freedom  required  responsibility,  as  opposed  to  unbridled  license.  This 
concept  has  since  been  eroded  by  successive  liberal  courts  and  legislative  bodies  to  the  point 
that  we  now  scarcely  have  government  by  law.  The  American  Civil  Liberties  Union  is  an  ex- 
ample of  the  extreme  position  that  would  allow  any  action  that  does  not  harm  another,  while  at 
the  same  time  placing  a very  narrow,  direct  construction  on  the  term  harm.  This  has  been  gen- 
erally supported  by  judicial  opinion  at  the  highest  federal  level. 

The  great  empires  have  slowly  broken  up,  and  only  vestiges  of  such  as  those  of  the  British 
and  French  remain.  But  exploitation  has  not  disappeared.  Today’s  empire  builders  are  the  large 
often  multinational  business  entities.  We  tend,  erroneously  as  it  happens,  to  think  of  them  as  a 
modern  phenomenon,  but  such  enterprises  as,  for  example,  the  Hudson  Bay  Company,  have 
always  been  at  the  forefront  of  exploration  and  development.  It  was  the  demands  of  plantation 
owners  of  the  New  World  for  laborers  that  fueled  the  slave  trade  from  Africa.  Agriculture  and 
cattle  herds  drove  the  Indians  progressively  westward,  closing  their  hunting  grounds  to  them, 
and  ultimately  consigning  them  to  reservations  in  the  least  fruitful  areas.  China  furnished  cheap 
“coolie”  labor  to  many  areas  of  the  world,  including  the  American  West.  Almost  universally, 
whenever  these  “huddled  masses  yearning  to  breathe  free”  prospered,  as  they  often  did,  they 
were  subjected  to  indignities  and  worse.  With  pretentious  pomposity  we  modern  Americans 
point  with  pride  to  our  efforts  toward  expiation  of  the  sins  of  our  forebears,  for  which  we  of 
subsequent  generations  of  course  bear  no  guilt.  Such  efforts,  then,  are  patently  insincere  and 
therefore  insulting  to  the  aggrieved. 

Like  the  Industrial  Revolution’s  “robber  barons”  of  past  generations,  billionaires  are  being 
created  by  modern  business  conglomerates  by  robbing  their  employees  and  the  public.  How 
else  would  “not-for-profit”  hospitals  amass  multiplied  millions  of  dollars  of  surplus  each  year? 
Big  businesses  are  abetted  in  this  by  an  obligated  officialdom,  an  officialdom  in  which  egre- 
gious irresponsibility  toward  the  public  parallels  the  level  of  privilege  of  the  officials  at  all 
levels  of  government.  Thus  our  elected  leaders  have  largely  made  a mockery  of  the  assumption 
of  the  founding  fathers  that  those  individuals  elected  by  the  people  to  govern  them  would  be- 
have responsibly.  Business  has  just  continued  doing  what  business  has  always  done,  which  is  to 
try  to  make  money.  It  is,  in  fact,  required  of  businesses  by  their  shareholders,  as  well  as  by  law. 
On  the  other  hand,  it  is  required  of  not-for-profit  entities  that  they  not  make  money. 

Freedom  survives  only  so  long  as  the  public  demands  it.  If  the  public  is  to  demand  liberty,  it 
must  understand  what  that  liberty  is.  Liberty  is  not  license.  Liberty  demands  responsibility, 
which  in  turn  demands  accountability.  Without  those  features,  chaos  and  anarchy  ensue,  open- 
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ing  the  way  for  despotism  should  a charismatic  libertine  surface  as  a leader.  That  is  what  hap- 
pened in  Nazi  Germany  after  the  First  World  War. 

Our  elected  officials  and  legislators  have  over  the  past  half  century  acted  progressively  more 
as  though  they  are  exempt  from  the  laws  they  pass  to  regulate  those  who  elected  them.  The 
Tennessee  legislature  enacted  laws  requiring  that  all  deliberations  about  public  matters  be  open 
to  the  public.  Yet  it  has  been  the  experience  of  those  attempting  to  monitor  the  activities  of  our 
governing  bodies  that  nearly  all  decisions  are  arrived  at  in  secret  through  compromises  made 
outside  public  meeting  places. 

With  good  reason,  the  public  has  lost  all  confidence  in  the  federal  government,  viewing  it  as 
a government  of  lies  and  not  laws.  Until  its  present  administration,  our  state  government  has 
generally  been  trusted  even  though  both  the  government  and  its  members’  activities  might  have 
been  disliked.  That  confidence  has  been  eroded  severely  in  the  past  few  years.  It  is  a general 
rule  that  the  public  gets  the  governance  it  deserves.  Unless  the  citizenry  demands  freedom,  that 
freedom  will  be  usurped  as  license  and  not  liberty  by  an  irresponsible,  unaccountable  government. 

There  is  no  reason  to  believe  on  this  Independence  Day  that  we  are  not  still  living  in  the 
home  of  the  brave.  The  land  of  the  free,  however,  is  another  matter.  That  is  not  in  the  hands  of 
some  fallen  father-figure  in  Washington.  Nor  is  it  in  the  hands  of  any  elected  or  appointed 
official,  either  individually  or  collectively.  The  land  of  the  free  is  provisional  territory.  The 
proviso  is  that  for  its  continued  existence  all  Americans  take  it  into  their  collective  hands,  every 
citizen  acting  individually  with  responsibility  and  accountability,  so  that  “That  Star-Spangled 
Banner,  long  may  it  wave,  o’er  the  land  of  the  free  and  the  home  of  the  brave.” 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician's  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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■ Forms  and  Office  Supplies 

• American  Business  Forms,  Inc.  — 1-888-921-7283 

HCFA,  office/filing  supplies,  forms  & envelopes... guaranteeing  TMA 
members  the  lowest  prices  in  the  industry  by  utilizing  the  volume  of  group 
purchasing. 

■ Magazine  Subscriptions 

• TMA  Magazine  Program  — 1-800-289-6247 

Lowest  rates  on  all  of  your  subscription  needs  — save  time  & money! 

■ Package  Delivery 

• Airborne  Express  — 1-800-MEMBERS  (800-636-2377) 

Members  save  up  to  43%. 

■ Payroll  Services 

• PAYCHEX,  Inc.  — 1-800-322-7292 

Provides  discounted  pricing,  payroll  and  tax  pay  services  for  all  TMA 
members. 

■ Tax  Audit  Service 

• TaxResources,  Inc.  — 1-800-922-8348 

Providing  expert  representation  by  tax  audit  professionals. 

■ World  Wide  Web  Services 

• Passport  Health  Communications  — 1-888-661-5657 

Offering  cost-effective,  easy  to  understand  internet  solutions  for  the 
health  care  industry. 


Information  Call  1-888-616-7873 


For  More 


THE 


TM  A 

ASSOCIATION 
INSURANCE 
AGENCY,  INC. 

1089  Bailey  Avenue 
Chattanooga,  TN  37404 
1-888-616-7873 
423-629-2400 
Fax  423-629-1109 
Email:  tmafg)assoc-admin.com 
Website:  www.assoc-admin.com 


Visit  the  TMA  Website 
www.  med  w i rc.org 


Dedicated  to 
providing 
TMA  Members  with 
comprehensive, 
quality 
insurance 
coverage  for 
themselves, 
their  families, 
and  their  practices. 


Practice  Coverage 

■ Group  Major  Medical 

■ Group  Dental 

■ Group  Life  and  AD&D 

■ Group  Disability 

■ Office  Contents  & Building  Package 

■ Workers’  Compensation  Plan 

Individual  Coverage 

■ Disability  Income  Protection 

■ Life  Insurance 

■ Variable  Life 

■ Second-to-die  Life 

■ Long  Term  Care 

■ Medicare  Supplement 

■ Comprehensive  Insurance 
& Financial  Review  Service 

fteca  Personal  Coverage 

■ Auto 

■ Boat 

■ Homeowners 

■ Personal  Umbrella 

Call  1-888-616-7873 for  details. 


Service  You  Can  Depend  On 


Products  & 


Special  Item 


Honoring  Johnnie  Amonette 

‘ Serving  the  Future  Ftour! 

Carol  Ann  Robertson,  Media  Chairman 
Tennessee  Medical  Association  Alliance 


How  best  to  describe  the 
year  of  Johnnie  Amonette  as 
she  has  served  as  AMA  Alli- 
ance President?  Wordsworth 
could  have  been  describing 
Johnnie  Amonette  as  she  led 
us  through  the  year  when  he 
wrote  of  the  “power  to  live, 
and  act,  and  serve  the  future 
hour.” 

Johnnie  Dacus  Amonette 
perennially  holds  a bright 
vision  of  the  future  with  a 
heart  for  serving  that  future 
in  the  present.  A native  of 
Searcy,  Arkansas,  she  atten- 
ded Hendrix  College,  and 
married  Dr.  Rex  Amonette, 
who  together  have  raised  two  accomplished  daughters.  In 
addition  to  having  a private  dermatology  practice,  Rex  is  a 
clinical  professor  of  medicine  at  the  University  of  Tennes- 
see, Memphis  and  serves  as  president  of  the  American  Acad- 
emy of  Dermatology. 

Before  assuming  the  Alliance  presidency,  Johnnie  served 
the  Alliance  at  the  local,  state,  and  national  levels  in  a variety 
of  roles.  To  each  role,  she  has  brought  her  vision  for  the  fu- 
ture and  her  power  for  taking  action.  Her  activities  have  in- 
cluded serving  as  president  of  the  Memphis-Shelby  County 
Medical  Alliance  in  1984-1985,  president  of  the  Tennessee 
Medical  Association  Alliance  in  1990-1991,  and  Field  Di- 
rector of  the  AMA  Alliance  Board  in  1994-1996,  in  addition 
to  a host  of  committee  assignments. 

Johnnie’s  community  volunteer  work  has  been  no  less 
impressive.  She  has  served  as  president  of  Les  Passees 
Children’s  Rehabilitation  Center.  She  has  been  a member  of 
the  Board  of  Governors  of  Hendrix  College  and  of  the  Ex- 
ecutive Committee  and  Board  of  the  Baptist  Memorial  Health 
Care  Foundation,  and  has  served  as  cochair  of  the  University 
of  Tennessee  College  of  Medicine  2 1 st  Century  Campaign. 

Yet  her  crowning  achievement  has  been  her  great  service 
as  AMA  Alliance  President.  In  that  role,  one  sees  Johnnie 


Amonette’s  “power  to  live,  and  act,  and  serve  the  future  hour” 
on  a grand  scale.  Perhaps  her  ability  to  serve  the  future  hour 
today  grows  out  of  her  love  for  the  light  of  her  life,  her  first 
grandchild,  Abby.  Johnnie  herself  admitted  as  much  when 
she  said  at  the  beginning  of  her  term,  “.  . . if  there  is  a focal 
point  for  my  presidential  year,  it  starts  with  Abby,  because  when 
I look  into  her  beautiful  eyes,  I see  a glimpse  of  the  future.” 

The  future  Johnnie  glimpses  includes  a vision  of  service 
that  could  be  summarized  by  that  stirring  phase,  “All  for  one, 
one  for  all.”  Repeatedly  as  president  she  summoned  every 
member  to  serve,  stressing  not  only  the  power  of  the  army  of 
50,000  Alliance  members  to  make  an  impact  on  each  medi- 
cal family  member,  but  also  the  impact  each  member  could 
have  on  all  by  selecting  and  completing  just  one  task  from 
the  Alliance’s  many  programs. 

In  sharing  her  vision,  she  said,  “One  may  be  the  simplest 
number,  but  I don’t  think  of  it  as  the  smallest  at  all.  To  me  it  is 
the  number  that  is  the  most  encompassing.”  As  president,  she 
has  demonstrated  in  a challenging  year  for  the  Alliance 
and  for  American  medicine  that  one  person  working  for  us  all 
can  truly  make  a difference. 

Johnnie  Amonette  has  led  the  Alliance  under  the  clear 
conviction  that  today’s  Alliance  is  not,  as  she  says,  “your 
grandmother’s  spousal  spin-off.”  Her  style  of  forward  look- 
ing leadership  recognizes  an  Alliance  more  diverse  and  more 
dynamic  than  ever.  As  the  wife  of  a dermatologist,  with  a 
son-in-law  who  is  a physician,  a future  son-in-law  who  is  in 
medical  school,  a daughter  in  medical  school,  and  a daugh- 
ter who  is  an  attorney,  she  recognizes  firsthand  the  challenges 
the  Alliance  must  meet  to  be  a viable  force  in  the  future  world 
of  medicine. 

In  preparing  to  meet  the  challenges  of  the  future,  Johnnie 
has  promoted  a vision  for  today’s  Alliance.  Her’s  is  an  achiev- 
able vision,  exemplified  by  that  famous  line  she  quoted  from 
Schindler's  List:  “He  who  saves  the  life  of  one  person  saves 
the  entire  world.”  As  president,  Johnnie  Amonette  has  ap- 
plied that  power  of  one  to  each  of  the  Alliance’s  program  areas. 

For  the  area  of  legislation  she  has  made  clear  how  the 
power  of  one  can  be  applied  to  make  a difference  in  those 
laws  that  govern  medicine,  particularly  Medicare.  She  has 
stressed  throughout  this  year  that  if  each  member  would  pick 


Johnnie  D.  Amonette 
Immediate  Past  President 
AMA  Alliance 
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just  one  law,  one  lawmaker,  one  program  and  phone  or  fax 
expressing  the  Alliance’s  interest,  perhaps  we  could  achieve 
one  milestone  to  preserve  access,  quality,  and  choice  in  health 
care.  To  achieve  that  end,  she  stressed  mini-internships  for 
all  new  state  and  federal  legislators,  promoted  use  of  the  new 
grassroots/legislative  action  handbook  and  promoted  effec- 
tive model  antiviolence  programs  like  Indiana’s  “Medicine 
Day,”  or  Tennessee’s  “Hour  of  Power.” 

In  the  area  of  health  promotion,  she  has  continually  chal- 
lenged Alliance  members  to  see  that,  with  the  SAVE  cam- 
paign, America’s  violence  can  be  stopped  everywhere. 
Johnnie  has  consistently  emphasized  that  the  power  of  one 
can  be  multiplied  if  each  member  takes  one  action  to  stop  the 
insanity  of  violence  in  the  home,  in  the  neighborhood,  and  in 
the  community.  In  addition,  she  continued  to  promote  new 
methods  of  involvement  in  the  AMA  Alliance  SAVE-A-Shel- 
ter  campaign,  as  well  as  to  promote  media  violence  aware- 
ness, use  of  the  v-chip,  and  education  about  safety  for  youth 
on  the  Internet. 

When  she  came  to  the  area  of  medical  education  and  re- 
search, once  again  her  words  spoke  eloquently  of  her  vision 
of  achievement  for  each  one  in  the  Alliance.  She  said,  “Pic- 
ture the  face  on  one  medical  student  who  can  stay  in  school 
because  you  helped.  Picture  one  researcher  approaching  a 


breakthrough  because  you  care.  Picture  one  patient  who  will 
live  and  be  well  because  of  money  you  raised.”  Throughout 
her  year,  she  worked  tirelessly  to  raise  awareness  of  AMA- 
ERF  within  the  medical  community  by  publicizing  Alliance 
contributions  to  AMA-ERF. 

In  every  area,  Johnnie’s  leadership  has  provided  a stirring 
vision  for  every  Alliance  member  to  contemplate  as  we  seek 
to  make  a difference  and  to  demonstrate  to  those  physician’s 
spouses  who  are  not  Alliance  members  what  can  be  achieved 
if  we  join  together. 

As  AMA  Alliance  President,  Johnnie  Amonette  has  pro- 
vided the  vision  and  leadership  so  desperately  needed  in  the 
face  of  challenges  to  the  American  medical  family.  As  wife, 
mother,  and  grandmother  of  her  own  medical  family,  she 
brought  to  her  term  as  president  an  understanding  of  and  sen- 
sitivity to  the  issues  that  confront  each  Alliance  member. 
Because  of  her  dedicated  service,  each  member  can  better 
realize  the  power  of  one  person.  Yet  an  even  greater  achieve- 
ment, due  to  her  leadership,  is  that  we  can  visualize  the  power 
we  have  even  if  each  of  us  is  able  to  help  only  one  person  or 
achieve  one  task.  Johnnie  Amonette  deserves  everyone’s  ac- 
colades, having  earned  them  during  a year  of  courageous  lead- 
ership that  demonstrated  her  “power  to  live,  and  act,  and  serve 
the  future  hour.”G 


National  HIV  Telephone  Consultation  Service 
800-933-3413 

This  toll-free  “Warmline”  telephone  consultation  service,  based  at  San  Francisco 
General  Hospital,  is  available  to  physicians  and  other  health  care  providers  with  HIV- 
related  clinical  management  questions. 

Calls  are  answered  by  a team  of  HIV  experts  consisting  of  physicians,  nurse  practi- 
tioners, and  clinical  pharmacists. 

Consultants  are  on  duty  between  10:30  am  and  8:00  pm  EST.  Calls  at  other  times 
are  recorded  and  returned  as  soon  as  possible. 

Funded  through: 

Health  Resources  and  Service  Administration,  AIDS  Education  and  Training  Centers,  and 
the  American  Academy  of  Family  Physicians. 
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Special  Item 


I Thank  You  for  Your  Trust! 

Comments  of  the  Incoming  President 

David  G.  Gerkin,  MD 


There  will  be  no  presidential  address  tonight,  but  I am  so 
burdened  by  medicine’s  current  environment  that  I feel  com- 
pelled to  make  a few  brief  comments  to  define  my  goals.  For 
as  long  as  there  have  been  leaders  among  mankind,  there  have 
been  formal  procedures  for  installing  new  office  holders.  Ev- 
erything from  human  sacrifice  to  majestic  coronation  rites  has 
been  used  to  celebrate  the  advent  of  a new  regime.  I am  happy 
to  note  that  we  are  going  to  be  somewhere  between  those  two 
extremes  here  tonight.  It  is,  however,  a terrible  and  awesome 
responsibility. 

My  goal,  and  my  only  goal,  although  all  encompassing,  is 
to  empower  our  member  physicians  to  stop  the  plague  of  fa- 
talism that  is  insidiously  destroying  the  doctor/patient  rela- 
tionship. This  plague  is  coming  from  within  and  without.  Percy 
Wooten,  your  AMA  president,  talks  about  the  two  most  im- 
portant things  in  a doctor  office  being  two  chairs,  one  for  the 
patient  and  one  for  the  doctor.  Now  the  offices  are  full  of 
chairs — chairs  for  the  managed  care  people,  the  inspector 
general’s  attorney,  the  federal  marshals,  the  FBI  agents,  the 
Medicare  auditor,  and  other  scope  of  practice  people.  The  room 
is  becoming  so  crowded  that  often  the  doctor  cannot  even  see 
to  take  care  of  the  patient.  They  are  separating  the  two  most 
important  parts  of  the  health  care  process,  the  medical  doctor 
and  his  patient.  This  separation  and  its  extreme  consequences 
are  what  I term  modem  medical  apartheid. 

When  I was  a young  child  I lived  next  door  to  one  of  the 
only  two  doctors  in  my  small  rural  town.  I thought  Dr.  Boyd 
was  as  old  as  Methuselah  and  just  as  wise.  He  took  care  of 
most  of  the  people  in  our  area  and  was  dearly  loved  and  re- 
spected. He  had  a big  house  next  to  our  small  one,  drove  the 
only  Hudson  in  our  county,  and  everyone  wanted  him  to  have 
even  more.  They  would  have  not  cared  even  if  he  had  two  or 
three  houses  or  four  or  five  Hudsons.  There  was  a metal  grate 
over  his  driveway  and  it  made  a loud  noise  when  he  came  and 
went.  Some  people  might  have  been  annoyed  by  the  sound, 
but  I was  comforted.  When  I was  in  bed  at  night,  I would  hear 
it  and  know  that  he  was  going  to  help  someone  and  was  happy 
when  he  came  home  to  rest. 

Then  came  the  first  of  the  “entitlements,”  country  public 
welfare  of  the  ’50s,  a local  politician’s  dream  to  get  reelected. 
As  the  numbers  rose  and  technology  advanced,  the  costs  rose. 
The  county  leadership  had  to  blame  someone,  and  Dr.  Boyd 
became  the  target  and  was  discredited  for  his  cost  to  the  health 
care  system.  More  entitlements  came,  and  in  1962  the  grand- 
father of  all  entitlements  arose.  It  was  Medicare.  Medicare  of 


course  has  been  a wonderful  entity  for  many  people,  but  as 
costs  rose  and  technology  improved,  business  leaders,  politi- 
cians, and  community  leaders  needed  someone  else  to  blame, 
and  again  doctors  were  easy  scapegoats.  This  was  the  start  of 
the  total  destruction  of  the  doctor  as  the  patient’s  real  ally.  The 
doctor/patient  relationship  became  the  provider/consumer  non- 
relationship. 

It  is  now  time  to  take  back  our  role  and  our  heritage,  to  stop 
this  plague  of  fatalism.  Some  form  of  civil  disobedience  may 
be  necessary!  I am  not  suggesting  that  we  break  laws  or  risk 
undue  harm,  but  we  must  do  the  right  things  for  the  right  rea- 
sons. We  must  not  follow  the  successive  pragmatic  leadership 
that  fell  for  the  perverse  concept  that  ethics  are  flexible  and 
must  change  to  accommodate  the  times.  It  is  nothing  short  of 
amazing  the  way  medical  politicians  in  organized  medicine, 
claiming  to  represent  all  physicians,  have  allowed  in  less  than 
half  a century  the  step-by-step  transmutation  of  our  medical 
ethics  for  the  sake  of  compromise  and  political  expediency. 

The  doctor  must  go  back  to  his  obligation  to  the  individual 
patient  and  not  to  society  as  a whole.  The  heart  of  medicine  is 
the  relationship  of  one  doctor  to  one  patient.  In  medicine,  as 
opposed  to  a “health  care  delivery  system,”  the  training  and 
experience  of  the  physician  are  placed  at  the  service  of  a sick 
person,  under  conditions  agreeable  to  both.  All  of  the  other  re- 
sources should  revolve  around  the  patient,  not  around  the  heads 
of  the  “system.”  We  must  stand  up  to  health  plans  that  do  not 
serve  the  interest  of  the  patients,  stand  up  to  insurance  compa- 
nies that  interfere  with  quality  care,  and  stand  up  to  those  things 
that  affect  access  for  the  patient.  Doctors  are  human.  If  you  kick 
them,  they  resent  it.  If  you  reward  them  for  behaving  like  a 
petty  bureaucrat,  they’ll  start  to  act  like  a petty  bureaucrat.  If 
you  punish  them  for  putting  their  patients  first  they'll  think 
twice  before  going  to  war  for  the  patient.  In  fact,  if  you  punish 
them  for  being  doctors,  there  will  eventually  be  no  doctors.  No 
real  doctors,  that  is.  There  will  be  only  people  with  academic 
degrees  performing  the  official  functions  assigned  to  them. 

The  first  and  last  task  of  a leader  is  to  keep  hope  alive — the 
hope  that  we  can  find  our  way  through  to  a better  world  de- 
spite the  plague  of  fatalism  and  medical  apartheid  that  is  at- 
tempting to  destroy  us  all.  This  deep  seated,  chronic,  bitter 
cynicism  is  something  new  that  is  affecting  the  entire  profes- 
sion, including  those  physicians  who  always  before  loved  their 
patients,  loved  their  profession,  and  hoped  to  practice  until  the 
day  they  died.  The  battle  lines  are  again  being  drawn.  I ask 
you  to  join  me  in  this  struggle. □ 
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Practicing  Medicine 


Tomorrow  s Physicians 

Student  Opinions  on  Managed  Care 

Matt  Pulle 


Like  most  aspiring  pro- 
fessionals, medical  students 
have  their  own  opinions  and 
predictions  as  to  what  their 
future  may  hold.  Of  one  thing 
they  are  certain,  though, 
which  is  that  in  today’s  cost- 
conscious  managed  care  en- 
vironment, they’ll  be  practic- 
ing medicine  a lot  differently 
than  their  predecessors  did. 

“They  know  the  golden 
days  of  medical  practice  are 
over.  But  they  don't  seem  to 
be  that  concerned  about  it,”  says  Dr.  Pat  Wall,  associate  dean 
for  admissions  at  the  University  of  Tennessee  College  of 
Medicine  at  Memphis.  “I  think  they  have  a healthy  attitude.” 

Having  worked  in  medical  school  admissions  for  more 
than  30  years.  Dr.  Wall  sees  in  today’s  medical  students  a 
class  as  bright  and  dedicated  as  that  of  a generation  ago. 

“I  don't  think  there’s  been  much  change.  They  view  their 
future  with  excitement,  but  some  uncertainty.  That’s  always 
been  the  case.” 

Nevertheless,  after  years  of  criticism  for  failing  to  ad- 
equately prepare  students  for  the  business  aspects  of  health  care 
delivery,  many  medical  schools  are  making  a concerted  effort 
to  introduce  their  students  to  the  world  of  managed  care. 

At  Vanderbilt  University  School  of  Medicine,  for  example, 
students  are  now  being  exposed  to  the  various  types  of  out- 
patient care  while  at  the  same  time  learning  more  about  how 
to  manage  a practice.  In  addition,  the  school  offers  “lunch 
box”  lectures  on  managed  care  issues,  and  often  allows  a 
part  of  the  class  to  delve  into  the  business  aspects  of  the  medi- 
cal profession. 

“As  science  changes  and  as  the  medical  environment 
changes,  these  changes  are  reflected  in  the  curriculum,  which 
has  always  had  a level  of  fluidity,”  says  Dr.  Deborah  Ger- 


Mr.  Pulle  is  assistant  editor  of  In  Review,  a Nashville  news 
magazine. 


man,  an  associate  dean  of  stu- 
dents at  Vanderbilt’s  School 
of  Medicine. 

As  chairman  of  the  Na- 
tional Council  of  the  AMA 
Medical  Student  Section, 
Michael  Bigelow  discusses 
the  future  of  medicine  with 
fellow  medical  students  every 
day.  In  his  fourth  year  at  the 
Medical  College  of  Wiscon- 
sin, Bigelow  claims  medical 
students  aren’t  as  worried  as 
they  perhaps  were  a few  years 
ago,  when  managed  care  was  first  burgeoning  in  the  public 
and  for-profit  sectors.  He  points  to  the  growing  number  of 
his  peers  who  are  doing  their  clinical  clerkships  in  a man- 
aged care  situation. 

“They’ve  seen  it,  they  know,  and  they’re  able  to  work  in 
that  environment,”  says  Bigelow. 

Dr.  German  believes  it  all  depends  on  the  student.  “I  think 
there  are  some  students  who  don’t  feel  that  it  will  affect  them 
at  all.  Managed  care  affects  various  students  differently.” 

Vanderbilt  medical  student 
Aaron  Styer  certainly  seems 
to  have  a different  opinion 
from  that  of  Bigelow.  While 
working  in  the  emergency 
room  last  year,  Styer  got  a 
crash  course  in  how  annoying 
managed  care  can  be.  “Com- 
ing in,  I was  very  unaware  of 
all  the  changes  in  medicine. 

But  last  year  I saw  all  the 
hurdles  we’ll  have  to  jump 
over  just  to  be  compensated.” 

Of  course,  no  one,  least  of 
all  medical  students,  really  knows  how  the  practice  of  medi-  j 
cine  will  be  affected  by  the  growth  of  managed  care  and  the 
decline  of  fee-for-service  reimbursement.  So  it  comes  as  no  | 
surprise  that  medical  students  don’t  always  agree  on  how  j 
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You  can  still  practice  medicine  in  the 
midst  of  all  these  changes  if  you’re  in  it 
for  the  right  reasons,  but  [managed 
care]  is  still  a big  concern  ...  I think 
there’ll  be  a lot  more  constraints  on 
what  I can  do. 
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today’s  tighter  medical  environment  will  affect  the  way  they 
will  practice  medicine. 

Again,  Bigelow  says  the  students  he  knows  are  “assum- 
ing and  accepting  that  they’ll  work  in  a managed  care  envi- 
ronment. Of  all  the  people  I talk  to,  there’s  an  awareness  that 
managed  care  provides  effective  care  for  the  largest  number 
of  people.  It’s  largely  a question  of  how  it’s  applied.” 

In  contrast,  Styer’s  enthusiasm  for  the  future  is  tinged  with 
caution.  “You  can  still  practice  medicine  in  the  midst  of  all 
these  changes  if  you’re  in  it  for  the  right  reasons,  but  [man- 
aged care]  is  still  a big  concern,”  says  Styer.  “I  think  there’ll 
be  a lot  more  constraints  on  what  I can  do.  We’ll  all  have  to 
work  a lot  harder  coming  to  a medium  where  we  can  provide 
good  patient  care  while  still  getting  compensated.” 

“Managed  care  will  definitely  affect  how  we  practice 
medicine,”  says  Jim  Davenport,  a fourth  year  medical  stu- 
dent at  the  James  H.  Quillen  Medical  School  at  East  Tennes- 
see State  University,  who  has  yet  another  vision  of  what  prac- 
ticing medicine  will  be  like.  Born  and  raised  in  Tennessee, 
Davenport  plans  to  stay  put  and  hang  his  shingle  in  one  of 
the  state’s  rural  areas.  And,  yes,  he  knows  that  means  a large 
part  of  his  practice  will  be  on  TennCare  beneficiaries. 

“I  think  I’ll  have  to  practice  two  types  of  medicine:  one 
for  people  with  TennCare,  and  another  for  everybody  else,” 
predicts  Davenport.  “After  all,  TennCare  dictates  what  kind 
of  medicine  we  can  give  and  who  we  can  refer  patients  to.” 

Of  course  not  every  student  is  convinced  that  the  contin- 
ued expansion  of  managed  care  is  inevitable.  They  insist  that 
managed  care  is  flawed  and  that  its  excesses  will  be  cur- 
tailed in  the  near  future. 

“I  don’t  think  the  way  managed  care  is  headed  is  going  to 
work  out.  I think  there  are  going  to  have  to  be  some  changes,” 
says  Whitney  Spannuth,  a senior  at  Vanderbilt  University 
who’s  been  accepted  to  the  James  H.  Quillen  Medical  School. 
“I  don’t  know  what  the  answer  is,  but  managed  care  isn’t  it.” 

“I  think  managed  care  is  in  the  midst  of  a big  transition,” 
echoes  Cory  Calendine,  a student  at  the  University  of  Ten- 
nessee College  of  Medicine.  “I  think  there  are  more  changes 
to  come.  But  I don’t  think  managed  care  is  the  answer.” 

The  larger  question  may  be  how  much  influence  man- 
aged care  has  on  students’  choice  of  career  path.  Dr.  Wall  has 
seen  an  increase  in  students  who  opt  for  generalist  practices 
such  as  primary  care,  family  medicine,  and  general  pediat- 
rics, largely  due  to  managed  care. 

“It  is  changing  their  plans  as  to  what  they  might  want  to 
pursue  in  the  future,”  says  Wall. 

Michael  Bigelow  sees  the  influence  of  managed  care  as 
more  systematic  than  specific:  “I  don’t  think  managed  care 
has  directly  oriented  too  many  students  to  primary  care.  In- 
directly, however,  it’s  brought  primary  care  issues  to  the  fore- 
front and  has  highlighted  a need  toward  training  generalists.” 

Nevertheless,  many  students  say  managed  care  hasn’t  re- 


ally influenced  their  decision 
when  deciding  on  a specialty. 

Aaron  Styer,  who  will  be 
starting  an  Ob-Gyn  residency 
at  Brigham  and  Women’s 
Hospital  in  Boston,  says 
today’s  health  care  environ- 
ment has  had  little  effect  on 
his  career  choice.  “It  hasn’t 
changed  my  aspirations,  but 
it  has  changed  how  I will 
practice  medicine.” 

Similarly,  Spannuth  hopes 
her  career  choice  won't  be  overly  influenced  by  the  market- 
place. “The  whole  reason  I went  into  medicine  in  the  first 
place  is  that  I want  to  take  care  of  patients.  I don’t  think  the 
system  should  dictate  what  choices  I make,”  says  Spannuth. 
“I  want  to  do  what  is  interesting  to  me  and  makes  me  feel 
good  about  myself  in  the  field  of  medicine.” 

Unfortunately,  some  students  may  find  their  career  dreams 
hampered  by  the  harsh  realities  of  repaying  oppressive  stu- 
dent loans.  With  medical  school  tuition  steadily  rising,  some 
medical  students  are  faced  with  education  related  debts  in 
excess  of  $100,000. 

While  a recent  study  published  in  [he  Journal  of  the  Ameri- 
can Medical  Association  was  inconclusive  on  whether  high 
levels  of  debt  orient  medical  students  to  more  lucrative  spe- 
cialties, many  believe  oppressive  debt  certainly  has  some  kind 
of  influence. 

“If  they  dreamed  of  starting  a pediatric  practice,  they  might 
think  twice  if  they  have  a high  debt  load,”  says  Bigelow.  “Stu- 
dent debts  are  a huge  problem.” 

Moreover,  students’  fear  of  debt  is  only  exacerbated  by 
the  fear  that  physician  incomes  are  decreasing. 

“It’s  a big  concern,”  says  Styer.  “Personally,  I think  if 
managed  care  is  going  to  decrease  physicians’  income,  we 
should  have  some  sort  of  assistance  in  paying  back  student 
loans.” 

According  to  American  Medical  News,  physician  income 
has  in  fact  been  fairly  stable  over  the  past  several  years,  with 
the  1996  median  net  income  of  U.S.  physicians  at  $166,000, 
up  from  $ 1 60,000  the  previous  year.  Still,  some  medical  stu- 
dents are  convinced  that,  as  HMOs  continue  to  dominate  the 
market,  income  will  decrease. 

Most  medical  students,  however,  remain  undeterred. 
Much  like  their  predecessors,  they  are  excited  about  the  pros- 
pect of  practicing  in  their  chosen  fields,  regardless  of  finan- 
cial pressures. 

“I  didn’t  go  into  medicine  for  the  money,”  says  Daven- 
port. “It’s  the  challenge  of  medicine.  It’s  very  personally  sat- 
isfying. I think  we  all  feel  that,  no  matter  what  happens,  we’ll 
all  be  all  right.”G 
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Patient  Satisfaction:  Can  Patients 
Evaluate  the  Quality  of  Health  Care? 

David  M.  Mirvis,  M.D. 


Patient  satisfaction  has 
become  a critical  element  in 
assessing  health  care  delivery 
systems.  Report  cards,  such 
as  those  discussed  in  the  pre- 
vious article  in  this  series,1 
almost  invariably  include 
some  measure  of  patient  or 
consumer  satisfaction.  The 
impetus  for  this  popularity 
comes  from  several  fronts. 

Successful  retention  of  cur- 
rent patients  and  recruitment 
of  new  ones  into  a health  plan 
is  largely  determined  by  the 
level  of  satisfaction  of  us- 
ers— a concept  clearly  known 
to  marketing  analysts  in  other  industries.  In  addition,  the  re- 
cent emphasis  on  total  quality  improvement  has  placed  con- 
sumer interests  in  the  forefront  of  process  improvement  ac- 
tivities; the  goal  of  the  organization  is  to  meet  or  exceed 
consumer  expectations. 

Additional  motives  for  expanding  assessments  of  patient 
satisfaction  reflect  changes  in  society  as  a whole.  The  rise  in 
consumerism  in  general  has  led  to  a greater  emphasis  on  the 
rights  of  patients,  as  consumers,  to  be  involved  in  decisions 
affecting  their  health,  and  a coincident  change  in  the  role  of 
the  physician  from  a paternalistic  one  to  an  informative  or 
guiding  one.  A related  cause  is  the  greater  involvement  of 
social  scientists,  who  bring  a more  experiential  perspective 
to  the  definition  and  assessment  of  quality  to  health  care. 

Finally,  advances  in  methods  to  monitor  processes  and, 
particularly,  outcomes  of  care  have  made  it  possible  to  de- 
velop more  reliable  and  more  quantitative  methods  for  mea- 
suring both  quality  of  care  and  patient  satisfaction.2 


From  the  Division  of  Health  Services  and  Policy  Research, 
University  of  Tennessee,  Memphis. 


Quantitation  of  population- 
based  outcomes  has  replaced 
qualitative  identification  of 
outliers  as  the  rule  in  assess- 
ing care,  and  new  psychomet- 
ric methods  have  facilitated 
extending  this  quantitative 
approach  to  the  measurement 
of  patient  satisfaction. 

A key  issue  commonly 
asked  of  patient  satisfaction 
data  in  health  care  is  “what 
does  it  measure?”  One  group 
of  variables  that  can  be  mea- 
sured are  directly  analogous 
to  those  measured  in  any 
other  industry.  These  include 
patient’s  assessment  of  courteousness,  environment,  etc. 
However,  patient  satisfaction  surveys  strive  to  be  measures 
of  the  quality  of  the  medical  care  that  the  patient  has  received. 
Can  patients  really  assess  the  quality  of  care  they  receive? 
That  is  the  question  we  will  address  in  this  article. 

What  is  Quality? 

An  initial  issue  we  must  address  is  the  definition  of  “qual- 
ity” in  health  care.  The  definition  developed  by  the  Institute 
of  Medicine1  is  a useful  one:  quality  exists  “to  the  degree  to 
which  health  services  for  individuals  and  populations  increase 
the  likelihood  of  the  desired  health  outcomes  and  are  consis- 
tent with  current  professional  knowledge.”  Quality  defined 
in  this  way  can  be  assessed  along  several  dimensions  or  axes 
of  health  delivery.  For  example,  quality  may  be  measured 
along  axes  defined  by  structures,  processes,  and  outcomes  of 
care.  Alternatively,  the  dimensions  may  include  multiple  as- 
pects of  care  such  as  (1)  technical  competence;  (2)  interper- 
sonal relationships,  including  explanations  and  consideration; 
(3)  social  aspects  of  care,  including  expense  and  waiting  time; 
and  (4)  moral  aspects  of  care.4 

Patient  satisfaction  may  be  included  among  these  mea- 


Satisfaction  data  do  provide  important 
insights  into  the  function  of  health  care 
systems  . . . also  for  assessments  of 
quality.  Patients  do  appreciate  the 
quality  of  the  care  they  receive,  and 
only  they  can  determine  the  value 
of  the  care  and  of  the  resulting 
outcomes  to  their  well-being. 
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sures  of  quality  in  several  ways/  Patient  satisfaction  may  be 
considered  a separate  dimension  of  quality,  in  addition  to 
structure,  process,  and  outcome.  Donabedian,  an  early  pio- 
neer in  quantitative  assessment  of  quality,  concludes  that 
“achieving  or  producing  health  and  satisfaction,  as  defined 
for  its  individual  members  by  a particular  society  or  subcul- 
ture, is  the  ultimate  validator  of  the  quality  of  care.”6  Sec- 
ond, satisfaction  may  be  an  indicator  of  quality,  reflecting 
patients’  views  of  the  other  core  components  of  quality.  And 
third,  patient  satisfaction  may  be  a prerequisite  or  determi- 
nant of  quality,  i.e.,  satisfied  patients  are  more  likely  to  ad- 
here to  clinician  recommendation,  improving  outcomes  and 
quality. 

Why  Not  Use  Satisfaction  Data? 

Many  arguments  are  commonly  put  forward  for  not  using 
patient  satisfaction  as  a measure  of  quality,71*  including  the 
following. 

• Patients  lack  the  technical  and  scientific  knowledge  to 
accurately  assess  quality  of  care. 

• Patient  satisfaction  information  is  heavily  dependent  upon 
demographics  of  the  patients,  i.e.,  the  information  tells  more 
about  the  patients  than  about  the  care  they  received. 

• Patient  judgments  of  quality  are  determined  more  by  quan- 
tity of  services  offered  than  by  the  quality  of  these  services. 

• Patient  judgments  commonly  disagree  with  physician 
judgments,  the  latter  being  the  “gold  standard.” 

• Patients’  goals  of  treatment  may  differ  from  those  of 
physicians  and  may  be  unrealistic  or  actually  harmful. 

• Because  of  their  limited  knowledge  and  experience,  pa- 
tients cannot  distinguish  between  technical  and  interpersonal 
aspects  of  care,  with  “nice  care”  equating  to  “good  care.” 

• Satisfaction  is  related  to  meeting  expectations,  and  pa- 
tients’ expectations  may  be  such  that  they  are  satisfied  with 
poor  quality  care  or  unsatisfied  with  excellent  care. 

• Patients  may  be  too  ill  to  offer  an  accurate  assessment. 

• Patient  satisfaction  is  dependent  upon  outcome,  but  out- 
comes are  heavily  influenced  by  many  variables  beyond  the 
control  of  the  physician  or  the  health  care  system. 

• Finally,  patients  commonly  overrate  the  quality  of  care 
to  please  their  care  givers,  possibly  because  of  the  concern 
that  low  ratings  will  jeopardize  their  future  relationship  with 
their  physician,  hospital,  etc. 

Each  of  these  objections  has  merits  and  limits.  For  ex- 
ample, some  studies  have  demonstrated  that  patients  with 
different  educational  levels  do  assess  interpersonal  aspects 
of  care  differently.  Older  patients  and  those  in  lower  socio- 
economic status  are  less  able  than  other  patients  to  differen- 
tiate technical  and  interpersonal  aspects  of  care.”  Similarly, 
younger  patients,  men,  and  patients  in  poorer  health  tend  to 
be  less  satisfied  with  their  care,  and  patients  in  larger  health 
systems  and  in  prepaid  plans  tend  to  be  less  satisfied  than 


those  in  smaller  and  fee-for-service  systems.1"  However,  taken 
together  these  variables  account  for  less  than  1 0%  of  the  vari- 
ance in  reported  levels  of  patient  satisfaction.9  These  differ- 
ences may  also  reflect  important  differences  in  interpersonal 
aspects  of  care  for  various  patient  groups  rather  than  unim- 
portant biases.  Similarly,  expecting  patients  to  agree  with 
physicians  about  quality  of  care  may,  as  Davies  and  Ware7 
point  out,  be  an  unrealistic  standard,  since  physicians  often 
disagree  among  themselves.  Data  indicating  that  patients  can 
in  fact  assess  technical  as  well  as  interpersonal  aspects  of 
care  will  be  described  below. 

Why  Use  Patient  Satisfaction  Data? 

Cogent  arguments  exist  for  including  patients’  assessments 
of  quality  of  care  in  overall  reports  of  quality.  The  most  pow- 
erful arguments  are  (1)  patient  assessments  provide  unique 
information  not  available  from  other  sources;  (2)  patient  as- 
sessments predict  their  behavior  in  the  marketplace,  and  hence 
should  be  known;  (3)  patient  assessments  of  quality  affect 
outcomes  of  care;  and,  most  importantly,  (4)  patient  assess- 
ments do  accurately  reflect  technical  as  well  as  interpersonal 
aspects  of  care. 

First,  patient  input  provides  information  not  otherwise 
available.  Patients  can  help  define  quality  of  care  by  deter- 
mining, from  their  perspective,  what  values  or  weights  should 
be  placed  on  various  processes  or  outcomes  of  care."  Thus, 
the  Institute  of  Medicine’s  definition  of  care  quoted  above 
includes  the  phrase  “desired  health  outcomes.”  Thus,  the 
greater  the  importance  of  subjective  measures  as  a desired 
outcome  of  care,  the  greater  should  be  the  impact  of  patient 
satisfaction.  Perhaps  the  clearest  example  of  this  is  in  evalu- 
ating the  outcome  of  cosmetic  surgery;  satisfaction  of  the 
patient  with  the  results  is  a direct  indication  of  the  success  of 
the  procedure. 

Second,  patients’  assessments  of  quality — both  technical 
and  interpersonal,  whether  objectively  correct  or  not — are 
major  determinants  of  their  behavior  in  the  competitive  mar- 
ketplace of  contemporary  health  care.  Patients  rely  on  the 
opinions  of  those  they  trust — especially  their  family  and 
friends — when  choosing  health  plans  or  physicians.  In  the 
survey  conducted  by  the  Kaiser  Family  Foundation/Agency 
for  Health  Care  Policy  and  Research,12  patient  satisfaction 
surveys  were  considered  “very  influential”  by  45%  in  choos- 
ing health  plans  and  by  37%  in  choosing  physicians;  57% 
ranked  personal  recommendations  from  family  and  friends  i 
as  the  most  influential  factor. 

Another  related  value  of  tracking  patient  satisfaction  is 
demonstrated  by  the  relationship  between  patient  satisfac- 
tion and  the  incidence  of  malpractice  suits.  Numerous  stud- 
ies have  demonstrated  that  patients  who  initiate  malpractice 
claims  are  more  likely  to  be  dissatisfied  with  their  doctor- 
patient  relationship  than  are  others.  In  studies  of  obstetri- 
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cians  in  Florida,  quality  of  care  provided  by  obstetricians  with 
or  without  histories  of  malpractice  suits  did  not  differ,  but 
those  with  suits  were  more  often  the  subject  of  complaints 
about  interpersonal  relationships.11  As  noted  by  Levinson  et 
al14  “the  combination  of  a bad  outcome  and  patient  dissatis- 
faction is  a recipe  for  litigation.” 

Third,  patient  satisfaction  may  determine  outcomes.  Pa- 
tients who  are  more  satisfied  with  their  care  may  be  more 
likely  to  adhere  to  treatment  plans,  leading  to  better  outcomes, 
i.e.,  perceived  quality  affects  quality.  This  has  been  demon- 
strated for  multiple  chronic  diseases. 15  For  example,  lower 
patient  satisfaction  scores  are  correlated  with  lower  adher- 
ence rates  to  treatment  protocols  for  chronic  renal  disease, 
leading  to  higher  diastolic  blood  pressures  and  lower  albu- 
min levels,16  and  with  inadequate  monitoring  of  anticoagu- 
lant therapy.17 

Finally,  patients’  perceptions  of  quality  do  correlate  with 
other  measures  of  quality.  Data  from  clinical  trials  indicate 
that  patients  can  distinguish  between  interpersonal  and  tech- 
nical aspects  of  care,  and  that  patients’  assessments  of  qual- 
ity generally  do  correlate  with  those  of  physicians.  In  one 
study  by  Davies  and  Ware,7  patients  were  asked  to  rate  inter- 
personal and  technical  quality  of  physician  encounters  in 
which  the  two  aspects  of  care  were  intentionally  and  inde- 
pendently varied.  Patient  assessments  of  technical  as  well  as 
interpersonal  quality  corresponded  with  those  of  the  physi- 
cian designers,  and  ratings  of  technical  quality  were  not  in- 
fluenced by  changing  levels  of  interpersonal  quality.  Other 
studies  have  reported  the  validity  of  patient  reports  of  omis- 
sions in  care,  and  the  high  correlation  between  patients’  as- 
sessments of  care  and  those  of  physicians  and  other  health 
care  professionals,  especially  when  quality  was  low.1*  Thus, 
considerable  data  support  the  premise  that  patients  can  as- 
sess the  technical  as  well  as  the  interpersonal  aspects  of  care. 

So,  What  Do  We  Do? 

The  literature  cited  in  this  report,  and  many  of  other  stud- 
ies and  discussions  of  this  important  topic,  suggest  several 
conclusions  First,  the  assessment  of  quality  of  medical  care 
is  very  complex,  and  may  be  considered  from  multiple  van- 
tage points,  each  of  which  is  both  valid  and  incomplete.  Simi- 
larly, assessing  and,  particularly,  interpreting  patient  satis- 
faction is  very  enigmatic.  As  summarized  by  Ford  et  al,19 
"accurately  measuring  how  patients  feel  ...  is  a far  more 
difficult  challenge  than  it  is  to  determine  the  roundness  of  a 


tire  or  the  straightness  of  a seam  of  clothing.” 

However,  it  is  also  clear  that  satisfaction  data  do  provide 
important  insights  into  the  function  of  health  care  systems. 
This  is  so  not  only  for  marketing  considerations  but  also  for 
assessments  of  quality.  Patients  do  appreciate  the  quality  of 
the  care  they  receive,  and  only  they  can  determine  the  value 
of  the  care  and  of  the  resulting  outcomes  to  their  well-being. 
Many  of  these  outcomes  are  qualitative  and  reflect  personal 
value  systems,  and  they  cannot  be  assessed  by  external,  even 
objective,  measures  of  a second  party. 

Finally,  one  implication  of  the  studies  cited  here  may  be 
emphasized.  Patient  satisfaction  data  may  be  used  for  both 
marketing  and  quality  assessment.  It  is  important  not  to  con- 
fuse the  two.  As  noted  by  Cleary  and  McNeil,"  “to  the  ex- 
tent that  patients  are  attracted  to  a practice  by  the  technical 
quality  of  care,  marketing  and  quality  concerns  will  be  con- 
gruent. This  is  not  necessarily  the  case,  however.”  Changes 
made  in  health  systems  to  improve  market  share  may  or  may 
not  improve  quality,  and  changes  that  improve  quality  may 
not  increase  market  share.  Our  patients  have  greater  ability 
to  know  the  difference  than  we  often  acknowledged 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 


Routine  Procedure — Bad  Outcome 


J.  Kelley  Avery,  MD 


Case  Report 

A 69-year-old  man  with 
a past  history  of  an  elective 
surgical  repair  of  an  aortic 
aneurism  about  ten  years 
before  had  complained  of 
a nonproductive  cough  for 
three  months.  The  cough  was 
worse  on  mild  to  moderate 
exertion,  but  in  the  past  few 
weeks  had  become  progres- 
sively bothersome  at  night, 
preventing  sleep.  There  was 
no  history  of  hemoptysis. 
The  patient  had  seen  his  pri- 
mary care  physician  for  this 
complaint  about  a month  af- 
ter it  started.  There  had  been 
no  unusual  exposure  to  envi- 
ronmental irritants  in  the  re- 
cent past,  and  he  denied  any 
hemoptysis.  He  had  not  suf- 
fered from  allergies  in  the 
past,  and  although  he  had 
been  a moderate  smoker,  he 
denied  having  smoked  for 
the  past  30  to  40  years.  The 
physical  examination  was 
not  revealing  and  the  chest 
x-ray  taken  in  his  doctor’s 
office  showed  only  some  increase  in  the  broncho- vascular 
markings  in  both  lower  lung  fields.  Despite  symptomatic  treat- 
ment for  the  cough,  it  did  not  improve  and,  on  the  advice  of 
his  doctor,  the  patient  agreed  to  an  appointment  with  a 
pulmonologist  for  evaluation.  At  the  time  of  the  consulta- 
tion, the  specialist  and  the  primary  care  physician  agreed  that 
a diagnostic  bronchoscopic  examination  was  indicated. 

The  patient  arrived  at  the  outpatient  endoscopy  center,  hav- 
ing fasted  for  six  hours  as  instructed,  with  a temperature 
98.8°F,  pulse  74/min  and  regular,  respirations  18/min,  and 
blood  pressure  1 24/74  mm  Hg.  The  heart  was  normal  to  aus- 
cultation and  no  murmurs  or  arrhythmias  were  detected.  The 


chest  and  the  abdomen  were  within  normal  limits.  After  the 
procedure  was  explained,  the  patient  signed  a standard  in- 
formed consent  document. 

According  to  standing  orders,  at  12:15  pm  the  nurse  ad- 
ministered 100  mg  Demerol  and  0.4  mg  atropine  as  pre-pro- 
cedure preparation.  The  patient  was  connected  to  a cardiac 
monitor,  which  showed  a normal  sinus  rhythm.  A pulse 
oximeter  on  the  patient’s  finger  showed  the  02  saturation  at 
94%  on  breathing  room  air.  According  to  standing  orders, 
at  1 2:25  pm  the  nurse  administered  a 4%  Xylocaine  gargle 
in  15  cc  of  water,  followed  immediately  by  15  cc  of  a 10% 
Xylocaine  spray.  (This  was  later  changed  and  corrected  to 
reflect  that  10%  Xylocaine  spray  of  60  mg  had  been  used, 
“Due  the  rush  to  complete  the  chart.”)  At  12:45  pm,  5 cc  of 
2%  viscous  Xylocaine  was  administered  nasally.  An  IV  of 
D5W  in  0.5%  normal  saline  was  started  and  the  patient  made 
ready  for  the  procedure  to  begin. 

The  nursing  record  states,  “Procedure  not  done.  Code 
called  due  to  seizures  and  bradycardia  at  1:00  pm.  Patient 
transferred  to  hospital  at  1 :50  pm.”  In  a typed  record,  the  fol- 
lowing appears,  “At  1 :00  pm  the  attending  nurse  was  called 
to  the  room,  the  patient  having  been  found  by  the  LPN  to 
have  a monitored  cardiac  rhythm  of  41.  On  stimulation  the 
pulse  responded  back  into  the  70s,  but  immediately  fell  to 
the  40  range  again.  Seizure  activity  began.  The  attending 
physician  and  his  attending  nurse  were  called.  The  LPN  turned 
the  patient  on  his  side  as  seizure  activity  continued.  The  pa- 
tient became  cyanotic  and  breathing  stopped.  Another  physi- 
cian attempted  to  intubate  the  patient  and  was  unsuccessful. 
A pulmonologist  responded  to  the  code  and  intubated  the 
patient.  The  resuscitation  succeeded  in  restoring  respiration 
and  the  cardiac  rhythm  remained  in  the  70s  on  O,  via  an 
ambu-bag  while  the  patient  was  being  moved  to  the  hospi- 
tal.” Shortly  after  arrival  in  the  hospital  the  patient  went  into 
ventricular  tachycardia  and  was  resuscitated  again.  In  the 
hospital  a blood  level  of  Lidocaine  was  found  to  be  23.8  p.g. 
According  to  the  PDR,  a blood  level  of  above  6 p.g  is  consid- 
ered to  be  at  the  low  end  of  the  toxic  range. 

This  catastrophe  was  followed  by  a long  (months)  hospi- 
talization during  which  he  was  ventilator-dependant  for 
weeks.  He  was  finally  able  to  be  extubated,  and  was  trans- 
ferred to  a long  term  care  facility  with  severe  cerebral  dam- 
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age.  In  the  weeks  and  months  that  followed,  much  improve- 
ment occurred  and  the  patient  had  become  able  to  perform 
most  of  the  functions  of  daily  living.  He  was  able  to  go  to  his 
home,  but  a significant  memory  defect  remained. 

A lawsuit  was  filed  before  the  patient  was  moved  to  the 
long  term  care  facility,  charging  the  attending  physician  and 
his  group  with  negligence  in  failing  to  follow  the  existing 
protocol  relative  to  the  administration  of  Lidocaine,  failure 
to  properly  monitor  the  administration  of  the  medication, 
failure  to  properly  attend  the  patient  after  the  administration 
of  the  medication,  and  causing  the  injury  that  resulted  in  se- 
vere brain  damage. 

Loss  Prevention  Comments 

As  in  most  medical  malpractice  cases  there  was  a constel- 
lation of  events  that,  when  put  together,  furnished  the  basis 
for  the  legal  action.  The  plaintiff  patient  acted  against  the  phy- 
sician and  the  group  in  which  he  practiced.  The  nurse  who  was 
employed  by  the  group  had  been  only  recently  hired,  and  it  was 
learned  on  deposition  that  she  had  received  minimal  instruc- 
tion in  preparing  patients  for  the  bronchoscopic  procedure. 
She  stated  that  she  had  observed  only  two  or  three  patients 
being  prepared  for  it.  There  had  been  other  complaints  from 
members  of  the  group  about  her  performance  in  other  areas 
of  responsibility.  It  was  learned  that  in  this  instance,  after 
administering  the  Xylocaine  in  its  various  forms,  she  stepped 
out  of  the  room  for  a smoke,  leaving  the  patient  unattended. 
She  was  terminated  shortly  after  this  event.  The  outpatient 
record  was  inadequate  to  describe  the  entire  process  of  prepa- 
ration. which  did  not  totally  follow  the  existing  protocol,  par- 
ticularly in  respect  to  the  need  for  close  observation  follow- 
ing the  administration  of  Xylocaine  and  the  requirement  of 
physician  supervision  during  the  preparation  process. 

From  the  existing  record,  it  was  argued  that  neither  the 
nurse  nor  the  attending  physician  was  immediately  available 
when  the  patient  developed  bradycardia  and,  subsequently, 
seizure  activity.  Another  pulmonologist  and  group  nurse  re- 
sponded to  the  emergency.  A third  group  physician  attempted 
to  intubate  the  patient  but  failed.  The  responding  pulmo- 
nologist was  quickly  successful  in  getting  an  airway  estab- 
lished. The  IV  was  started  and  the  patient  was  quickly  trans- 
ferred to  the  hospital.  The  record  did  not  estimate  the  time 
during  which  the  patient  was  without  adequate  ventilation. 
The  transfer  to  the  hospital  took  only  a matter  of  minutes, 
since  the  group’s  endoscopic  center  was  located  on  a floor  of 
the  physician’s  office  building  that  had  direct  access  to  the 
hospital  itself. 

From  the  patient’s  perspective,  what  had  been  described 
as  a routine  and  relatively  simple  procedure  became  a life- 
threatening  emergency  necessitating  a prolonged  recov- 
ery in  the  hospital,  the  long  term  care  facility,  and  at  home. 
Although  the  patient  recovered  remarkably,  a significant 


memory  deficit  persisted. 

The  lessons  to  be  learned  in  this  case  involve  systems  of 
care  in  the  outpatient  arena,  the  physician’s  facility,  which 
were  either  never  properly  in  place  or  were  not  followed  in 
this  instance:  (1)  Although  a protocol  did  exist,  it  was  not 
thought  to  be  adequate  by  experts  reviewing  the  case,  and  (2) 
in  addition,  it  was  not  followed;  (3)  The  nurse  assigned  to  the 
preparation  of  the  patient  had  not  been  adequately  trained  in 
the  first  place  and  had  been  the  subject  of  complaints  by  other 
members  of  the  nursing  staff  because  of  her  observed  unpro- 
fessional behavior.  This  had  not  been  addressed  by  the  man- 
agement of  the  group.  The  other  common  sense  requirements 
and  expectations  of  (4)  close  observation,  and  (5)  physician 
supervision  were  not  observed  by  either  the  nurse  or  the  phy- 
sician. From  the  outpatient  record,  the  exact  dose  of  Xylo- 
caine administered  could  not  be  established,  but  the  blood  level 
of  the  drug  of  23.8  p-g  reported  in  the  hospital  at  least  an  hour 
after  the  preparation  of  the  patient  could  not  be  explained 
except  by  the  patient's  having  received  too  much  of  the  drug. 

In  the  preparation  of  this  case,  no  experts  could  be  found 
who  would  state  that  the  expected  standard  of  care  was  fol- 
lowed. A large  settlement  was  required  to  close  the  legal 
action. □ 
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Primary  Non-Hodgkin  s 
Lymphoma  of  the  Breast 

Ronald  H.  Lands,  MD 


Introduction 

Non-Hodgkin’s  lymphoma  may  occur  in  a variety  of 
extranodal  locations.  Primary  lymphoma  of  the  breast  (PBL) 
accounts  for  less  than  2%  of  all  extranodal  lymphomas.1  I 
describe  a lady  with  a breast  lymphoma  diagnosed  after  bi- 
opsy of  an  abnormality  on  her  mammogram.  This  patient 
and  a review  of  the  literature  highlight  some  of  the  clinical 
features  and  treatment  considerations  of  this  rare  disease. 

Case  History 

A healthy  56-year-old  woman  who  practiced  breast  self- 
examination  had  not  felt  a mass,  but  her  annual  screening 
mammogram  revealed  a solid  area  less  than  a centimeter  in 
diameter  that  had  not  been  on  mammograms  taken  the  year 
earlier.  The  mammographer  could  not  feel  an  abnormality  in 
the  questionable  area.  Stereotactic  biopsy  retrieved  tissue 
demonstrating  an  intermediate  grade  B-cell  non-Hodgkin’s 
lymphoma.  Physical  examination,  CT  scan,  and  bone  mar- 
row biopsies  demonstrated  no  disease  other  than  that  in  her 
breast.  She  was  treated  with  CHOP,  a combination  of 
antineoplastic  drugs  comprising  cyclophosphamide,  doxo- 
rubicin, vincristine,  and  prednisone.  After  treatment,  her 
mammogram  was  normal. 

Discussion 

PBL  is  rare.  During  a period  from  January  1989  through 
April  1997  one  diagnosis  of  PBL  was  made  out  of  a total  of 
666  breast  malignancies  recorded  in  the  tumor  registry  at 
Methodist  Medical  Center  of  Oak  Ridge,  Tenn.  This  is  com- 
patible with  the  reported  incidence  of  .05%. 

Lymphoma  is  clinically  indistinguishable  from  its  more 
common  counterpart,  breast  carcinoma.  Patients  are  usually 
women  50  years  of  age  or  older  with  a palpable  breast  or 
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axillary  mass.  It  is  rarely  suspected  prior  to  the  biopsy  of  the 
breast  abnormality.  This  is  the  only  reported  case  of  PBL 
diagnosed  as  a result  of  an  isolated  mammogram  abnormal- 
ity in  an  asymptomatic  patient. 

Several  generations  of  lymphoma  classification  are  rep- 
resented in  the  literature.  The  reported  clinical  behavior  of 
PBL  ranges  the  spectrum  of  indolent  to  aggressive.  It  is  most 
commonly  a B-cell  malignancy  of  intermediate  or  high  grade.2 
MALToma  of  the  breast  occurs,  and  is  characterized  by, 
lymphoepithelial  lesions.1 

Hormone  receptors  in  PBL  have  not  been  studied  system- 
atically. Estrogen  and  progesterone  receptors  have  been  de- 
tected in  PBL,4  and  a patient  with  PBL  responded  to  treat- 
ment with  Tamoxifen.5 

Retrospective  reviews  of  a small  number  of  patients  with 
a heterogeneous  mixture  of  grades  and  stages  of  PBL  are 
extant  in  the  literature.  Generally,  systemic  recurrence  is  high, 
even  in  localized  disease,  if  intermediate  grade  PBL  is  treated 
with  surgery  or  radiation  alone. A-7  Local  control  is  good  when 
an  active  combination  of  drugs,  such  as  CHOP,  is  adminis- 
tered/Accurate  response  and  survival  data  are  not  available. 

PBL  is  rare  and  may  occur  as  an  isolated,  asymptomatic 
abnormality  on  the  mammogram.  Treatment  based  on  prin- 
ciples used  to  treat  extranodal  lymphoma  originating  in  other 
organs  is  advisable.  Combination  chemotherapy  as  an  adju- 
vant or  as  the  primary  modality  is  warranted  for  intermediate 
grade,  early  stage  PBL.O 
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Arrhythmia  Mechanism  of 
Unexpected  Sudden  Death  Following 
Lateral  Medullary  Infarction 

J.  Howard  .(aster,  MD;  Thomas  W.  Smith,  MD 


Introduction 

Unexpected  sudden  death  sometimes  occurs  shortly  after 
lateral  medullary  infarction,1'4  but  a causal  relationship  re- 
mains elusive.  Of  the  few  reported  cases,  some  have  been 
considered  to  have  an  intermediate  respiratory  mechanism,1,2 
and  others  an  intermediate  cardiac  mechanism.^4  Neither 
mechanism  has  been  clearly  demonstrated.  We  report  the  case 
of  a patient  with  documented  cardiac  arrhythmia  in  temporal 
association  with  lateral  medullary  infarction. 

Case  Report 

While  at  home,  a 75-year-old  man  with  hypertension  ex- 
perienced diaphoresis  and  difficulty  swallowing.  Six  days 
earlier  his  chronic  cough  had  been  evaluated  by  an  unevent- 
ful bronchoscopy  with  negative  results.  On  examination  he 
had  a mild  left  ptosis,  decreased  left  corneal  reflex,  ataxia  of 
the  left  arm  and  leg,  and  decreased  sensation  to  pin-prick  on 
the  right  side  of  the  body  below  the  neck.  The  clinical  diag- 
nosis was  left  lateral  medullary  infarction. 

In  contrast  to  his  pre-bronchoscopy  EKG  from  the  previ- 
ous week,  which  had  shown  normal  sinus  rhythm  with  occa- 
sional premature  atrial  contractions,  an  EKG  revealed  atrial 
fibrillation  (AF).  He  was  hospitalized,  and  he  remained  neu- 
rologically  stable,  with  AF  persisting  through  hospital  day  8. 
While  still  hospitalized  1 1 days  after  the  onset  of  neurologic 
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symptoms,  he  was  unexpectedly  found  dead.  An  EKG  had 
not  been  obtained  within  48  hours  of  death. 

An  autopsy  revealed  evidence  of  hypertensive  atheroscle- 
rotic cardiovascular  disease  without  acute  cardiac  lesions  or 
histologic  evidence  of  myocytolysis.  Neuropathologic  exami- 
nation showed  an  infarct  of  the  caudal  two-thirds  of  the  left 
lateral  medulla  that  histologically  appeared  to  be  one  to  two 
weeks  old.  The  left  vertebral  artery  was  markedly  narrowed 
by  atherosclerosis,  and  the  residual  lumen  was  completely 
occluded  by  an  organizing  thrombus.  The  atheromatous 
plaque  contained  large  numbers  of  histiocytes,  cholesterol 
clefts,  and  hemorrhage,  suggesting  that  the  occlusion  most 
likely  resulted  from  a primary  thrombosis  in  situ  rather  than 
from  a thromboembolus,  which  would  have  to  be  considered 
in  a patient  with  AF. 

Discussion 

The  autopsy  findings  did  not  establish  a definite  cause  of 
our  patient’s  death.  We  speculate  that  AF  resulted  from  his 
lateral  medullary  infarction,  and  that  as  a consequence  the 
arrhythmia  caused  his  terminal  event.  A previous  case  (#10)' 
described  degeneration  of  long-standing  AF  to  complete  heart 
block  at  the  onset  of  an  in  situ  vertebral  artery  thrombosis 
that  was  confirmed  at  autopsy.  We  conclude  that  some  cases 
of  unexpected  sudden  death  following  lateral  medullary 
infarction  may  result  from  a disturbance  of  cardiac  rhythm 
caused  by  the  infarction. □ 
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Introduction 

The  following  report  involves  a rare  case  of  drug-resis- 
tant pulmonary  and  extrapulmonary  tuberculosis  (TB)  in  an 
immunocompetent  child.  Detailed  here  are  abnormal  MR1 
findings  in  TB  of  the  brain,  a site  little  mentioned  in  the  cur- 
rent literature. 

Case  Report 

A healthy  looking  2-year-old  girl  and  her  mother  went  to 
a pediatrician  because  the  child  had  had  difficulty  walking 
for  the  previous  two  days.  The  child  was  normal  at  birth  and 
had  a normal  growth  chart,  but  had  also  suffered  pain  in  the 
right  hip  joint  and  had  evening  fever.  There  was  no  history  of 
trauma  or  contact  with  any  known  case  of  TB. 

Physical  examination  showed  a febrile  (99.4°F)  young  girl 
with  otherwise  normal  vital  signs.  Heart  sounds  were  normal 
without  murmurs,  and  the  lung  fields  were  clear  on  ausculta- 
tion. Right  hip  swelling  and  tenderness  were  apparent.  Al- 
though abscess  of  the  hip  joint  was  suspected,  on  x-ray  the 
soft  tissue  planes  adjacent  to  the  hip  joint  were  indistinct, 
with  questionable  effusion,  but  there  were  no  bony  changes. 
Triple-phase  bone  scan  revealed  hyperemia  on  the  How  phase 
and  photopenia  in  the  capital  femoral  epiphysis  on  the  de- 
layed bone  phase,  but  the  bony  structures  and  periosteum 
appeared  normal.  The  child  was  referred  to  an  orthopedic 
surgeon  for  hip  joint  and  studies  for  TB,  fungus,  and  routine 
bacteriology.  The  child  developed  a nonproductive  cough  a 
week  later,  and  a chest  x-ray  showed  a right  lower  lobe  infil- 
trate and  possible  “middle  lobe  syndrome,”  suggestive  of 
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primary  TB.  Since  a sputum  sample  could  not  be  obtained, 
gastric  washing  was  performed.  Purified  protein  derivative 
skin  tests  produced  12-mm  induration. 

Therapy  was  started  using  isoniazid  (INH),  rifampin 
(RMP),  and  pyrazinamide  (PZA)  when  drainage  from  both 
the  hip  joint  and  gastric  washings  grew  Mycobacterium  tu- 
berculosis. An  MRI  of  the  right  hip  with  contrast  enhance- 
ment was  obtained  due  to  persistent  pain,  showing  effusion 
of  the  joint  throughout  the  synovial  tissues,  but  there  was  no 
evidence  of  osteomyelitis  (Fig.  1).  The  patient  later  devel- 
oped headache,  prompting  cerebrospinal  fluid  examination, 
computed  tomography  (CT)  of  the  head,  and  MRI  of  the  brain. 
No  abnormalities  were  observed  on  CT  without  contrast  en- 
hancement, but  the  MRI  showed  several  punctate  areas  of 
abnormal  signal  in  the  periventricular  and  subcortical  regions 


Figure  1.  MRI  of  the  right  hip  joint  (arrow  indicates  joint  effusion). 
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(Fig.  2).  Although  follow-up  MRI  after  four  weeks  of  anti- 
TB  therapy  failed  to  detect  any  change,  clinically  the  patient 
continued  to  improve. 

When  subsequent  sensitivity  report  showed  100%  drug 
resistance  (300/300  colonies)  to  INH  and  streptomycin  (SM), 
the  anti-TB  therapy  was  modified  to  a 12-month  standard 
dose  regimen  of  ethambutol  (EMB),  RMP  and  PZA  (Table 
1)  with  good  patient  response.  The  patient’s  fever  subsided 
and  she  continued  to  gain  weight  and  height  as  expected. 
She  has  remained  stable  and  free  of  symptoms  in  the  two 
years  of  follow-up. 

Discussion 

Our  patient  was  born  in  the  United  States  and  had  never 
traveled  outside  the  country.  The  blood  test  for  human  im- 
munodeficiency virus  was  negative,  and  extensive  contact 
investigation  found  no  active  TB  case  in  the  patient’s  family. 
Restriction  fragment  length  polymorphism  (DNA  “finger- 
printing”) of  other  drug-resistant  cases  in  the  local  area  also 
failed  to  reveal  any  source  case.  In  East  Tennessee,  where  the 
incidence  of  primary  drug  resistance  is  extremely  low  (be- 
low 4%),  a TB  case  such  as  this  is  unexpected.1  The  finding 
implicates  brief  contact  with  an  unknown  case  of  drug-resis- 
tant disease  as  a likely  source  of  infection,  and  thus  chal- 
lenges the  old  theory  that  extended  exposure  to  active  TB  is 
needed  to  contract  the  disease.  During  a recent  outbreak  of 
TB  along  the  Tennessee-Kentucky  border,  Centers  for  Dis- 
ease Control  and  Prevention  in  Atlanta  identified  an  unusual 


Figure  2.  MRI  of  the  brain  demonstrating  punctate  areas  of  abnormal 
signal  in  periventricular  and  subcortical  regions. 


TABLE  1 

Potential  Regimens  for  Treatment  of  Tuberculosis  with 
Various  Patterns  of  Drug  Resistance 


Resistance 

Suggested 

Regimen 

Duration 
of  TheraDv* 

Comments 

INH,  SM 

RMP.  PZA,  EMB 

6-9  months 

Anticipate  100% 
response  rate  and 
<5%  relapse  rate 

INH,  and  EMB 
(±  SM) 

RMP,  PZA,  Ciprofloxacin 
or  Ofloxacin,  Amikacin 

6-12  months 

Efficacy 
comparable  to 
above  regimen 

INH  and  RMP 

(±  SM) 

PZA,  EMB,  Ciprofloxacin 
or  Ofloxacin,  Amikacin 

18-24  months 

Consider  surgery 

INH,  RMP.  and 
EMB,  (±  SM) 

PZA,  Ciprofloxacin  or 
Ofloxacin,  Amikacin 

24  months  after 
conversion 

Consider  surgery 

INH.  RMP,  and 
PZA,  (±  SM) 

EMB,  Ciprofloxacin  or 
Ofloxacin,  Amikacin,  + 2t 

24  months  after 
conversion 

Consider  surgery 

INH,  RMP.  PZA 
and  EMB,  (±  SM) 

Ciprofloxacin  or  Ofloxacin. 
Amikacin,  + 3t 

24  months  after 
conversion 

Surgery,  if  possible 

EMB  Ethambutol.  INH  Isoniazid,  PZA:  Pyrazinamide,  RMP  Rifampin.  SM  Streptomycin 

• Duration  of  therapy  6 months  after  the  last  negative  smear /culture  for  M.  tuberculosis 

t Potential  drugs  from  which  to  choose:  Ethionamide.  Cycloserine,  or  Aminosalicylic  Acid 
Other  potentially  useful  but  unproven  drugs  include  Clofazimine  and  Amoxicillin-clavulanate 


strain  which  is  much  more  virulent  and  multiplies  1 ,000  times 
faster  in  the  laboratory  than  other  known  strains  (Type  O tu- 
berculosis). We  believe  our  patient  was  not  infected  from  this 
outbreak.  Unlike  type  O strain,  her  mycobacteria  had  a pri- 
mary drug  resistance  to  INH  and  SM. 

Experience  with  MRI  findings  in  cranial  TB  is  limited; 
most  cases  of  central  nervous  system  (CNS)  TB  occur  in  ar- 
eas of  the  world  where  MRI  is  not  readily  available.  This 
diagnostic  modality  is  more  accessible  in  developed  coun- 
tries, where  the  incidence  of  CNS  TB  is  comparatively  low.2 
Ordinarily,  MRI  shows  multiple  nodular  or  cavitary  lesions 
that  are  slow  to  improve  with  anti-TB  therapy;  such  was  our 
experience  in  this  case. 

An  MRI  of  the  brain  was  performed  during  initial  diag- 
nostic work-up  and  again  four  weeks  after  initiation  of  anti- 
TB  therapy.  On  both  occasions,  examination  was  performed 
on  a 1.5  Tesla  GE  Signa  with  standard  T(  (TR600,  TE20) 
sagittal  and  axial  images  and  T,  weighted  (TR2000,  TE30/ 
80)  in  the  axial  and  coronal  planes.  Small  punctate  lesions 
were  identified  in  the  subcortical  areas  of  the  frontal  lobes 
bilaterally  and  in  the  right  parietal  lobe.  Small  periventricular 
lesions  were  noted  adjacent  to  the  frontal  horns  and  occipital 
horns  bilaterally.  These  lesions  were  isointense  with  white 
matter  on  T weighted  images  and  hyperintense  on  proton 
density  and  T,  weighted  images  (Fig.  2).  There  was  no  evi- 
dence of  contrast  enhancement  (performed  on  post-therapy 
follow-up  examination  only). 

Extrapulmonary  TB  is  most  common  in  persons  with  ac- 
quired immunodeficiency  syndrome  (AIDS)  or  other  causes 
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of  immunosuppression.1  TB  of  the  brain  is  rare  compared  to 
that  of  the  bone  or  genitourinary  tract.  Meningeal  involve- 
ment without  hydrocephalus  and  isolated  granulomatous  for- 
mation seen  on  MRI  has  been  found  in  less  than  17%  of  re- 
ported CNS  TB  cases.4  Although  MRI  is  very  sensitive  in  its 
detection  of  parenchymal  involvement  of  the  CNS  in  AIDS 
patients,5  CT  remains  a valuable  diagnostic  technique  with 
its  lower  cost  and  ready  availability.6 

Ischemic  lesions  are  common  in  tuberculous  meningitis, 
reflecting  involvement  of  vessels  traversing  the  subarachnoid 
space  by  meningeal  inflammation.7  While  isolated  parenchy- 
mal lesions  and  ring  enhancement  are  seen,  their  frequency 
is  quite  low.  Transient  hydrocephalus  was  noticed  in  almost  a 
third  (3 1 .5%)  of  all  CNS  TB  cases  in  one  series.6  Most  cases 
have  MRI  findings  of  isointensity  relative  to  gray  matter  (T  ) 
and  hypointense  signal  on  brain  parenchyma  (T:).s  In  at  least 
one  case,9  MRI  appeared  to  be  more  sensitive  than  CT  in 
detecting  abnormalities  of  the  brain. 

From  this  case  we  conclude  that: 

• Multiple  organs  may  be  affected  even  in  an  immuno- 
competent child. 

• Drug  resistance  cannot  be  excluded  based  on  the  ab- 
sence of  contact  with  a known  drug-resistant  TB  case,  even 
in  areas  where  the  incidence  is  low. 


• MRI  appears  to  be  more  sensitive  than  CT  and  triple- 
phase bone  scan  in  distinguishing  inflammation  produced 
by  tuberculous  infection. 

• Use  of  appropriate  drug  therapy  can  achieve  a com- 
plete cure  of  TB  despite  drug  resistance  and  multiple-organ 
involvement. □ 
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The  Economic  Impact  of  National 
Health  Service  Corps  Physicians  on 
Rural  Communities 


Bill  Jolley,  MPA 


The  Tennessee  Department  of  Health's  Office  of  Health 
Access  is  responsible  for  administering  numerous  primary 
care  provider  recruitment  and  retention  programs  in  Tennes- 
see. One  of  the  most  successful  programs  utilized  by  the 
Department  is  the  National  Health  Service  Corps  (NHSC) 
program.  The  NHSC  is  a federal  program  created  by  Con- 
gress in  1971  to  support  health  care  in  hardship  areas  by  plac- 
ing practitioners — primary  care  physicians,  nurses,  physician 
assistants,  nurse  practitioners,  dentists,  nurse  midwives,  and 
others — in  underserved  areas.  The  program  offers  student 
medical  scholarships  or  loan  repayments  in  return  for  a com- 
mitment to  serve  NHSC  for  an  equivalent  period  of  time. 
Funding  of  the  NHSC  was  sharply  reduced  from  the  mid- 
1980s  until  1990,  when  the  program  was  provided  with  ad- 
ditional resources  to  help  meet  the  needs  of  underserved  com- 
munities.1 

For  25  years,  the  NHSC  has  played  a critical  role  in  bring- 
ing the  services  of  physicians  and  other  clinical  health  pro- 
fessionals to  underserved  rural  areas  and  inner-city  neigh- 
borhoods. Over  this  period,  it  has  placed  more  than  20,000 
health  professionals  in  these  communities.  Approximately 
70%  of  these  clinicians  have  practiced  in  rural  areas,  includ- 
ing many  who  would  not  have  located  in  rural  communities 
if  it  were  not  for  their  NHSC  obligation.  Over  the  past  four 
years,  a total  of  3,968  NHSC  providers,  including  2,420  phy- 
sicians, have  been  placed  in  rural  communities. 

In  addition  to  their  primary  role  as  providers  of  needed 
health  care  services,  NHSC  physicians  have  had  an  impor- 
tant economic  impact  on  the  communities  in  which  they  work. 
The  health  system  is  a cornerstone  of  the  economic  infra- 
structure of  rural  communities,  generating  jobs  and  income 
both  directly  and  through  secondary  effects  in  the  surround- 
ing area.  In  addition,  a viable  health  care  system  is  critical  in 
encouraging  new  business  formation,  attracting  new  jobs  and 
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residents,  encouraging  expansion  of  local  firms,  and  attract- 
ing retirees.2  On  average,  each  American  spends  about  $3,200 
on  health  services  per  year.  Thus,  personal  health  care  ex- 
penditures in  the  average  rural  county  of  22,000  residents 
generates  over  $70  million  per  year. 

As  the  foundation  of  the  medical  care  system,  physicians 
are  a key  segment  of  a rural  community’s  economic  base.  A 
single  NHSC  physician  is  responsible  for  the  creation  of  more 
than  five  jobs  and  over  $232,000  in  additional  incomes  each 
year  in  a rural  community.  Nationwide,  over  the  four-year  I 
period  from  1 993- 1 996,  NHSC  physician  placements  gener- 
ated close  to  1 3,000  additional  jobs  and  over  $560  million  in 
additional  income  in  rural  communities.  Kleinholz  and 
Doeksen  studied  the  local  economic  impact  of  a four-physi- 
cian (3.2  full-time  equivalents  [FTEs])  practice  in  an  isolated 
community  of  5,000  population  in  rural  Oklahoma,  and  found 
that  each  job  created  directly  by  a physician  practice  (i.e., 
employees  hired  by  the  practice,  estimated  at  an  average  of  j 
three  staff  per  physician),  resulted  in  the  creation  of  1 .78 
additional  jobs  in  the  local  economy.  The  practice  also  pro- 
duces an  income  multiplier  of  1.52,  meaning  that  for  each 
dollar  of  income  generated  directly,  a total  of  $ 1 .52  was  gen- 
erated throughout  the  local  economy.  In  addition  to  these 
multipliers,  the  researchers  found  that  the  actual  employment 
and  dollar  values  are  substantial  for  a small  rural  commu- 
nity. The  practice  generated  more  than  $365,000  in  income 
directly  and  produced  more  than  $556,000  in  income  in  the 
community.  In  addition,  the  study  estimates  additional  local 
retail  sales  of  close  to  $420,000  and  sales  tax  revenue  (as- 
suming a 3%  sales  tax  rate)  of  more  than  $ 1 2,000  as  a result 
of  the  presence  of  the  physician  practice. 1 

In  1 996,  the  NHSC  placed  37  health  providers  in  Tennes- 
see. Eight  of  these  were  rural  physicians  who  established  j 
practices  in  Health  Professional  Shortage  Areas  (HPSAs).  J 
These  physicians  were  responsible  for  creating  42  jobs  and 

(Continued  on  page  290) 
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The  Journal 


Vanderbilt  Morning  Report 

A Man  With  Rapidly  Progressive 
Pulmonary  Infiltrates  and  Hypoxia 


Case  Report 

A 43-year-old  black  man  came  to  Vanderbilt  Hospital’s 
emergency  department  in  early  March  with  a three-day  his- 
tory of  malaise,  fever,  pleuritic  chest  pain,  cough  productive 
of  yellow  sputum,  and  progressive  dyspnea.  A chest  x-ray 
revealed  reticular  nodular  infiltrates  in  the  upper  lung  fields 
bilaterally.  He  was  discharged  taking  oral  antibiotic  treatment 
for  community  acquired  atypical  pneumonia,  with  instruc- 
tions to  return  if  he  did  not  improve.  Two  days  later  he  did 
return  complaining  that  his  symptoms  had  continued  to 
progress  despite  antibiotics,  and  that  he  was  now  significantly 
short  of  breath  at  rest.  He  had  a 21 -year  history  of  “chronic 
fatigue  syndrome,”  an  idiopathic  myopathy,  and  hyperten- 
sion. and  his  medications  included  labetalol  for  hyperten- 
sion and  amitriptyline  for  chronic  fatigue  syndrome.  He  had 
a history  of  tobacco  and  intravenous  drug  abuse,  but  had  quit 
ten  years  ago.  He  had  had  a negative  HIV  test  in  1992,  and 
denied  any  specific  HIV  risk  factors  since  that  time. 

He  had  not  traveled  out  of  the  Tennessee  area,  and  he  had 
had  no  contact  with  wild  or  domestic  animals  except  that  a 
week  prior  to  the  onset  of  his  symptoms  he  was  exposed  to 
pigeon  nests  while  restoring  an  old  house.  He  did  report  past 
exposure  to  tuberculosis  through  contact  with  an  uncle  who 
later  died  of  pulmonary  tuberculosis.  He  also  noted  recent 
exposure  to  various  painting  solvents  in  a poorly  ventilated 
work  area. 

Physical  examination  on  admission  revealed  a healthy 
appearing  middle-aged  man  in  mild  respiratory  distress,  with 
a body  temperature  of  99°F,  pulse  98/min,  blood  pressure 
130/92  mm  Hg,  and  an  oxygen  saturation  of  88%  on  breath- 
ing room  air.  His  examination  was  otherwise  negative  with  a 
chest  clear  to  auscultation  and  percussion. 

Chest  x-ray  on  admission  revealed  worsening  of  the  re- 
ticular nodular  infiltrates  in  the  upper  lung  fields  over  the 
past  two  days,  with  evidence  of  new  infiltrates  in  the  right 
lower,  left  middle,  and  left  lower  lung  fields.  Pertinent  labo- 
ratory findings  included  a WBC  count  of  9,800/L  with  77% 
neutrophils,  16%  lymphocytes,  2%  monocytes,  and  5%  eosi- 


Presented  by  Kevin  M.  Fussell,  MD,  medical  intern,  and  Jim  N. 
Jirjis,  MD,  Hugh  J.  Morgan  chief  medical  resident,  Vanderbilt 
University  Medical  Center,  Nashville. 


nophils.  Other  admission  laboratory  values  were  normal. 

The  patient  was  admitted  to  a respiratory  isolation  bed  for 
further  evaluation.  He  was  given  supplemental  oxygen,  in- 
travenous cefotaxime,  and  high-dose  erythromycin  for  com- 
munity-acquired atypical  pneumonia.  Sputum  gram  stain  and 
serial  AFB  stains  and  culture  were  unrevealing.  Urine 
histoplasma  antigen,  serum  cryptococcal  antigen,  HIV 
ELISA,  and  serum  legionella  DFA  tests  were  all  negative. 

Out  of  concern  for  the  tempo  and  severity  of  his  illness 
over  the  two  days  prior  to  his  admission,  bronchoscopy  was 
done  on  the  first  hospital  day  in  an  attempt  to  rapidly  secure 
a diagnosis.  The  airways  were  normal,  with  a small  amount 
of  purulent  secretions.  Bronchoalveolar  lavage  and  trans- 
bronchial  biopsy  obtained  from  the  right  upper  lobe  revealed 
4,345  nucleated  cells  with  74%  eosinophils.  Special  stains 
were  negative  for  fungi,  pneumocystis,  and  acid-fast  bacilli. 
Lung  biopsy  revealed  a lymphoplasmacytic  infiltrate  and 
foamy  intra-alveolar  macrophages,  without  granulomas,  tu- 
mor, or  infectious  organisms. 

Based  on  the  clinical  history  and  the  bronchoscopy  cell 
counts,  a diagnosis  of  acute  eosinophilic  pneumonitis  was 
made.  He  recovered  rapidly  with  institution  of  high-dose  cor- 
ticosteroid therapy,  and  he  was  discharged  from  the  hospital 
after  three  days  with  resolution  of  his  pulmonary  infiltrates. 

Discussion 

Eosinophilic  pneumonitis  is  a diagnosis  made  as  much 
from  exclusion  of  other  causes  as  it  is  from  a particular  con- 
stellation of  clinical  findings.  The  most  important  etiologies 
mimicking  this  disease  are  infectious,  most  commonly  due 
to  parasites  (strongyloides,  ascaris,  and  toxocara),  Pneumo- 
cystis carinii,  and  fungal  infections  (most  notably  coccidi- 
oidomycosis and  aspergillosis).  Infectious  causes  of  pulmo- 
nary eosinophilia,  with  the  exception  of  pneumocystis,  are 
usually  associated  with  blood  eosinophilia. 

Once  a sufficient  search  for  infectious  etiologies  is  made 
and  found  to  be  unrevealing,  a diagnosis  of  eosinophilic 
pneumonitis  should  be  considered  based  on  clinical  history. 
Our  patient  was  an  immunocompetent  man,  without  history 
of  atopy  or  asthma,  who  had  experienced  rapidly  progres- 
sive pulmonary  symptoms  and  alveolar  infiltrates  on  chest 
roentgenogram  over  the  past  five  days.  He  had  a profound 
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eosinophilia  in  his  bronchoalveolar  lavage  fluid,  with  only  a 
mild  increase  in  absolute  blood  eosinophil  counts.  This  con- 
stellation of  symptoms  and  signs  is  seen  almost  exclusively 
in  Langerhans  cell  granulomatosis,  acute  idiopathic  eosino- 
philic pneumonia,  pneumocystis  pneumonia,  and  some  cases 
of  drug-induced  lung  disease.  This  patient’s  clinical  picture 
fits  best  with  the  diagnosis  of  acute  eosinophilic  pneumonia 
(AEP)  because  of  the  classic  history  and  the  lack  of  an  alter- 
native tissue  diagnosis  despite  an  aggressive  evaluation. 

First  described  in  1989,  AEP  usually  appears  as  an  acute 
febrile  illness  of  less  than  five  days  duration  accompanied  by 
myalgias,  pleuritic  chest  pain,  and  hypoxia,  which  often  re- 
quires mechanical  ventilation.  Physical  examination  is  often 
unrevealing  except  for  fever,  tachypnea,  hypoxia,  and  occa- 
sionally basilar  rales.  Chest  x-ray  usually  reveals  centrally 
based  mixed  interstitial  and  alveolar  infiltrates  involving 
multiple  lobes.  This  is  in  contrast  to  chronic  eosinophilic 


pneumonia  in  which  infiltrates  are  mostly  peripheral.  Labo- 
ratory findings  include  normal  peripheral  blood  eosinophil 
counts,  although  they  can  be  slightly  elevated.  The  broncho- 
alveolar lavage  fluid,  however,  reveals  large  numbers  of 
eosinophils. 

The  etiology  of  AEP  is  unknown,  though  it  is  thought  to 
represent  an  acute  hypersensitivity  reaction  to  an  unidentified 
inhaled  allergen.  It  is  provocative  to  consider  the  possibility 
that  this  patient’s  allergen  was  related  to  his  work  exposure 
to  painting  solvents.  Patients  with  AEP  characteristically  re- 
spond rapidly  to  high-dose  corticosteroid  therapy,  which  is 
continued  until  respiratory  failure  resolves.  Treatment  with 
low-dose  corticosteroids  is  then  usually  continued  for  an  ad- 
ditional two  to  four  weeks.  Relapse  of  AEP  does  not  occur. '□ 

References 
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$1.8  million  in  additional  income  in  Tennessee  in  1997.  From 
1993-1996,  40  NHSC  physicians  in  rural  communities  in 
Tennessee  generated  2 1 5 jobs  and  $9.3  million  in  additional 
income. 

Recruiting  and  retaining  a sufficient  number  of  primary 
care  providers  in  rural  underserved  areas  will  continue  to 
present  a significant  challenge  in  Tennessee.  Most  recently, 
the  U.S.  Public  Health  Service  estimates  that  more  than  5,300 
additional  primary  care  practitioners  are  needed  to  elimi- 
nate 2,677  federally  designated  primary  care  HPSAs  in  or- 
der to  achieve  an  acceptable  ratio  of  one  provider  for  every 
3,500  citizens.4  However,  with  the  assistance  of  the  Depart- 
ment of  Health,  the  NHSC  will  continue  to  make  a positive 
impact  by  addressing  the  undersupply  of  medical  profes- 
sionals in  many  of  the  most  critically  underserved  areas  of 
Tennessee. 

Anyone  interested  in  more  information  on  the  NHSC  Pro- 
gram should  contact  the  Office  of  Health  Access  at  (615) 
741-0388  or  (615)  74 1 -0234.  Applications  for  the  NHSC  re- 
cruitment assistance  are  now  being  accepted. □ 
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News  and  Views 


New  Members 


Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Mark  A.  Colquitt , MD,  Maryville 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Alexander  C.  Cawadias,  MD,  Cleveland 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

John  W.  Baker,  MD,  Jackson 

HENRY  COUNTY  MEDICAL  SOCIETY 

Jeffrey  L.  Zweig,  MD,  Paris 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Charles  N.  Clark,  MD,  Knoxville 
Raymond  A.  Dieter,  MD,  Knoxville 
Sabra  F.  Drake,  MD,  Knoxville 
David  L.  Goss  age,  MD,  Knoxville 
Richard  T.  Grapski,  MD,  Knoxville 
Jeffrey  Kornblum,  MD,  Knoxville 
Craig  Miller  Jr,  MD,  Knoxville 
Meredith  Overholt,  MD,  Knoxville 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

Edward  B.  Schmidt,  MD,  Lawrenceburg 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Richard  G.  Wanderman,  MD,  Memphis 
James  M.  West,  MD,  Memphis 

MONROE  COUNTY  MEDICAL  SOCIETY 

Robert  A.  Hill,  MD,  Madisonville 

NASHVILLE  ACADEMY  OF  MEDICINE 

R.  Daniel  Beauchamp,  MD,  Nashville 
Scott  E.  Ruder,  MD,  Nashville 
Michele  D.  Semin,  MD,  Nashville 
Mark  N.  Tedder,  MD,  Nashville 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Landon  S.  Combs,  MD,  Bristol 
Jeffrey  R.  McConnell,  MD,  Bristol 

TIPTON  COUNTY  MEDICAL  SOCIETY 

George  W.  Chambers  Jr,  MD,  Covington 
Samuel  T.  Johnson,  MD,  Covington 


In  Memoriam 

John  S.  Derryberry,  MD,  age  70.  Died  May  19,  1998.  Graduate 
of  Vanderbilt  University  School  of  Medicine.  Member  of 
Bedford  County  Medical  Society. 

Orland  S.  Olsen,  MD,  age  83.  Died  April  20,  1998.  Graduate  of 
Northwestern  University  Medical  School.  Member  of  Washing- 
ton-Unicoi-Johnson  County  Medical  Association. 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  April,  1998.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

David  N.  Collins,  MD,  Chattanooga 
Jeffrey  L.  Douglas,  MD,  Kingsport 
Robert  W.  Dunavant,  MD,  Bolivar 
Monica  A.L.  Gefter,  MD,  Chattanooga 
Alan  S.  Henson,  MD,  Madison 
Henry  S.  Jennings,  MD,  Nashville 
Janet  K.  Johnson,  MD,  Cordova 
/.  N.  Kutty,  MD,  Kingsport 
Anthony  G.  Lyon,  MD,  Knoxville 
Edward  C.  McDonald,  MD,  Nashville 
Russel  D.  McKnight,  MD,  Morristown 
Richard  A.  Orland,  MD,  Brentwood 
Brahm  D.  Sethi,  MD,  Manchester 
Chander  M.  Sethi,  MD,  Manchester 
Frederick  D.  Slaughter,  MD,  Bristol 
Anthony  E.D.  Trabue,  MD,  Nashville 
Dean  M.  Turner,  MD,  Knoxville 
Gregory  R.  Weaver,  MD,  Nashville 
John  R.  Werther,  MD,  Nashville 
Cynthia  C.  Youree,  MD,  Brentwood 


Personal  News 

Richard  G.  Gallaher,  MD,  Johnson  City,  has  been  certified  as  a 
Diplomate  of  the  American  Board  of  Pediatrics. 

Clarence  E.  Goulding  Jr,  MD,  Johnson  City,  has  been  installed 
as  president  of  the  Tennessee  Society  of  Anesthesiologists. 

Raymond  C.  Howard,  MD,  Savannah,  has  been  certified  as  a 
Diplomate  of  the  American  Board  of  Urology. 


CME  Opportunities 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of 
CME  should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures. 
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interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 


Aug  12-15 

Aug  13-14 
Sept  25-26 
Oct.  8-10 
Dec.  4-5 


Pulmonary  Critical  Care  Emergency  Medicine  Update — 
Destin.  FL 

Endoscopic  Sinus  Surgery 

Stroboscopy  Findings  & Voice  Intervention 

4th  Annual  Neonatology  Symposium — Williamsburg.  VA 

24th  Annual  High-Risk  Obstetrics  Seminar 


For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

Aug  3-8  Contemporary  Issues  in  Obstetrics  and  Gynecology 
Sept  2 1 -22  Pediatric  Advanced  Life  Support  Provider  Course 


Sept  24-25  29th  Memphis  Conference  on  the  Newborn 
Nov  20  Pediatric  Advanced  Life  Support  Recertification 
Course 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and  departments 
in  the  medical  school  to  allow  practicing  physicians  to  participate  in 
the  service’s  activities  for  a period  of  one  day  to  one  week.  This 
program  provides  an  opportunity  for  physicians  to  study  in  depth 
for  a specified  period.  The  schedule  of  activities  is  individualized  in 
response  to  the  physician’s  request  by  the  participating  department. 
The  experience  includes  conferences,  ward  rounds,  audiovisual 
materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 
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Have  You  Hit  Your 
Homepage  Lately? 


TMA’s  homepage  MEDWIRE  (www.medwire.org)  has  completed  its 
transformation  to  a more 


Tennessee  Medical 


dical  Association 

WIRE 


“viewer  friendly”  format. 

“Like  what?”  you  ask.  For 
starters,  you  can  access  this 
newsletter  and  all  recent  back 
issues  on  MEDWIRE. 

We  have  been  redesigning 
our  front  page  to  help  surfers 
get  to  their  desired  location 
easier.  And  to  add  ultimate 
ease,  we  are  adding  the  search 

engine  Excite  to  MEDWIRE  in  the  coming  months.  There  are  five  main 
sections  to  MEDWIRE: 


► What’s  New  ► Membership  Services 

► TMA  Today  ► Other  Organizations 

► To  Your  Health  ► Return  To  Home 


□ What’s  New?  □ TMA  Today 

□ Membership  Services  □ To  Your  Health 

□ Other  Organizations 


www.medwire.org 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows: 
$35  for  the  first  50  words  ($25  for  TMA  members),  25 
cents  for  each  additional  word.  Count  as  one  word  all 
single  words,  two  initials  of  a name,  single  numbers, 
groups  of  numbers,  hyphenated  words,  and  abbrevia- 
tions. Advertisers  may  utilize  a box  number  for  confi- 
dentiality, if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this 
box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of 
the  2nd  month  preceding  the  desired  month  of  publica- 
tion, and  will  be  subject  to  approval.  No  phone  orders 
will  be  accepted.  Payment  must  accompany  order. 
Each  listing  will  be  removed  after  its  first  publication 
unless  otherwise  instructed.  Fee-for-service  agency  ad- 
vertisements are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO 
Box  120909,  2301  21st  Ave.  South,  Nashville,  TN 
37212-0909.  Phone  (615)  385-2100. 


Team  Health 

has 

Immediate  EM  Opportunities 

Team  Health’s  Emergency  Medicine  Division 
currently  has  both  full-  and  part-time  opportunities 
in  greater  Chattanooga,  Knoxville,  Nashville  and 
Tri-Cities. 

All  full-time  opportunities  with  Team  Health 
offer  a competitive  compensation  package  which 
includes  flexible  scheduling  and  paid 
malpractice  insurance.  Additionally,  you  will  have 
an  opportunity  to  be  affiliated  with  a patient- 
focused,  physician-led  group  that  credits  its 
success  to  teamwork,  integrity  and  innovation. 


PHYSICIANS  WANTED 

MEDICAL  DIRECTOR  NEEDED — Memphis  Health  Center,  Inc.,  a 
not-for-profit  corporation,  has  an  immediate  opening  for  a physi- 
cian to  serve  as  Medical  Director  of  an  urban  ambulatory  health 
care  center.  Excellent  compensation  & benefit  package,  fantastic 
hours,  challenging  and  rewarding  environment.  Mail  your  CV  to 
Memphis  Health  Center,  Inc.,  360  E.H.  Crump  Blvd.,  Memphis,  TN 
38126,  Attn:  Human  Resources  Dept. 


TEAM 
HEALTH 

For  more  information 
about  these  opponunities, 
call  Lee  Ann  Long  at 
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President’s  Comments 


Neoteric  Medicine 

Neoteric  medicine  has  many  synonyms:  complimentary,  new,  homeopathic,  integrative,  non- 
traditional,  western,  eastern,  and  others.  I like  the  word  neoteric  because  it  describes  something 
that  is  refreshed  or  modernized  or  not  necessarily  new,  and  this  type  of  medicine  is  certainly  not 
new.  It  is  also  not  nontraditional,  since  it  is  traditional  medicine  for  80%  of  the  world’s  popula- 
tion. In  addition,  neoteric  is  not  a very  friendly  word,  so  it  probably  will  not  be  plagiarized  by 
those  who  would  use  it  to  exploit  people.  Can  you  imagine  a bottle  of  pills  or  treatment  with  that 
name?  So  I will  use  it. 

For  centuries  people  who  are  ill  have  placed  their  trust  in  the  wisdom  of  the  doctor,  presum- 
ing themselves  to  be  sufficiently  uninformed  to  deal  with  such  mysteries.  They  could  not  compre- 
hend what  was  wrong  with  them,  and  certainly  above  all  decide  what  should  be  done  to  make 
them  well  again.  That  is  changing!  People  are  beginning  to  want  to  become  active  participants 
in  their  health  care,  and  doctors  are  ignoring  them.  Seven  out  of  ten  Americans  who  use  this 
type  of  medicine  do  not  tell  their  regular  doctor  that  they  do  so,  because  they  are  afraid  they  will 
be  ridiculed. 

Americans  are  spending  over  20-23  billons  of  dollars  each  year  on  neoteric  medicine  and 
60%  of  these  are  over  65  years  of  age.  Of  Americans  this  age  or  older,  80%  have  one  or  more 
chronic  illness.  Thus,  their  pain  and  despair  make  them  easy  targets  for  peddlers  of  this  type  of 
treatment.  Despite  disappointments  with  promised  cures,  they  continue  to  hold  out  hope  for  the 
next  quick  cure,  often  encouraged  by  family  members.  Often  it  does  work,  or  seems  to  work.  It 
is  important  to  remember  that  many  conditions  get  better  on  there  own,  or  appear  to  get  better  if 
we  believe  they  will.  The  way  in  which  medicine  is  being  paid  for  often  generates  a trial  of  new 
treatments  by  the  patient.  HMOs,  MCOs,  and  other  health  plans  are  paying  less  for  medicines 
and  patients  tend  to  choose  the  cheaper  alternatives.  The  umbrella  of  neoteric  medicine  is  also 
too  large.  Most  people  recognize  chiropractic,  homeopathy,  acupuncture,  and  herbs,  but  what 
informed  assurance  can  anyone  have  with  the  complexity  of  things  like  chelation,  aloe  vera 
injections,  coffee  enemas,  and  eastern  modalities? 

Medical  doctors  must  change  the  way  they  think.  It  is  not  possible  to  be  sure  exactly  where 
the  new  medicine  begins  and  the  old  stuff  ends,  or  vice-versa.  We  do  not  have  to  accept  or  use 
any  such  form  of  treatment,  but  we  must  be  open  to  discuss  and  educate  ourselves  about  them. 
We  must  be  able  to  discuss  the  benefits,  even  if  they  are  only  placebo,  and  the  dangers  as  well. 
More  often  than  not  the  danger  is  that  they  just  don’t  work.  But  even  worse  than  that,  they  can 
make  what  is  bothering  you  worse,  and  may  even  put  you  out  of  your  misery.  We  must  become 
part  of  the  “new”  doctor-patient  relationship. 

Now,  my  last  point,  and  I guess  why  I started  the  whole  thing,  is  that  for  years  many  doctors 
have  sold  products  or  devices  in  their  offices.  When  I was  a child  my  family  doctor  compounded 
and  sold  medicines,  and  ophthalmologists  sell  contact  lenses,  glasses,  and  various  products. 
Allergists,  orthopedists,  and  others  do  the  same.  It  is  ethical,  and  it  does  little  to  interfere  with 
anyone  else’s  business.  Any  selling  of  a product  in  a doctor’s  office  must  be  based  first  on 
addressing  the  needs  of  the  patient.  The  making  of  a profit  is  a right  and  it  is  ethical,  but  that 
should  be  a secondary  consideration.  I think  there  are  four  important  criteria  that  should  be 
considered.  First,  there  should  be  some  benefit  or  need;  second,  it  should  not  be  harmful  when 
used  properly  or  interfere  with  other  treatments;  third,  it  should  be  of  a reasonable  and  competi- 
tive cost;  fourth,  and  most  important,  is  that  the  patient  should  not  be  intimidated  or  coerced 
into  thinking  that  the  doctor’s  office  is  the  only  place  to  obtain  the  product.  In  addition,  as  in  all 
matters  of  life,  use  caution.  As  William  Osier  stated,  “The  desire  to  take  medicine  is  perhaps  the 
greatest  feature  which  distinguishes  man  from  animals.” 


/z?o. 


Tennessee  Medicine  - August,  1998 


301 


Editorials 


John  B.  Thomison,  MD 


. . .Nine,  Ten.  . .An  Yurrrr.  . .Rout!!! 

Professional  boxing  is  growing  so  fast  in  Tennessee  that  it  was  second  in  the  nation  in 
number  of  matches,  behind  California  and  surpassing  Las  Vegas  and  Atlantic 
City  ....  [It]  is  developing  a reputation  as  the  “Wild  West”  of  boxing  because  it  [has 
so  few]  regulations  ...  to  protect  fighters. 

Nashville  Tennessean,  June  14,  1998 

According  to  the  administrator  and  sole  investigator  of  the  state  Boxing  Board,  which  is  a , 
division  of  the  Department  of  Commerce  and  Insurance,  boxing  produces  fewer  severe  injuries  1 
than  most  other  contact  sports,  especially  football.  Of  course.  What  else  would  you  expect  him 
to  say?  Considering  that  Mr.  Tommy  Patrick,  the  administrator,  depends  on  boxing  for  his  : 
livelihood,  he  is  bound  to  be  interested  in  the  continued  welfare  of  the  fighters,  at  least  over  the 
near  term,  if  not  for  altruistic  reasons  then  at  least  for  preservation  of  his  job.  At  the  same  time, 
he  could  hardly  be  considered  a totally  unbiased  observer. 

Then,  too,  it  depends  on  what  one  considers  serious  injury.  Since  the  object  of  boxing,  as  it 
is  carried  out  commercially,  at  least,  is  to  render  one’s  opponent  unconscious  on  the  cold  lino- 
leum, or  whatever  it  is  that  covers  the  floor  of  the  ring,  such  injury  is  obviously  not  considered 
serious  by  fight  promoters,  regulators,  or  fans.  Most  people,  though,  even  fight  fans  if  they  can 
be  persuaded  to  tell  the  truth,  would  consider  themselves  seriously  injured  if  they  were  to  be  ; 
beaten  senseless.  With  few  exceptions  the  unconscious  fighter  does  pick  himself  up,  some- 
times, it  is  true,  with  help  from  his  handlers,  and  exits  the  ring  under  his  own  steam.  So  in  the 
near  term,  serious  injury  does  not  ordinarily  plague  a boxing  match. 

Defenders  of  this  alleged  sport  point  to  boxing  as  a way  of  getting  young  men  off  the  streets  ; 
and  affording  many  of  them  adequate,  and  very  occasionally  regal,  means.  On  the  other  hand, 
one  of  the  saddest  sights  I have  ever  had  to  endure  was  watching  Mrs.  Clay’s  palsied  son  Cassius,  ‘ 
a.k.a.  Mohammed  Ali,  one  of  the  finest  athletes  and  certainly  one  of  the  greatest  boxers  of  all 
time,  struggle  up  to  the  Olympic  flame  two  summers  ago.  He  suffers  from  squash  rot  supreme, 
the  long-term  effects  of  an  activity — I refuse  to  call  this,  along  with  gladiatorial  combat  pitting 
unarmed  men  against  lions,  a sport — the  promoters  of  which  maintain  produces  no  serious 
injury.  Sports  are  generally  considered  activities  aimed  at  improving  one’s  health,  happiness,  j 
and  prowess.  By  such  a definition,  then,  how  is  an  activity  a sport  when  its  sole  object  is  to 
render  one’s  opponent  senseless  and  ultimately,  if  he  stays  at  it  long  enough,  leave  him  a tragic 
derelict?  What,  in  fact,  even  remotely  compares  with  destruction  of  the  mind  as  serious  injury?  ; 
And  this  is  by  no  means  unusual.  Rather,  it  is  the  norm,  and  its  severity  depends  entirely  on  the 
number  and  intensity  of  the  blows  to  the  head. 

Now  if  you  wish  to  take  me  to  court  over  my  definition  of  sport,  I will  lose,  because  my 
dictionary  says  nothing  about  any  good  effects  from  sports.  It  simply  says  a sport  is  an  activity 
involving  physical  exertion  and  skill  that  is  governed  by  a set  of  rules  or  customs  and  often 
undertaken  competitively.  Prizefighting  started  out  as  just  that,  and  was  a bare-knuckled  brawl 
that  had  no  rules  and  not  infrequently  ended  fatally  until  1 867,  when  the  Marquis  of  Queensbury 
laid  down  some  rather  rudimentary  ones.  As  theoretically  man  became  more  compassionate,  . 
padded  gloves  were  introduced,  lessening  the  consequences  of  the  impact  by  spreading  its  force 
over  a larger  area,  and  eliminating  contact  with  dangerous  protuberances.  But  such  an  impact 
still  jiggles  the  brain  in  its  casing,  and  this  has  been  proved  by  both  clinical  and  experimental 
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evidence  to  be  unsettling  to  the  brain.  Repetition  results  in  progressive  loss  of  neurons,  which 
unlike  epithelium  do  not  regenerate.  Whether  or  not  it  is  a sport,  then,  it  is  dangerous.  And  it  is 
not  dangerous  just  sometimes.  It  is  dangerous  always,  and  damaging.  The  damage  is  variable, 
and  simply  a matter  of  degree. 

I am  not  so  naive  as  to  think  that  through  any  efforts  of  mine  or  anyone  else’s  boxing  will 
ever  be  banned.  On  the  other  hand,  it  is  immoral  and  should  be  illegal  to  allow  inexperienced 
men  to  expose  themselves  to  a possibly  fatal  drubbing  simply  because  they  are  paupers  and 
therefore  willing,  even  anxious,  to  do  it.  I have  no  knowledge  of  the  regulations  governing 
boxing  in  this  state  except  to  have  it  on  good  authority  that  they  are  woefully  inadequate,  as  is 
the  budget  of  the  Boxing  Board.  For  a single  administrator  to  have  to  act  also  as  the  sole  inves- 
tigator of  64  boxing  cards  a year  borders  onto  criminal  negligence  to  my  way  of  thinking.  The 
state  Commission  and  higher  authorities  under  which  the  Board  functions  need  to  clean  up  their 
act.  It  is  the  duty  of  the  medical  profession  to  insist  on  it.  Economy  in  funding  should  not  be  at 
the  expense  of  human  life,  no  matter  how  insignificant  that  life  might  seem  to  the  powerful. 


What’s Point? 
Intimations 


I have  a friend  who  when  viewed  from  my  own  vantage  point  is  still  quite  young,  but  who 
considers  herself  to  be  getting  on,  if  in  fact  she  is  not  already  old.  In  a moment  of  boredom  it 
was  revealed  to  her  the  other  day  that  Crunchies,  a candy  bar  she  has  been  eating  for  most  of  her 
46  years,  not  only  contain  mineral  salt  (500),  whatever  that  is,  but  “may  contain  traces  of  nuts.” 

“So  it  is  just  as  well,”  she  allowed,  “that  I have  finally  read  [the  label]  after  46  years,  because 
I could  be  allergic  to  nuts.  Of  course,  people  who  are  allergic  to  nuts  would  read  it  [and  likely 
would  know  it  anyhow],  but  I have  no  reason  to.  Just  imagine — it  could  have  said  that  it  is 
naughty  to  eat  Crunchies,  and  I’d  never  have  known  till  now.”  For  purposes  of  the  discussion 
that  follows,  I need  to  point  out  that  this  person  is  a practicing  linguist  and  lexicographer  who 
reads  widely  and  is  exceedingly  well  informed.  Which  might,  of  course,  account  for  her  having 
paid  scant  attention,  if  any,  to  this  trivial  incursion  on  her  sensibilities.  It  is,  indeed,  quite  re- 
markable that  she  has  read  the  label  even  now,  and  that  might  be  due  in  no  small  part  to  a 
running  dialogue  we  have  been  engaged  in  over  the  last  number  of  months  as  to  the  nonsensical 
use  of  such  warning  labels,  regardless  of  the  possible  merits  of  the  imparted  information,  such 
as,  for  instance,  that  cigarette  smoking  can  be  hazardous  to  one’s  health. 

I’ll  not  bore  you  with  a recounting  of  my  smoking  experience,  except  to  say  that  I started 
smoking  for  trivial  reasons  in  1939,  when  I was  in  college,  and  stopped  ten  years  later  for  much 
better  reasons  that  had  nothing  to  do  with  health,  at  least  not  mine.  There  were,  in  fact,  no 
known  medical  reasons  in  1949  for  not  smoking.  Airlines  always  gave  away  a small  compli- 
mentary pack  of  three  cigarettes  with  each  meal  (courtesy  of  the  tobacco  industry,  I’ll  be  bound), 
and  when  I was  in  the  army  a typical  opener  to  any  conversation  between  strangers  was  either 
“Got  a smoke?”  or  “Have  a cig?”  It  was  a great  opener,  and  almost  guaranteed  a warm  relation- 
ship, at  least  for  starters. 

For  openers  here,  I have  to  add,  without  dwelling  on  the  horrors  of  cigarette  smoking,  which 
have  been  firmly  established,  that  though  there  are  a few  things  more  enjoyable  than  a good 
smoke,  you  can  probably  count  them  on  one  hand,  maybe  even  one  with  four  fingers  missing. 
But  Dr.  Alton  Ochsner  in  New  Orleans  had  begun  to  rock  the  boat,  and  by  the  early  1950s, 
shortly  after  I "had  kicked  the  habit  cold  turkey  and  without  any  joyous  sense  of  accomplishment 


Tennessee  Medicine  ~ August , 1998 


303 


or  morality,  it  began  to  be  accepted  that  there  was  a strong  association  between  cigarette  smok- 
ing and  lung  cancer. 

I don’t  know  when  it  was,  and  in  fact  don’t  care,  that  in  order  to  appease  the  anti-smoking 
lobbies  and  so  on,  legislation  was  developed  requiring  a warning  label  on  all  packages  of  ciga- 
rettes that  the  Surgeon-General  had  determined  that  cigarette  smoking  could  be  hazardous  to 
one’s  health.  By  the  time  the  warning  appeared,  though,  the  substance  of  it  had  been  so  widely 
circulated  and  discussed,  both  pro  and  con,  that  no  one  ever  read  it,  and  so  it  has  continued  to 
this  day  that  it  is  mentioned  only  in  derision.  I would  be  willing  to  bet  you,  and  give  you  long 
odds,  that  it  has  not  affected  the  smoking  habits  of  a single  person. 

Just  as  people  start  smoking  for  a variety  of  reasons,  thus  also  do  they  stop.  Though  my 
friend  has  stopped  smoking,  she  has  never  gotten  over  her  craving  for  nicotine,  and  so  she 
simply  takes  the  drug.  It  is,  after  all,  the  smoking  that  is  the  most  dangerous,  as  well  as  the  most 
offensive,  part  of  tobacco  use.  But  hordes  of  people  continue  smoking,  and  new  ones  start, 
contemptuous  of  the  stated  hazards,  and  ignoring  the  widespread  warnings.  The  young  always 
cling  to  intimations  of  immortality.  As  they  grow  older,  they  vow  to  think  on  it  tomorrow,  and 
eventually  these  days  most  do.  When  they  do,  some  give  up  the  habit,  some  continue  vowing 
to,  and  some  never  make  it.  Some  of  them  die  for  that  soothing,  precious  habit  that  alternately 
disgusts  and  delights  them.  And  the  superfluous  warning  labels  go  unnoted  and  unnoticed 
through  it  all. 

Despite  the  ineffectiveness  of  those  warnings,  similar  labels  continue  cropping  up  all  over 
the  place,  labels  that  no  one  ever  even  looks  at,  much  less  reads.  Sooner  or  later  then,  since  there 
is  really  no  one  else  to  ask,  all  must  ask  themselves  the  question:  When  all’s  said  and  done, 
what’s  the  point?  / suspect  it  is  so  that  when  they  become  involved  in  some  ridiculous  litigation, 
the  manufacturers  can  say,  “We  told  you  so.” 

Read  any  good  warning  labels  lately? 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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Are  the  New  TennCare 
Partners  Changes  on  Target? 

Irish  Bahan  Park 


A serious  disease  left  undiagnosed  and  untreated  can  be  di- 
sastrous to  an  individual  and  a family.  Mental  illness  and  sub- 
stance abuse  left  undiagnosed  and  untreated  affect  the  indi- 
vidual, the  family,  and  the  next  generations  of  the  family  as 
well.  The  safety  of  innocent  people  on  the  streets  and  in  the 
workplace  can  also  be  compromised,  and  pressures  on  law 
enforcement,  the  judicial  system,  schools,  and  other  social  ser- 
vices are  direct  costs  to  the  cities  and  state  where  we  live. 


A major  obstacle  to  treating  mental  illness  and  substance 
abuse  is  a deeply  ingrained  reluctance  to  consider  them  as 
treatable,  controllable  diseases.  To  begin  with  it  is  easy  to 
ignore  the  symptoms.  Denial  by  patients,  their  families,  and 
medical  practitioners  is  common.  Also,  too  many  of  us  har- 
bor the  suspicion  that  these  people  could  get  better  if  only 
they  tried.  This  undeclared  prejudice  affects  the  press,  the 
electorate,  the  legislature,  and  ultimately,  public  policy  and 
public  funding. 

TennCare  Partners  Program  Improvements 

Both  Governor  Sundquist  and  the  Tennessee  Department 
of  Health  are  apparently  paying  attention  to  the  herculean 
efforts  of  mental  health  advocacy  groups  in  providing  feed- 
back on  the  TennCare  Partners  program,  which  oversees 
managed  care  of  the  state’s  behavioral  health  program.  This 
feedback  has  resulted  in  a series  of  improvements,  some  pro- 
posed and  some  already  in  implementation.  George  Spain, 
CEO  of  Centerstone  Mental  Health  Centers  in  Middle  Ten- 
nessee, explains  that  significant  improvements  began  with 
the  review  of  the  Mental  Health  Code  begun  by  the  Depart- 
ment of  Health  earlier  this  year,  to  be  presented  to  the  state 
legislature  in  2000. 

A summary  of  the  Phase  II  improvements: 

• A 5%  funding  increase  to  the  two  private  behavioral  health 
organizations  (BHOs)  that  manage  the  state’s  mental  health 
programs  adds  more  than  $16  million  annually  to  the  program. 

• As  the  state  assumes  responsibility  for  providing  all  be- 
havioral health  pharmacy  services,  both  the  cost  and  the  risk 
borne  by  the  two  private  BHOs  are  reduced  significantly. 

Irish  Bahan  Park  is  a communications  consultant  who  specializes 
in  health  care  marketing  and  writing. 


At  press  time — The  sale  of  Tennessee  Behavioral  Health  (TBH), 
one  of  the  two  administrators  of  TennCare  Partners,  to  Magellan 
Behavioral  Health  of  Columbia,  MD,  will  not  affect  TBH's  pro- 
vider network,  according  to  a Magellan  spokesperson.  Magellan 
is  the  parent  company  of  Premier  Behavioral  Health,  Tennessee’s 
other  TennCare  administrator.  A Magellan  subsidiary,  Advocare, 
will  manage  TBH.  Look  for  ongoing  coverage  in  the  TMA  Chart. 

• Also,  the  BHOs  lose  $3  per  person  per  month  in  capita- 
tion payments,  and  the  BHOs  will  be  required  to  reinvest  the 
projected  annual  $35  million  that  they  would  have  spent  on 
pharmacy  services.  The  reinvestment  will  be  in  community- 
based  mental  health  services.  The  BHOs  submitted  their  plan 
for  these  services  to  the  Department  of  Health  on  July  1.  Chuck 
Klusener,  chief  manager  of  Premier  Behavioral  Systems  of 
Tennessee,  one  of  the  state’s  two  BHOs,  described  one  of  his 
investment  proposals  as  a program  in  which  a select  popula- 
tion of  institutionalized  patients  is  returned  to  the  community 
and  supported  by  intensive  case  management.  Ann  Boughtin, 
acting  president  and  COO  of  Tennessee  Behavioral  Health,  the 
state’s  other  BHO,  reports  their  reinvestment  will  generally  cen- 
ter around  increased  access  to  case  management. 

• Effective  May  16,  the  state  assumed  financial  responsi- 
bility for  pharmacy  coverage  of  four  atypical  antipsychotic 
and  three  generic  drugs,  and  plans  to  lift  the  requirement 
imposed  by  the  BHOs  for  consumers  to  have  two  failed  tri- 
als before  allowing  new  atypical  antipsychotics,  such  as 
Risperdal  or  Zyprexa,  to  be  dispensed. 

• A new  clause  in  the  state’s  contract  with  the  BHOs  will 
require  the  BHOs  to  pay  damages  if  claims  are  not  paid  on 
time  and  appropriately,  with  80%  being  current  by  July  30, 
1998,  as  well  as  provisions  for  strengthened  monitoring  and 
auditing.  Klusener  asserts  that  with  their  internal  improve- 
ments they  now  process  100%  of  their  claims  in  60  days  and 
95.6%  within  30  days,  compared  with  a year  ago,  when  they 
were  at  the  98%  mark  at  60  days.  Boughtin  says  their  claims 
processing,  also,  has  improved,  and  they  will  work  individu- 
ally with  any  provider  who  has  concerns  about  payment. 

• A 22-member  TennCare  Partners  Advisory  Committee 
has  been  named  by  Governor  Sundquist  as  part  of  the  overall 
redesign  of  the  program.  An  independent  consulting  firm  will 
also  make  recommendations  for  improvements,  and  the  De- 
partment of  Health  will  seek  citizen  input. 
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Problem  Areas 

Although  the  Phase  II 
changes  are  hailed  by  some 
providers,  such  as  Spain,  who 
classified  the  improvements 
as  “a  major  stride,”  a wish  list 
for  the  program  remains. 

High  on  Spain’s  priority  list  is  coordinated  treatment  for 
the  mentally  ill  who  are  jailed.  He  describes  a soon-to-be- 
released  survey  by  the  TennCare  Partners  Roundtable  as  the 
“first  statewide  jail  survey,  looking  at  numbers  and  services 
the  inmates  receive.”  This  survey,  in  addition  to  an  in-depth 
study  still  underway  in  Shelby  County,  will  provide  signifi- 
cant information  on  services  that  could  have  a clear  and  posi- 
tive effect  on  the  bottom  line  of  city  budgets.  Spain  also  sees 
a need  for  collaboration  among  Nashville’s  seven  mobile  cri- 
sis teams,  more  collaboration  between  Centerstone  and  local 
hospitals  and  emergency  departments  to  create  tracking  sys- 
tems for  patient  follow-through,  and,  of  course,  more  case 
management.  He  also  notes  the  need  for  BHOs  and  provid- 
ers to  work  more  collaboratively. 

Bobby  L.  Freeman,  president  and  CEO  of  Volunteer  Be- 
havioral Health  Care,  with  three  mental  health  centers  serv- 
ing 23  counties  in  the  eastern  part  of  the  state,  lists  among  his 
priorities  a continuum  of  residential  services  for  the  seriously 
mentally  ill,  provision  of  better  children’s  services,  and,  echo- 
ing Spain,  more  case  management.  He  is  concerned  about 
his  own  dramatic  rise  in  administrative  costs  as  well  as  those 
of  the  state.  “I  want  to  see  more  outcome  measurement  and 
less  process,”  he  notes.  When  asked  about  the  availability  of 
services  in  the  area  served  by  his  organization,  he  explains, 
“We  offer  an  entire  spectrum  of  services,  but  we  can’t  prom- 
ise a wide  choice  of  providers.” 

Internist  Paul  Crider,  MD,  in  Parsons,  Tennessee,  wel- 
comes any  improvements.  “I  have  a hard  time  getting  pa- 
tients into  inpatient  facilities,  even  though  the  crisis  counse- 
lors at  Quinco  Mental  Health  Centers  are  extremely  helpful 
despite  their  staffing  cutbacks.”  He  also  reports  problems  with 
getting  patients  into  inpatient  facilities  that  he  believes  serve 
the  appropriate  acuity  level,  and  he  sees  a disparity  between 
the  number  of  doctors  who  say  they  accept  TennCare  pa- 
tients and  those  who  actually  see  them  on  a regular  basis. 

David  Knott,  MD,  PhD,  limits  his  practice  to  treating  ad- 
dictive disorders  and  practices  at  Memphis  Mental  Health 
Institute.  “I’ve  given  35  years  to  public  medicine.  These  days 
I can’t  find  where  the  money  for  patient  care  is  going.  There’s 
no  accountability,  and  the  impact  on  patients  really  bothers 
me.  Tennessee  is  the  only  state  that  puts  a lifetime  cap  on 
substance  abuse  treatment,”  he  says.  “A  person  addicted  to 
heroin,  cocaine,  and  alcohol  who  comes  for  treatment  can 
get  a five-day  detox  stay  and  28  days  of  inpatient  rehab.  We’ll 
begin  the  program,  and  after  three  or  four  days,  the  BHO 


will  decertify  him  and  then 
count  it  as  an  entire  28-day 
stay.  After  two  rounds  like 
this,  he’ll  have  gone  through 
his  lifetime  cap.”  Dr.  Knott 
says  his  frustration  with  the 
TennCare  and  then  TennCare 
Partners  programs  has  led  him  to  accept  only  people  with  no 
insurance  at  all  at  MMHI. 

Problems  with  funding  for  behavioral  health  are  not  lim- 
ited to  Tennessee.  As  an  indication,  Counseling  Today,  a pub- 
lication of  the  American  Counseling  Association,  reported 
on  a nationwide  study  of  the  value  of  mental  health  benefits 
offered  by  medium  and  large  employers  in  the  United  States. 
Results  showed  that  behavioral  health  care  benefits  decreased 
from  6.1%  to  3.1%  of  all  health  care  costs  over  the  past  ten 
years.  The  reason  is  not  that  cures  have  been  discovered.  This 
study  reflects  benefits  of  employed  people.  The  stakes  are 
even  greater  when  care  is  limited  for  those  who  might  be 
unable  to  be  employed. □ 


OVERVIEW  PROBLEM  LIST 

Lisa  Wilson,  director  the  TennCare  Partners  Advocacy 
Program  of  the  Mental  Health  Association  in  Nashville, 
says,  “Our  statewide  Advocacy  Line  (800-758-1638)  and 
other  outreach  programs  give  us  a broad  perspective  on 
consumer  problems.  We’re  in  a position  to  have  enough 
data  to  see  trends.”  Wilson  is  a member  of  the  TennCare 
Partners  Monitoring  Group,  one  of  the  major  independent 
consumer  advocate  groups  represented  on  Governor 
Sundquist’s  new  advisory  committee. 

A brief  summary  of  other  problem  areas  listed  by  the 
Monitoring  Group: 

• Lack  of  coordination  of  children  and  youth  services, 
especially  for  children  with  serious  emotional  distur- 
bances and  children  who  have  dual  diagnoses  of  ei- 
ther mental  retardation  or  substance  abuse;  lack  of 
family  involvement  in  both  planning  and  implementa- 
tion. 

• On  alcohol  and  drug  issues,  the  intensity  and  length 
of  treatment  that  is  less  than  national  treatment 
standards,  patients  being  shuffled  out  of  TennCare 
in  order  to  be  eligible  to  receive  block  grant  sub- 
stance abuse  services,  with  resultant  loss  of  mental 
and  medical  care;  residential  treatment  for  only  a 
very  narrowly  defined  patient  population;  lack  of  co- 
ordination of  services  for  people  moving  in  and  out 
of  the  criminal  justice  system;  women  (especially 
pregnant  women);  adolescent  services. 

• For  adults  with  serious  and  persistent  mental  illness, 
lack  of  access  to  care,  day  treatment,  and  employ- 
ment services. 

• On  monitoring  and  data  issues,  lack  of  information 
from  the  TennCare  Bureau  on  the  means  of  monitor- 
ing and  the  results,  both  at  the  system  level  and  at 
the  consumer  level. 
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“ Medicine  doesn't  have  to  be  this 
complicated  to  get  folks  help.” 

Paul  Crider,  MD 
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Practicing  Medicine 


Legislative  Changes  Impact 
Organ  Donation 

Jill  Maxfield,  RN,  CPTC 


In  June  of  1997,  the  Tennessee  legislature  adopted  the 
William  J.  Warner/Green  Hills  Rotary  Club  Organ  Procure- 
ment Act  to  enhance  the  current  protocols  for  handling  organ 
donations  in  Tennessee.  The  intent  of  the  law  is  to  provide 
more  organs  and  tissues  to  waiting  recipients  in  Tennessee 
and  in  this  country  and  to  assure  a sensitive  and  well-timed 
approach  to  the  subject  of  donation  for  families.  With  the 
number  of  patients  awaiting  transplants  in  the  U.S.  exceed- 
ing 58,000  ( > 1 ,000  in  Tennessee)  and  nearly  1 1 patients  dy- 
ing each  day  waiting  for  a transplant,  the  Tennessee  legisla- 
ture sought  to  put  measures  in  place  which  have  demonstrated 
increases  in  donation  in  other  states. 

Several  points  made  in  the  legislation  are  as  follows: 

• Properly  signed  and  witnessed  donor  cards  cannot  be 
revoked  by  anyone  other  than  the  donor  and  do  not  require 
consent  from  the  next  of  kin; 

• Trained  Organ  Procurement  Organization  (OPO)  per- 
sonnel (or  health  care  professionals  trained  and  designated 
by  the  OPO)  are  directed  to  initiate  the  donation  request; 

• All  hospitals  are  required  to  contact  their  OPO  upon  all 
deaths  to  determine  suitability  for  donation; 

• OPOs  are  directed  to  work  with  hospitals  to  conduct 
annual  death  record  reviews,  and  in  turn,  the  OPO  will  work 
with  the  Tennessee  Hospital  Association  (THA)  to  report 
blinded  information  to  the  Tennessee  Commissioner  of 
Health. 

Other  directives  that  do  not  affect  the  hospital  are: 

• Law  enforcement  personnel  shall  take  reasonable  steps 
to  see  that  a donor  card,  driver’s  license,  or  medic  alert  brace- 
let, if  any,  accompanies  an  individual  involved  in  an  accident 
or  trauma  to  the  hospital; 

• Every  local  education  unit  is  encouraged  to  include  in- 
formation about  organ  and  tissue  donation  and  transplanta- 
tion in  their  curricula  in  order  to  promote  awareness  about 
these  subjects. 

To  accomplish  the  goal  intended  by  the  legislation,  the 
OPOs  feel  it  is  imperative  that  we  continue  to  enlist  the  sup- 
port of  the  physicians  of  Tennessee  and  work  collaboratively 


FIGURE  1 

TIMING  OF  THE  REQUEST 


□ Simulataneous 

□ Decoupled 


to  offer  this  option  to  families.  In  cases  of  organ  donation,  a 
joint  introduction  or  approach  to  the  family  is  the  ideal 
method. 

Studies  have  documented  a drastic  increase  in  consent 
depending  on  two  factors;  when  the  subject  of  donation  is 
introduced  and  who  makes  the  request. 

As  indicated  in  Fig.  1,  the  consent  rate  for  donation  is 
18%  when  the  explanation  of  brain  death  and  the  donation 
request  are  simultaneous  or  discussed  in  the  same  conversa- 
tion. However,  when  there  is  a clear  separation  of  the  news 
of  the  death  and  the  introduction  of  the  subject  of  donation, 
referred  to  as  decoupling,  the  consent  rate  increases  to  65%.' 
The  results  of  the  study  indicate  that  when  a family  is  given 
time  to  assimilate  the  information  about  the  death,  they  were 
more  likely  to  consent  to  donation.  The  study  also  indicated 
that  the  OPO  coordinator  was  at  the  hospital  and  involved  in 
the  discussion  of  donation  with  the  family  when  the  conver- 
sation was  decoupled. 

As  shown  in  Table  1,  consent  is  given  most  often  when  a 
joint  effort  between  the  OPO  coordinator  and  the  physician 
or  hospital  staff  is  made.  Rates  of  consent  are  significantly 

TABLE  1 

CONSENT  RATE  BY  REQUESTER  ROLE 


Requester 

Requests 

Consent  Obtained 

Consent  Rate 

i OPO  Coordinator 

85 

57 

67% 

! Hospital  Staff 

64 

6 

9% 

Joint 

36 

27 

75% 

j Total 

185 

90 

49% 

From  Tennessee  Donor  Services,  Nashville. 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 


Rush  to  Judgment 


J.  Kelley  Avery,  MD 


Case  Report 

A 65-year-old  man  gave 
his  primary  care  clinic  physi- 
cian a history  of  gross  hema- 
turia for  two  weeks,  empha- 
sizing that  he  had  the  “flu” 
during  this  time,  but  was  im- 
proving. The  documented  phy- 
sical examination  was  con- 
fined to  the  genitalia  and  the 
digital  examination  of  the 
prostate.  The  physician  recor- 
ded that  there  was  some  ten- 
derness on  palpation  of  the 
epididymis  and  the  prostate, 
and  his  impression  was  that 
the  patient  had  some  infection 
of  the  lower  urinary  tract,  i.e., 
prostatitis  and  epididymitis. 
On  this  impression  an  appoint- 
ment was  made  for  the  patient 
to  be  examined  in  the  urology 
clinic.  Six  days  later  a urolo- 
gist saw  and  examined  him. 

The  examination  was  not 
recorded  by  the  specialist,  but 
on  the  basis  of  the  history, 
and  whatever  examination 
was  done,  an  IVP  and  biopsy 
was  ordered.  Three  days  later 
the  laboratory  reported  a 
PSA  of  7.9  (normal  0-4.0)  and  four  days  after  that  report  the 
IVP  was  reported.  It  read,  “Possible  duplicated  kidney  on 
the  left,  with  possible  cyst  or  mass  in  the  upper  pole  on  the 
left  kidney.  Enlarged  prostate  gland,  apparently  causing  blad- 
der outlet  obstruction.  Suggestion:  Ultrasound  of  the  kidneys 
for  further  evaluation.” 

As  far  as  the  documentation  is  concerned,  there  was  no 
pre-biopsy  evaluation  of  the  kidneys  as  recommended  in  the 
report.  The  biopsy  of  the  prostate  was  done  on  the  same  day 
as  the  IVP,  and  the  report  on  the  frozen  section  was,  “Needle 
biopsy  moderately  well  differentiated  adenocarcinoma  and 
chronic  prostatitis.”  About  a week  later  a bone  scan  was  done 


and  reported  as  negative.  Renal  ultrasonography  was  done  at 
this  time,  and  there  was  no  evidence  of  a solid  mass  in  the 
kidney,  but  in  the  upper  pole  of  the  left  kidney  there  was 
reported  what  was  consistent  with  a “complex  cyst.”  The  re- 
port further  read,  “Differential  diagnosis  would  include  simple 
cyst  complicated  by  hemorrhage  and  infection.  One  cannot 
exclude  carcinoma.”  No  other  abnormalities  were  reported. 

After  receiving  this  report,  the  urologist  discussed  with  the 
patient  both  radiation  and  radical  prostatectomy  for  his  diag- 
nosed cancer  of  the  prostate.  The  patient  agreed  to  the  radical 
surgical  procedure.  About  a month  after  he  first  presented  to 
the  primary  care  clinic,  a CT  of  the  abdomen  was  done.  The 
only  comment  was  that  there  was  a “moderate  hiatal  hernia  and 
possible  gallstones.”  The  record  did  not  include  a report  on  the 
examination  of  the  permanent  sections  of  the  prostate  biopsy. 

It  was  about  six  weeks  after  this  patient’s  initial  visit  to 
the  clinic  that  he  was  admitted  to  the  hospital  for  a radical 
prostatectomy.  Again  there  is  documented  a good  discussion 
of  the  risks  and  benefits  of  the  surgery,  except  that  in  the 
record,  no  mention  of  impotence  is  recorded  as  a complica-  ; 
tion.  He  was  taken  to  the  operating  room  where  the  proce- 
dure  was  carried  out  without  incident. 

The  following  day  the  pathology  report  was  attached  to  the 
chart.  It  reported  that  the  prostate  showed  benign  prostatic  hy-  , 
pertrophy  and  the  lymph  nodes  did  not  show  any  evidence  of  | 
malignant  disease.  After  the  patient’s  discharge  from  the  hos- 
pital, the  biopsy  of  the  prostate  was  reviewed  and  it  was  the 
consensus  of  all  the  pathologists  in  the  department,  including 
the  one  who  originally  reported  the  case,  that  the  diagnosis  was 
benign  prostatic  hypertrophy.  The  patient  was  informed  of 
the  error  at  the  first  routine  visit  to  the  clinic  after  the  surgery. 
He  did  well  after  surgery  except  that  three  months  afterward  i 
he  claimed  that  he  was  impotent  as  a result  of  the  operation. 

Six  months  later  a lawsuit  was  filed  charging  the  pathologist 
with  negligence  in  the  reporting  of  the  frozen  section  from  the 
prostate  as  cancerous  and  the  urologist  with  a deviation  from 
an  acceptable  standard  of  care  in  that  the  informed  consent  ' 
did  not  warn  him  of  possible  impotence  as  a complication. 

Loss  Prevention  Comments 

The  urologist  in  this  case  proceeded  to  act  on  the  informa-  1 
tion  he  had,  even  though  there  appeared  to  be  a “Rush  to  Judg- 
ment” in  that  the  decision  to  proceed  with  the  radical  surgery  I 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 
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was  made,  according  to  the  record,  less  than  a week  after  the 
patient  reported  to  the  clinic.  It  is  documented  that  this  decision 
was  made  before  the  workup  was  complete  in  that  the  possible 
complex  cyst  in  the  left  kidney  had  not  been  thoroughly  stud- 
ied to  rule  out  the  possibility  of  malignancy  in  the  kidney,  which 
would  have  been  consistent  with  the  original  complaint  of  gross 
hematuria.  There  was  the  lack  of  good  informed  consent  in  that 
the  possibility  of  impotence  was  not  a prominent  part  of  the 
discussion.  The  physician  said  in  deposition  that  he  did,  in  fact, 
mention  this  complication  but  in  the  documentation  of  that  dis- 
cussion bleeding  and  infection  only  were  made  a part  of  the 
record.  I am  sure  that  this  62-year-old  man  would  have  consid- 
ered this  possibility  as  one  of  the  most  important  and  threaten- 
ing. In  the  consideration  as  to  the  management  of  this  case,  the 
prospect  of  a “swearing  contest”  between  the  urologist  and  the 
patient  was  prominent  in  the  minds  of  the  defense  attorneys. 
Usually  the  patient  wins  such  a contest.  Both  the  clinician  and 
the  pathology  department  should  have  noted  the  absence  of  the 
permanent  diagnosis.  This  kind  of  system  failure  is  extremely 
common  in  cases  where  there  is  a bad  result,  and  only  in  retro- 
spect is  the  absence  of  the  critical  report  discovered.  This  is 
especially  damaging  when  the  error  is  discovered,  as  it  was  in 
this  case,  by  the  plaintiff  attorney  in  the  examination  of  the 


medical  record  of  the  patient  with  the  complaint. 

The  liability  of  the  pathologist  is  present  on  its  face.  This 
physician  was  a junior  member  of  the  department,  and  although 
in  retrospect  it  would  have  been  wise  to  ask  for  a more  senior 
review  of  the  tissue  before  the  final  report  was  issued,  this  was 
not  done.  One  must  wonder  why  that  in  the  departments  of 
pathology  it  is  not  a policy  for  this  to  be  done  routinely  and 
with  all  kinds  of  tissues  that  will  be  examined  by  the  physician 
brought  in  as  a new  member  of  the  team.  This  kind  of  policy 
may  exist,  but  if  it  does  it  was  not  followed  in  this  case.  The 
expectation  is  that  one’s  own  limitations  are  appreciated  and 
are  taken  into  account  by  the  physician  in  any  field  of  practice 
so  that  errors  are  prevented.  This  physician  apparently  felt  se- 
cure in  the  examination  of  this  frozen  section,  but  when  the 
re-examination  occurred,  was  willing  to  agree  that  the  original 
reading  had  been  an  error.  Should  practicing  physicians  delay 
radical  surgery  until  permanent  tissue  sections  are  examined? 
From  the  standpoint  of  loss  prevention,  the  answer  is,  “Yes.” 
This  practice  would  prevent  most  cases  that  turn  on  an  error  in 
tissue  diagnosis  made  by  a pathologist.  There  would  have  been 
ample  time  in  this  case  to  do  just  that.  It  is  now  consensus  that 
the  prognosis  of  the  patient  is  probably  never  significantly 
harmed  by  the  practice  of  waiting  for  the  permanent  sections. □ 


Organ  Donation  . . . 

(Continued  from  page  309) 

lower  when  the  hospital  staff  or  physician  approaches  the 
family  independently.2 

OPOs  strongly  support  a partnership  with  physicians  in 
this  process,  the  joint  goal  being  the  most  positive  interac- 
tion possible  with  the  family.  The  OPO  coordinator  will  al- 
ways consult  with  the  physician  prior  to  the  approach  to  de- 
termine the  dynamics  of  the  family,  and  will  direct  the 
conversation  to  best  meet  the  needs  of  the  family.  It  is  impor- 
tant that  the  subject  not  be  introduced  prior  to  the  OPO  refer- 
ral and  evaluation  of  the  patient’s  potential  for  donation.  This 
will  assure  that  the  donation  option  does  indeed  exist  and 
that  accurate  information  is  being  delivered  to  the  family  at 
the  most  appropriate  time.  As  a result  of  the  new  legislation, 
it  will  be  necessary  to  have  an  OPO  coordinator  on  site  to 
discuss  these  options  with  the  family,  as  the  OPO  is  the  des- 
ignated requester  specified  in  the  law.  OPO  coordinators  have 


all  the  details  to  assist  the  family  in  understanding  their  loved 
one’s  decision,  or  to  help  them  make  an  informed  choice  re- 
garding their  donation  options. 

The  intent  of  the  William  J.  Warner/Green  Hills  Rotary 
Club  Organ  Procurement  Act  of  1997  is  noble  and  achiev- 
able, but  a law’s  success  depends  upon  people  supporting  its 
goal.  Working  together  collaboratively,  physicians,  hospital 
personnel,  and  the  OPOs  in  Tennessee  have  the  opportunity 
to  make  a meaningful  difference  to  both  the  families  who 
may  wish  to  donate,  and  the  patients  who  depend  upon  a 
stranger’s  generous  “Gift  of  Life”  for  their  survival. □ 
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TMfl’s  TennCare  Troubleshooting  Guide 

If  you  are  a physician  in  active  practice  in  the  State  of  Tennessee,  there’s  a new  information  resource 
you  should  not  be  without:  A TMA  Physician’s  TennCare  Troubleshooting  Guide. 

After  months  of  coordinating  with  numerous  state  and  federal  agencies,  the  TennCare  Managed  Care 
Organizations  (MCOs)  and  Behavioral  Health  Organizations  (BHOs),  the  TMA  has  compiled  a 
reference  guide  to  help  Tennessee  physicians  get  what  they  and  their  patients  are  entitled  to  from  the 
TennCare  program.  The  65-page  Guide  is  fully  indexed  and  presented  in  a loose-leaf  format  so  that  it 
can  be  easily  updated  Best  of  all,  it’s  free  to  TMA  members! 

The  guide  features  a practical  five-step  process  doctors  should  use  when  they  cannot  obtain  pre- 
authorization for  medical  services  for  a patient,  and  another  to  use  when  an  MCO/BHO  has  refused  to 
pay  a claim.  And  not  only  is  the  Guide  helpful  to  physicians,  but  it  can — and  should — double  as  a 
training  and  reference  tool  for  the  entire  office  staff. 


The  Troubleshooting  Guide  gives  you: 

A complete  overview  of  the  appeals  and  complaints  process  including  routine  and  expedited 
services  appeals,  enrollee  payment  issues,  emergency  services  payment  disputes,  and 
physician  payment  complaints; 

What  you  should  know  and  do  before  you  file  a complaint; 

>-  Correct  claims  procedures  for  every  situation; 

>-  What  to  do  if  TennCare  reduces,  delays,  or  denies  approval  for  medical  treatment  or 
equipment  your  patient  needs; 

An  outline  of  general  arbitration  procedures; 

>-  Critical  contact  numbers  with  names  of  state  and  federal  officials  that  govern  TennCare  as 
well  as  an  MCO/BHO  contact  list; 

>-  An  appendix  packed  with  all  the  pertinent  forms,  flow  charts,  and  information  sheets  for 
physicians  and  their  staffs  to  copy  and  use  when  necessary. 


This  Guide  is  the  best  tool  physicians  have  ever  had  to 
ensure  that  they  and  their  patients  are  treated  fairly  by 
TennCare  MCOs  and  BHOs.  It  will  give  physicians  and 
their  staffs  the  resources  they  need  to  accurately  docu- 
ment their  TennCare  experiences. 

TMA  will  confidentially  track  and  compile  such  vital 
physician-generated  information  to  engender  meaningful 
improvements  in  the  TennCare  system  by  serving  as  an 
authentic  front-line  resource  for  HCFA,  the  TennCare 
Bureau,  and  the  State  Legislature. 


So  what  are  you  waiting  for?  Call  TMA  today  and  ask  for  your  free  copy  of 
A TMA  Physician’s  TennCare  Troubleshooting  Guide. 
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Introduction 

Many  states  have  imple- 
mented Medicaid  managed 
care  (MMC)  programs  de- 
spite little  data  documenting 
effects  on  quality  and  acces- 
sibility of  care.  Nowhere  has 
implementation  of  MMC 
been  as  rapid  or  as  inclusive 
as  in  Tennessee.12  Tennessee’s 
TennCare  program  expanded 
Medicaid  eligibility  to  in- 
clude 400,000  formerly  un- 
insured persons,  and  gave 
capitated  payments  to  12 
managed  care  organizations 
(MCOs)  to  provide  all  needed 
services  to  1 .2  million  enroll- 
ees.u  The  impact  of  this  im- 
portant health  care  delivery 
experiment  has  not  been  ad- 
equately evaluated.  1A5 

Physicians  are  key  informants  regarding  health  systems 
and  their  impact  on  patient  care.6  7 However,  most  studies  of 
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physician  experiences  with 
managed  care  have  focused 
on  physician  job  satisfac- 
tion.Only  a few  studies 
have  documented  physi- 
cians’ experiences  of  the 
impact  of  health  plans  on 
patient  care,12"15  and  despite 
major  national  transitions 
in  health  care  delivery  for  the 
Medicaid  population,  even 
fewer  studies  have  reported 
physicians’  experiences  un- 
der MMC.1617  The  Tennessee 
American  College  of  Physi- 
cians (ACP)  Survey  on  Tenn- 
Care documents  physicians’ 
experiences  with  a state- 
wide experimental  MMC 
program. 

Methods 

To  understand  important  dimensions  of  physician  experi- 
ence with  MMC  in  Tennessee,  we  conducted  an  administra- 
tive focus  group  and  semistructured  interviews  with  physi- 
cian members  of  the  Governor’s  Council  for  the  Tennessee 
ACP  prior  to  survey  development.  ACP  representatives  re- 
ported high  levels  of  dissatisfaction  with  the  TennCare  pro- 
gram overall,  and  frequent  experience  of  difficulties  deliver- 
ing effective  patient  care  due  to  complex,  unstandardized 
administrative  procedures  and  medication  formularies.  The 
survey,  derived  in  part  from  the  Commonwealth  funds  “Sur- 
vey of  Low  Income  Patient  Experiences  with  Managed  Care”18 
and  a review  of  the  literature,  was  structured  to  investigate 
these  identified  aspects  of  physician  experience  with  the  Tenn- 


ABSTRACT 

Despite  widespread  introduction  of  Medicaid  managed  care 
(MMC),  physicians  have  not  been  surveyed  regarding  its  im- 
pact on  patient  care.  This  study  documented  physician  expe- 
riences with  MMC  in  Tennessee,  where  a statewide  experi- 
mental managed  care  program  (TennCare)  delivers  services 
through  12  capitated  managed  care  organizations  (MCOs). 
Practicing  Tennessee  American  College  of  Physician  (ACP) 
members  (n=l,181)  were  questioned  regarding  recent  expe- 
rience with  the  TennCare  program,  assessment  of  the  pro- 
gram, and  suggestions  for  improvement.  The  results,  derived 
from  306  physician  respondents  (response  rate  26%),  were 
as  expected,  based  on  findings  of  a prior  administrative  fo- 
cus group  and  independent  surveys.  Physicians’  experiences 
were  similar  regardless  of  practice  type.  Most  physicians  rated 
the  TennCare  program  as  either  fair  (43%)  or  poor  (42%) 
overall.  The  majority  cited  administrative  complexity  as  a 
major  problem  that  frequently  adversely  affected  patient 
care.  Physician  experience  suggests  that  administrative  pro- 
cedures and  medication  formularies  should  be  streamlined 
and  standardized  to  improve  patient  care. 
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Care  program.  The  survey  consisted  of  Likert-type  items  with 
four  or  five  response  choices  that  asked  participants  to  de- 
scribe: (1)  whether  they  had  experienced  difficulties  in  pro- 
viding care  for  patients  under  the  TennCare  system  with  re- 
gard to  reimbursement,  plan  coverage,  care  delays, 
administrative  policies,  and  obtaining  needed  medications, 
specialty  care,  tests,  and  other  services;  (2)  their  rating  of  the 
TennCare  program  overall  and  with  regard  to  specific  pro- 
gram characteristics.  The  focus  group  sessions  were  also  used 
to  develop  specific  suggestions  for  program  improvement, 
for  which  survey  participants  were  asked  to  state  their  level 
of  agreement  or  disagreement. 

All  practicing  physician  members  of  the  Tennessee  Chap- 
ter of  the  ACP  (n=  1,181)  were  included  as  potential  partici- 
pants in  the  cross-sectional  survey.  The  ACP  has  the  largest 
physician  membership  of  board  certified  internists  of  any 
physician  organization  in  Tennessee,  and  its  members  prac- 
tice as  primary  care  and/or  subspecialty  providers.  Surveys 
were  mailed  to  all  members,  and  voluntary  participation  was 
requested  in  the  fall  of  1996.  Without  outreach  to  nonre- 
sponders, 308  physicians  completed  the  survey,  yielding  a 
26%  response  rate.  Two  surveys  were  excluded  from  analy- 
sis because  of  ineligibility  of  the  respondent  due  to  retire- 
ment or  incomplete  responses,  leaving  306  completed  sur- 
veys for  analysis.  The  sample  of  physician  respondents 
represents  a convenience  sample  of  16%  of  Tennessee  board 
certified  internal  medicine  physicians  (n=  1,952). 

Survey  data  were  entered  and  independently  reentered  by 
data  entry  personnel  and  differences  were  adjudicated.  Phy- 
sician responses  were  compared  according  to  practice  type 
(i.e.,  primary  care,  subspecialty,  or  combined  practice)  and 
degree  of  TennCare  exposure  (i.e.,  dichotomizing  practices 
as  to  whether  <25%  or  2=25%  of  the  patients  were  under 
TennCare)  using  the  chi-square  test  of  independence. 

Results 

The  practice  characteristics  of  the  306  participants  were 
similar  to  those  of  the  Tennessee  ACP  membership  as  a whole; 
62%  practiced  in  a group  setting,  17%  were  in  solo  practice, 
and  21%  were  in  an  academic  practice.  Only  3%  of  the  phy- 
sicians surveyed  practiced  in  an  HMO.*  Thirty-six  percent 
of  the  physicians  surveyed  worked  solely  as  primary  care 
physicians,  50%  worked  as  subspecialists,  and  14%  had  a 
combined  practice  in  which  they  provided  both  primary  and 
subspecialty  care.  The  majority  of  respondents  practiced  in 
urban  areas  and  generated  practice  incomes  between  $ 1 00,000 
and  $200,000  per  year.  There  were  no  major  differences  in 
practice  characteristics  by  practice  type  except  that  practice 
income  was  higher  for  subspecialists  (T’sS. 003).  Sixty-eight 


TABLE  1 

PERCENTAGE  OF  PROVIDER’S  PATIENTS  UNDER  TENNCARE 
BY  PRACTICE  TYPE* 


Practice  Type 


Percentage 

Primary  Care 

Subspecialty 

Combined 

Total 

<25% 

53  (60%) 

90  (73%) 

27  (75%) 

170  (68%) 

25%  to  50% 

20  (22%) 

24  (19%) 

6 (17%) 

50  (20%) 

50%  to  75% 

8 (9%) 

6 (5%) 

1 (3%) 

15  (6%) 

>75% 

8 (9%) 

4 (3%) 

2 (6%) 

14  (6%) 

‘Because  of  rounding,  column  percentages  may  not  sum  to  100%. 


percent  of  physicians  reported  that  less  than  25%  of  their 
patients  were  under  TennCare,  20%  reported  25%  to  50%, 
6%  reported  50%  to  75%  and  6%  reported  >75%  (Table  1). 
In  general,  the  percentage  of  a provider’s  patients  under 
TennCare  did  not  vary  significantly  by  practice  type.  How- 
ever, primary  care  physicians  typically  had  more  TennCare 
patients  in  their  practices  than  other  physicians  (P<. 030). 
Table  2 demonstrates  that  most  respondents  limited  their  par- 
ticipation in  TennCare  in  some  way,  either  by  accepting  only 
patients  from  certain  MCOs  (59%),  limiting  new  TennCare 
patients  (21%),  accepting  only  Medicare/TennCare  dually 
eligible  patients  (8%),  or  accepting  no  new  TennCare  patients 
(10%).  However,  18%  of  respondents  accepted  patients  from 
all  MCOs.  Only  4%  of  the  respondents  did  not  currently  see 
TennCare  patients. 

Physicians  reported  similar  experiences  with  the  TennCare 
system  regardless  of  practice  type  or  degree  of  TennCare  ex- 
posure (Table  3).  Sixty-seven  percent  responded  that  inad- 
equate reimbursement  was  a major  problem,  and  26%  con- 
sidered it  a minor  problem.  The  majority  of  respondents 
reported  experiencing  major  problems  with  the  TennCare  sys- 
tem both  in  dealing  with  confusing  and  complex  rules  and  in 
obtaining  needed  medications  for  patients.  Most  physicians 
also  reported  either  major  or  minor  problems  with  the  plan 
covering  needed  treatment,  care  delays  while  awaiting  plan 
approval,  and  obtaining  needed  specialty  care,  diagnostic  tests 
and  other  services.  Subspecialists  were  more  likely  to  report 


TABLE  2 

PRACTICE  ACCEPTANCE  OF  TENNCARE  PATIENTS 
BY  PRACTICE  TYPE* 


Practice  Type 


Acceptance  Practices  Primary  Care 

Subspecialty 

Combined 

Total 

All  MCOs 

13  (14%) 

32  (26%) 

4 (11%) 

49  (18%) 

Select  MCOs 

58  (63%) 

70  (56%) 

22  (61%) 

179  (59%) 

Limit  New  TC  Patients 

31  (34%) 

14  (11%) 

10  (28%) 

65  (21%) 

MedicareTTC  Duals  Only 

11  (12%) 

5 (4%) 

3 (8%) 

25  (8%) 

No  New  TC  Patients 

7 (8%) 

10  (8%) 

5 (14%) 

29  (10%) 

No  TC 

4 (4%) 

2 (2%) 

2 (6%) 

12  (14%) 

*Since  these  practice  characteristics  were  not  necessarily  mutually 
exclusive,  percentages  may  not  total  to  100. 


Column  percentages  do  not  total  100%  because  respondents  were  free  to 
choose  greater  than  one  response. 
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TABLE  3 

TENNCARE  EXPERIENCE  IN  LAST  12  MONTHS** 


Major 

Minor 

No 

Not 

Problem 

Problem 

Problem 

Sure 

Inadequate  Reimbursement 

189 

(67%) 

74  (26%) 

12 

(4%) 

7 (2%) 

Needed  Treatment  Not  Covered 

127 

(46%) 

100  (36%) 

43 

(16%) 

5 (2%) 

Care  Delays  Awaiting  Approval 

106 

(39%) 

123  (45%) 

39 

(14%) 

3 (1%) 

Confusing/Complex  Rules 

154 

(55%) 

100  (36%) 

23 

(8%) 

2 (1%) 

Access  to  Needed  Medications 

193 

(69%) 

80  (28%) 

6 

(2%) 

2 (1%) 

Access  to  Needed  Specialty  Care 

114 

(43%) 

88  (33%) 

55 

(21%) 

6 (2%) 

Access  to  Diagnostic  Tests 

54 

(21%) 

116  (45%) 

82 

(32%) 

7 (3%) 

Access  to  Other  Services* 

94 

(40%) 

72  (31%) 

38 

(16%) 

30(13%) 

*Participants  were  also  given  the  opportunity  to  respond  not  applicable  (NA)  to 
each  category  listed  and  NA  responses  are  not  included  in  the  table. 

♦Because  of  rounding  row  percentages  may  not  sum  to  100%. 

♦Examples  of  "other  services"  listed  on  the  survey  include:  mental  health  and 
substance  abuse  services,  physical  therapy,  occupational  therapy,  and  home 
health  services 

that  inadequate  reimbursement  was  a major  problem  (P=S.028) 
but  otherwise  no  differences  between  subgroups  were  seen. 

Most  survey  respondents  rated  the  TennCare  program  un- 
favorably (Table  4).  There  was  marked  uniformity  of  opinion 
regarding  the  following  suggestions  for  program  improve- 
ment (Table  5).  Most  respondents  agreed  that  a single  pro- 
vider credentialing  process  should  be  established,  and  that 
MCO  administrative  processes  should  be  standardized.  Speci- 
fic examples  given  for  procedures  needing  standardization 
included  procedures  for  submitting  claims  and  obtaining  treat- 
ment authorization,  prior  approval  of  non-formulary  medi- 
cations, and  appeals  of  denials.  Similarly,  most  respondents 
agreed  that  drug  formularies  should  be  standardized,  and  that 
programs  should  be  instituted  to  confirm  that  all  disenroll- 
ments  are  appropriate.  There  were  no  differences  in  physi- 
cian opinion  according  to  practice  type  or  degree  of  TennCare 
exposure,  except  that  more  subspecialists  thought  that  the  pri- 
mary care  physician  gatekeeper  role  should  be  eliminated 
(PsS.001). 

Discussion 

This  survey  demonstrates  that  ACP  member  physicians 
have  had  similar  experiences  with  the  TennCare  program  and 
have  remarkably  uniform  opinions  regarding  its  problems  and 
most  urgent  needs  for  improvement.  Tennessee  physicians 
consistently  reported  major  problems  with  administrative 
complexities  and  excessive  required  phone  work  and  paper- 
work, which  were  considered  to  cause  care  delays  and  ad- 
versely affect  patient  care.  The  respondents  uniformly  re- 
sponded that  MCO  administrative  procedures,  medication 
formularies,  and  credentialing  processes  should  be  standard- 
ized to  improve  care  for  patients  under  TennCare. 

The  current  study  has  some  significant  limitations.  The 
low  response  rate  might  bias  the  results  toward  those  unhappy 
with  the  program,  who  might  be  more  likely  to  respond.  How- 


ever, the  actual  response  rate  would  have  been  much  higher 
if  we  had  been  able  to  effectively  exclude  physicians  who 
did  not  participate  in  TennCare  at  all,  since  these  physicians 
would  be  particularly  unlikely  to  respond.  The  current  sur- 
vey might  also  be  biased  toward  negative  responses  by  the 
frequent  use  of  negatively  phrased  questions  such  as  “inad- 
equate reimbursement”  or  “confusing/complex  rules”  rather 
than  “adequate  reimbursement”  and  “clear/simple  rules  and 
procedures.”  Similarly,  a wider  spectrum  of  affirmative  and 
negative  response  choices  would  further  facilitate  unbiased 
physician  response. 

It  is  also  possible  that  Tennessee  physicians  would  report 
similar  dissatisfaction  with  the  administrative  complexity  they 
face  in  dealing  with  other  private  insurers,  health  mainte- 
nance organizations  and  MCOs  with  individual  credentialing, 
authorization,  and  formulary  programs.  Physicians  provid- 
ing care  under  multiple  MCO  contracts  for  any  population 
are  likely  to  experience  difficulties.  Future  studies  should 
document  and  compare  physicians’  experiences  with  indi- 
vidual Medicaid  MCOs  and  with  other  private  and  public 
health  plans  to  further  elucidate  the  health  plan  characteris- 
tics that  are  associated  with  efficient  and  effective  patient 
care  from  the  physician’s  perspective. 

Regardless  of  these  potential  limitations,  based  on  other 
data  sources  the  study’s  main  findings  were  as  expected.  The 
results  corroborate  the  findings  of  an  administrative  focus 
group  and  semistructured  interviews  of  Tennessee  ACP  rep- 
resentatives. The  results  were  also  consistent  with  those  of 
the  1 997  TMA  Membership  Survey  regarding  TennCare  sat- 
isfaction and  participation,  although  that  survey  also  is  lim- 
ited by  a low  response  rate  (20.8%). 16  Additionally,  an  inde- 
pendent survey  of  a random  sample  of  200  physicians  in  East 
Tennessee  (response  rate  49%)  similarly  demonstrated  that 
over  80%  of  physicians  rated  the  TennCare  program  as  un- 
satisfactory or  unacceptable  overall,  and  physicians  expressed 
particular  dissatisfaction  regarding  prescription  plans  under 
TennCare.17  It  is  also  important  to  note  that  even  if  all  the 
survey  nonrespondents  favored  the  TennCare  program,  at  a 
minimum  the  results  indicate  that  over  20%  of  Tennessee 
ACP  member  physicians  were  dissatisfied  with  the  program. 
This  current  study  has  special  implications  as  the  first  pub- 

TABLE  4 

PHYSICIAN  RATING  OF  THE  TENNCARE  PROGRAM* 

Excellent  Good  Fair  Poor  Not  Sure 

Overall  Rating  3 (1%)  36  (12%)  129  (43%)  126  (42%)  6 (2%) 

Access  to  Specialty  Care  2 (1%)  49  (17%)  111  (38%)  111  (38%)  21  (7%) 

Required  Paperwork  0 (%)  17  (6%)  84  (28%)  189  (63%)  8 (3%) 

Required  Phone  Work  0 (%)  10  (3%)  51  (17%)  230  (77%)  7 (2%) 

Reimbursement  1 (<1%)  7 (2%)  54  (18%)  223  (76%)  8 (3%) 

‘Because  of  rounding,  row  percentages  may  not  sum  to  100%. 
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TABLE  5 


SUGGESTIONS  FOR  PROGRAM  IMPROVEMENT* 


Strongly  Agree 

Agree 

Disagree 

Strongly  Agree 

Decrease  Benefit  Package  to  Actuarially  Sound  Level 

71  (28%) 

102  (40%) 

59  (23%) 

22  (9%) 

Decrease  Number  of  Enrollees 

44  (17%) 

62  (24%) 

110  (43%) 

38  (15%) 

Increase  TennCare  Availability 

53  (21%) 

102  (40%) 

68  (27%) 

33  (13%) 

Establish  Single  Provider  Credentialing  Process 

148  (60%) 

83  (34%) 

15  (6%) 

2 (1%) 

Standardize  MCO  Administrative  Processes 

197  (72%) 

72  (24%) 

3 (1%) 

3 (1%) 

Confirm  Disenrollment  Appropriateness 

98  (44%) 

117  (53%) 

8 (4%) 

0 (%) 

Standardize  Formulary 

177  (64%) 

84  (30%) 

11  (4%) 

4 (1%) 

Eliminate  Physician  Gatekeeper  Role 

67  (26%) 

59  (22%) 

89  (34%) 

48  (18%) 

‘Because  of  rounding  row  percentages  may  not  sum  to  100%. 


lished  survey  to  document  physicians’  experiences  with 
MMC.  These  preliminary  findings  call  attention  to  the  dearth 
of  data  in  this  field  and  encourage  further  controlled  analy- 
ses to  replicate  the  current  results. 

When  the  ACP  supported  universal  insurance  with  stan- 
dardized benefits  for  Americans  in  1992,  a central  argument 
was  that  without  standardization,  administrative  complexity 
would  seriously  interfere  with  health  care  delivery. 19  The  cur- 
rent data  suggest  that  these  fears  have  been  realized.  Man- 
aged care  usually  increases  administrative  costs,  and  under 
TennCare,  administrative  costs  have  been  shown  to  represent 
a larger  proportion  of  Medicaid  expenditures.2"  However, 
these  increased  figures  do  not  include  administrative  costs 
born  by  providers  under  MMC.  More  than  ten  surveyed  phy- 
sicians volunteered  that  they  had  hired  one  or  more  new  em- 
ployees directly  as  a result  of  new  administrative  responsi- 
bilities incurred  under  TennCare.  Focus  group  participants 
suggested  that  this  experience  has  been  common  and  may 
account  for  much  of  Tennessee  physicians’  dissatisfaction 
with  reimbursement  under  TennCare.  Several  respondents  re- 
ported that  they  had  stopped  billing  for  TennCare  patients, 
whom  they  continued  to  see,  because  the  administrative  costs 
associated  with  the  complicated  authorization  and  billing  pro- 
cedures outweighed  the  limited  income  that  could  be  gener- 
ated through  the  provision  of  medical  care  for  these  patients. 

The  Tennessee  ACP  Survey  documents  that  physicians 
under  TennCare  spent  an  increased  proportion  of  their  time 
dealing  with  paperwork,  phone  work,  and  documentation  is- 
sues related  to  administrative  demands  placed  on  them  by 
MCOs,  and  that  these  requirements  impeded  their  ability  to 
provide  effective  and  efficient  patient  care.  Despite  these  prob- 
lems, most  physicians  did  not  want  to  decrease  the  number 
of  MMC  beneficiaries  in  Tennessee.  The  TennCare  program 
has  markedly  expanded  insurance  coverage  for  many  vul- 
nerable citizens.  Tennessee  physicians  agreed  that  care  for 
these  patients  can  be  improved  by  streamlining  and  standard- 
izing administrative  procedures  and  medication  formularies. 
These  findings  merit  immediate  attention,  replication,  and 


action  to  reduce  administrative  barriers  to  efficient  patient 
care  under  MMC.  By  providing  detailed  information  regard- 
ing physicians’  experiences  with  TennCare,  future  surveys  of 
Tennessee  physicians  have  the  potential  to  directly  involve 
practitioners  in  ongoing  program  improvement  efforts. □ 
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Chronic  Sinusitis  as  a Cause  of 
Prolonged  Fever 


Verne  E.  Gilbert,  MD 

Introduction 

While  fever  has  been  observed  frequently  in  patients  with 
acute  sinusitis,  1 chronic  infections  of  sinuses  have  not  been 
implicated  as  important  causes  of  prolonged  fever.  In  several 
large  studies  of  patients  with  obscure  fevers,  sinusitis  have 
not  been  reported  in  adults,2'4  and  only  rarely  found  in  chil- 
dren.5'7 It  is  the  purpose  of  this  report  to  illustrate  that  pro- 
longed fevers  may  be  caused  by  chronic  sinusitis. 

Results 

Table  1 lists  clinical  findings  from  eight  patients  who  had 
prolonged  fevers  caused  by  chronic  sinusitis.  The  observed 
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fevers  lasted  between  3.5  and  20  weeks,  and  were  low  grade 
(99- 1 00°F).  Six  (patients  1 -6)  had  fevers  of  unknown  origins 
(FUO),  while  two  others  (patients  7,8)  complained  of  facial 
pain  and  nasal  drainage.  A variety  of  medical  problems  and 
complaints  were  present  in  six  who  had  FUO.  These  included 
sever  fatigue  (patient  1)  drug  induced  hepatitis  (patient  2), 
severe  fatigue  (patient  4),  coronary  artery  disease,  multiple 
cardiac  extrasystoles  (patient  5),  diabetes  mellitus,  and  heart 
failure  (patient  6). 

Physical  signs  observed  in  6 (patient  1 -4,7,8)  suggested 
sinus  infections.  These  included  nasal  edema  and  anterior 
nasal  or  posterior  pharyngeal  exudative  drainage.  Ethmoid 
sinusitis  was  associated  with  nasal  edema  (patients  2,7).  Gram 
stains  of  nasal  secretions  from  eight  revealed  numerous  neu- 
trophils which  also  suggested  sinusitis.  Bacterial  pathogens 
were  isolated  from  nasal  secretions  of  six,  and  included  S. 
aureus  and  S.  pneumoniae  (patients  1,2, 4, 6-8).  All  patients 
had  partial  or  complete  opacifications  of  one  or  more  sinuses. 


TABLE  1 

CLINICAL  FINDINGS  FROM  EIGHT  PATIENTS  WITH  CHRONIC  SINUSITIS  AND  PROLONGED  FEVER 


Patient 

Age/Sex 

Temperature 
(degrees  F) 

Fever 

(weeks) 

Physical  Signs 

Nasal 

Gram  Stain 

Nasal 

Microbiology 

Radiographs  Sinuses 

1 

18/F 

99.8 

12 

Posterior 

pharyngeal  drainage 

Neutrophils 

S.  aureus 

Thickened  membranes,  right  and  left 
maxillary  sinuses 

2 

42/F 

99.6 

10 

Nasal  edema,  posterior 
pharyngeal  drainage 

Neutrophils 

S.  aureus 

Opacifications  ethmoid  sinuses 

3 

17/M 

99.9 

16 

Posterior  pharyngeal 
drainage 

Neutrophils 

Normal  Flora 

Opacification  and  thickened 
membrane  right  maxillary  sinus 

4 

39/M 

100 

4 

Right  anterior 
nasal  drainage 

Neutrophils 

S.  aureus 

Opacification  right  maxillary  sinus 

5 

78/M 

99.8 

20 

None 

Neutrophils 

Normal  Flora 

Opacifications  and  thickened  membrane 
right  and  left  maxillary  sinuses 

6 

46/M 

99.5 

12 

None 

Neutrophils 

S.  aureus 

Opacification  sphenoid  and  left 
maxillary  sinuses 

7 

57/F 

99.0 

4 

Nasal  edema,  posterior 
pharyngeal  and  anterior 
nasal  drainage 

Neutrophils 

S.  aureus 

Partial  or  complete  opacifications  all 
sinuses 

8 

65/F 

100 

3.5 

Posterior  pharyngeal 
drainage 

Neutrophils 

S.  pneumoniae 

Opacification  right  and  left  maxillary 
sinuses 
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Fever  resolved  and  radiographs  of  sinuses  cleared  after  anti- 
biotic treatments. 

Discussion 

Patients  with  prolonged  or  unknown  fevers  pose  vexing 
clinical  problems.  That  these  conditions  may  be  caused  by 
chronic  sinusitis  is  illustrated  by  the  eight  patients  described 
here.  Fevers  observed  were  low-grade.  Physical  clues  for  the 
diagnosis  of  chronic  sinusitis  included  nasal  edema  and  exu- 
dative nasal  drainages.  In  addition,  the  presence  of  neutro- 
phils in  gram  stains  of  nasal  secretions  from  all  patients  sug- 
gested sinusitis.  This  simple  procedure  may  be  valuable  during 
investigations  of  patients  with  prolonged  fever. 


Conclusion 

Chronic  sinusitis  may  cause  prolonged  fever.G 
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Introduction 

Penetrating  injuries  often  constitute  a significant  portion 
of  the  patient  makeup  in  urban  trauma  centers.  Hunting  mis- 
haps, assaults,  and  police  work  can  result  in  the  presence  of 
gunshot  wound  victims  in  almost  any  emergency  department. 
The  appropriate  management  of  these  patients  is  predicated 
largely  on  an  understanding  of  the  physical  damage  created 
by  bullets.  The  use  of  assault  weapons,  such  as  the  AK-47, 
and  their  associated  high-velocity  projectiles  is  becoming 
increasingly  common.1  In  this  article  we  review  the  ballistics 
of  high-velocity  weapons. 

Case  Report 

A 26-year-old  bouncer  was  shot  three  times  with  a Soviet 
AK-47  assault  rifle  while  working  at  a Nashville  nightclub. 
He  was  admitted  to  the  emergency  department  with  tachy- 
cardia, hypotension,  and  hypothermia.  The  three  entrance 
wounds  were  in  the  right  biceps  muscle,  right  chest,  and  right 
anterior  thigh.  An  exploratory  celiotomy  revealed  injuries  to 
the  right  colon,  the  transverse  colon,  the  gallbladder,  and  seg- 
ment five  and  six  of  the  liver.  After  debridement  of  necrotic 
liver  and  suture  ligation  of  bleeding  vessels,  a cholecys- 
tectomy, and  right  hemicolectomy,  were  done,  his  abdomen 
was  towel  clipped  per  damage  control  celiotomy  protocol, 
and  he  was  transferred  to  the  surgical  intensive  care  unit. 
Postoperatively,  the  patient  was  quite  unstable  despite  vigor- 
ous fluid  and  blood  product  resuscitation,  and  on  day  2 at  a 
repeat  laparotomy  several  branches  of  his  right  hepatic  vein 
and  artery  were  ligated.  His  abdomen  was  then  re-packed 
and  towel  clipped  closed.  He  then  began  to  develop  ARDS, 
and  was  covered  with  broad-spectrum  antibiotics  for  pneu- 
monia. On  hospital  day  4,  a great  deal  of  discharge  was  noted 
to  be  coming  from  the  entrance  wound  on  his  chest,  and  when 
the  wound  was  explored  at  the  bedside,  a foul  smelling  bloody 
fluid,  which  was  felt  to  be  coming  from  the  abdomen,  was 
found  deep  within  the  wound.  The  patient  tolerated  a third 
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exploratory  celiotomy,  with  removal  of  intra-abdominal  pack- 
ing, resection  of  necrotic  portions  of  abdominal  muscle  and 
liver,  re-establishment  of  GI  continuity,  placement  of  drains, 
and  closure  of  the  abdomen  with  Dexon  mesh,  and  by  hos- 
pital day  10,  he  was  making  good  progress.  He  was  weaned 
from  the  ventilator,  and  the  renal  insufficiency  that  devel- 
oped during  his  hospital  course  was  improving.  He  left  the 
hospital  tolerating  a regular  diet,  and  has  had  no  further  dif- 
ficulties other  than  a ventral  hernia,  which  was  repaired  at  a 
later  date. 

Epidemiology 

The  state  of  Tennessee  has  consistently  had  more  injuries 
from  firearms  than  the  national  average,  with  a death  rate 
from  firearms  of  18.65  per  100,000  population  (980  deaths) 
in  1995  alone.  The  national  death  rate  was  13.68  per  100,000 
population  (35,957  deaths)  due  to  firearm-related  injuries.2 
Physicians  are  faced  with  an  epidemic  of  gun  violence  in  this 
country,  much  of  which  is  based  in  the  southern  states.  From 
1960  to  1980  the  population  of  the  United  States  grew  by 
20%,  during  which  time  homicide  deaths  due  to  gunshot 
wounds  increased  by  a staggering  160%.  Medium-sized  cit- 
ies such  as  Nashville  have  seen  the  largest  increases  in  gun 
violence.3  Gunshot  wounds  are  no  longer  solely  the  domain 
of  the  military  surgeon,  as  busy  trauma  centers  continue  to 
treat  large  numbers  of  firearm-related  injuries,  the  number 
of  which  has  been  steadily  increasing  over  the  last  25  years. 
It  is  estimated  that  if  this  trend  continues  they  may  outnum- 
ber injuries  due  to  motor  vehicle  accidents  by  the  year  2003. 4 
The  majority  of  these  injuries  continue  to  be  in  men  (85%) 
and  under  39  years  of  age.  The  cost  to  society  of  these  lost 
lives  and  disability  is  immeasurable. 

Discussion 

Internal  Ballistics.  Internal  ballistics  is  the  motion  of  the 
projectile  within  the  weapon.  Rifling  is  the  term  applied  to 
the  grooves  cut  into  the  inner  surface  of  the  barrel,  which 
initiate  the  spinning  of  the  projectile  and  thereby  increase  its 
stability.  The  best  analogy  is  the  classic  spiral  football  throw: 
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Figure  2.  (Top  to  Bottom)  Low-velocity  bullet  tract  with  minimal  cavita- 
tion. High-velocity  bullet  tract  with  small  entrance,  small  exit  and  large 
amount  of  internal  cavitation.  High-velocity  bullet  tract  with  large  exit 
wound  from  cavitation.  High-velocity  bullet  tract  with  no  exit,  large  amount 
of  internal  cavitation.  High-velocity  bullet  tract  with  cavitation  and  frag- 
mentation of  projectile. 


The  faster  the  rate  of  spin,  the  greater  the  stability  of  the  bullet. 

The  bullet  accelerates  in  the  barrel  due  to  the  explosion  of 
the  gunpowder  (which  is  not  instantaneous)  and  reaches 
maximal  velocity  as  it  exits  the  barrel  (muzzle  velocity).  Af- 
ter leaving  the  barrel,  the  bullet  continually  decelerates  until 
it  reaches  the  target.  Muzzle  velocity  is  determined  by  sev- 
eral factors,  including  the  quantity  of  gunpowder,  the  mass 
of  the  projectile,  and  the  length  of  the  barrel.  In  the  United 
States,  firearms  are  classified  based  on  the  bullet  diameter  in 
inches  (caliber).  A .223-caliber  rifle,  for  example,  fires  pro- 
jectiles that  are  .223  inches  in  diameter.5 

External  Ballistics.  External  ballistics  is  concerned  with 
the  study  of  the  behavior  of  the  bullet  between  the  rifle  and 
the  target.  As  the  distance  to  the  target  increases,  kinetic  en- 
ergy is  lost  from  the  projectile,  and  this  results  in  a more 
pronounced  effect  on  the  eventual  injury  pattern.  Hence,  ex- 
ternal ballistics  is  important  when  considering  high-powered 
rifles  (M-16,  AK-47),  but  nearly  inconsequential  when  study- 
ing handgun  injuries,  because  lower  velocity  projectiles  are 
less  likely  than  a high-velocity  projectile  to  be  affected  by 
drag. 

The  energy  delivered  to  the  target  from  the  projectile  is 
determined  by  the  mass  of  the  bullet  and  the  muzzle  velocity 
(KE  = V2  MV2)  minus  the  energy  lost  during  flight.  The 
amount  of  energy  lost  is  dependent  on  the  ballistic  coefficient 
(BC).  The  BC  represents  a bullet’s  tendency  to  overcome  air 
resistance  and  to  reach  the  target  with  as  much  retained  en- 
ergy as  possible.  A heavy,  long,  thin  bullet  would  have  a higher 
ballistic  coefficient  than  a light,  round  bullet.  The  bullet’s 
shape  and  BC  factor  into  energy  conservation.  A pointed  bullet 
is  better  at  maintaining  energy  than  a round  bullet.5-6 

Despite  the  rifling  of  modern  barrels,  bullets  still  leave 
the  muzzle  with  less  than  perfect  spin.  Excessive  tumbling 
of  the  bullet  will  cause  rapid  loss  of  energy  during  flight.  The 
lesser  imperfections  of  spiral  flight,  known  as  yaw,  preces- 
sion, and  nutation,  denote  the  bullet’s  tendency  to  deviate 
from  a longitudinal  axis  of  flight  (Fig.  1 ).  The  higher  the  rate 
of  spin  imparted  by  the  rifling  to  a projectile,  the  less  the 
yaw,  and  the  greater  flight  stability  that  will  result. 

Terminal  Ballistics  (Wound  Ballistics).  Terminal  or  wound 
ballistics  is  the  study  of  the  projectile  as  it  passes  through  its 
target.  The  forces  affecting  the  projectile  in  flight  are  magni- 
fied as  the  projectile  passes  through  tissue  because  of  the 
increased  density  of  the  tissue.  A small  amount  of  yaw  in 
flight  from  a high-velocity  weapon  often  translates  into  tum- 
bling within  the  target,  which  is  an  important  determinant  of 
tissue  destruction  for  two  reasons.  First,  as  the  bullet  tumbles 
90  degrees  perpendicular  to  its  flight  axis,  it  displaces  much 
more  tissue.2  The  second  reason  is  that  tumbling  causes  the 
projectile  to  slow  rapidly,  releasing  its  kinetic  energy  to  the 
tissue.  A projectile  that  passes  through  the  tissue  without  tum- 
bling will  often  exit  the  body  without  releasing  its  kinetic 
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TABLE  1 

DENSITY  AND  ELASTICITY  OF  COMMON  TISSUES 


Tissue 

Specific  Gravity 

Elasticity 

Lung 

0.4  - 0.5 

High 

Fat 

0.8 

High 

Muscle 

1.02 

High 

Skin 

1.09 

High 

Liver/Spleen/Brain 

1.01  - 1.02 

Low 

Bone 

1.111 

Low 

energy,  and  thus  will  not  cause  as  much  of  tissue  destruction 
as  one  that  transfers  all  of  its  kinetic  energy  to  the  tissue  by 
tumbling.  The  release  of  kinetic  energy  of  a projectile  that  is 
at  90  degrees  of  yaw  can  be  up  to  20  times  the  energy  release 
rate  at  zero  degree  yaw.2  A more  stable  bullet  with  a higher 
BC  tumbles  more  slowly,  and  releases  its  kinetic  energy  more 
deeply  within  the  tissue.  This  could  mean  the  difference  be- 
tween a huge  surface  wound  with  little  internal  destruction 
and  a deceptively  small  entrance  wound  with  massive  inter- 
nal destruction,6  as  in  this  case  (Fig.  2). 

A critical  factor  in  wound  production  is  the  projectile’s 
ability  to  form  a temporary  wound  cavity.  All  bullet  wounds 
produce  a permanent  wound  cavity,  which  corresponds  to  the 
size  of  the  projectile  (caliber),  and  the  amount  of  tumbling. 
The  elastic  recoil  of  the  tissues  forms  the  temporary  cavity 
and  trapped  air,  which  is  sucked  into  the  wound  as  the  pro- 
jectile passes  through  the  tissue.  High-velocity  weapons  have 
the  ability  to  form  large  temporary  cavities,  causing  damage 
out  of  proportion  to  the  bullet’s  diameter  (caliber).  As  the 
projectile  moves  through  the  tissue,  it  expends  its  kinetic  en- 
ergy and  forms  a pressure  wave  within  the  tissue.  The  den- 
sity and  the  elastic  recoil  of  the  tissue  determine  the  size  of 
the  total  wound  cavity.  In  an  organ  such  as  the  liver,  which  is 
very  dense  and  has  little  elastic  recoil,  the  damage  caused  by 
the  temporary  cavity  can  be  extensive,  as  in  the  patient  de- 
scribed in  the  case  report.  However,  if  the  tissue  is  less  dense 
and  has  substantial  elastic  recoil,  such  as  the  lung,  the  dam- 
age might  be  minor26-7  (Table  1). 

High-Velocity  Weapons.  Rifles  are  high-velocity  weapons 
that  come  in  hundreds  of  different  calibers.  The  most  com- 


TABLE  2 

BALLISTICS  OF  VARIOUS  RIFLE  CARTRIDGES 


Cartridge 

Bullet  Weight 

(gm) 

Muzzle  Velocity 
(ft/sec) 

Muzzle  Energy 
(ft-lb) 

.223  (M-16) 

55 

3,240 

1,282 

.30-30 

150 

2,390 

1,902 

7.62  X 39  (AK-47) 

122 

2,300 

1,470 

.30  Carbine 

110 

1,990 

967 

.308  (M-14) 

150 

2,820 

2,648 

.30-06 

150 

2,910 

2,820 

mon  varieties  seen  in  both  civilian  and  military  trauma  are 
shown  in  Table  2.  The  speed  of  a rifle  bullet  ranges  from 
1,600  to  4,000  ft/sec.  With  this  velocity,  the  energy  that  the 
bullet  can  transmit  to  the  tissue  is  extensive.  Typically,  these 
injuries  have  extensive  tissue  loss  and  devitalization.  The 
extent  of  damage  caused  by  a high-velocity  injury  is  usually 
very  impressive.  The  actual  differences  between  “assault” 
weapons  and  the  rifles  used  to  hunt  large  game  are  quite 
small.  Many  of  these  weapons  are  nearly  interchangeable,  the 
main  difference  being  that  assault  weapons  typically  have  a 
larger  magazine  (20  to  50  rounds)  than  most  hunting  rifles. 

Military  style  weapons  are  being  used  with  increasing  fre- 
quency in  civilian  trauma.  A study  of  homicides  in  New  York 
City  found  that  assault  weapons  were  involved  in  16%  of  the 
homicides  studied/  The  wounds  caused  by  these  high-ve- 
locity rifles  frequently  require  extensive  debridement  of  soft 
tissue  and  bone,  and  often  have  associated  vascular  injuries. 
High-velocity  wounds  to  the  torso  are  likely  to  be  fatal.1 

Ammunition.  The  type  of  ammunition  used  can  have  a 
significant  effect  on  the  extent  of  damage  done  by  the  pro- 
jectile. The  use  of  hollow-point  bullets  is  becoming  increas- 
ingly popular  in  law-enforcement,  hunting,  and  criminal  ap- 
plication. A hollow-point  bullet  has  a tip  with  an  empty  core. 
As  the  projectile  hits  the  target,  the  hollow-point  expands  by 
partially  peeling  away.  This  bullet  has  been  shown  in  ballis- 
tic studies  to  make  a larger  permanent  cavity  than  lead  or 
metal-jacketed  bullets.  A hollow-point  bullet  from  a high- 
velocity  weapon  frequently  causes  fatal  or  life-threatening 
wounds.4 

Conclusion 

Civilian  surgeons  are  increasingly  seeing  more  higher  ve- 
locity wounds  than  ever  before,  due  to  increasing  violence 
in  our  society  and  the  proliferation  of  firearms.  Clearly,  we 
must  remember  the  lessons  our  military  counterparts  have 
learned,  and  have  a working  knowledge  of  the  physics  of 
ballistics.  Civilian  trauma  surgeons  also  have  the  potential 
to  see  more  severe  injuries  than  the  military  surgeon  caring 
for  the  gunshot  victim  because  of  the  more  sophisticated  and 
deadly  hollow-point  ammunition  being  used  in  civilian 
shootings. □ 
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Tennessee  Targeting  Strategies 
To  Address  Coexisting  Disorders 

Melanie  L.  Hampton,  MED,  EdS;  Stephanie  W.  Perry,  MD; 

Judy  R.  Regan,  MD 


Dual  diagnosis  is  a substance  abuse/dependency  disorder 
with  a coexisting  psychiatric  disorder  requiring  simultaneous 
treatment.  We  currently  know  that  a number  of  psychiatric  disor- 
ders are  very  common  among  substance  abuse  patients.  Af- 
fective and  anxiety  disorders,  especially  depressions,  occur 
most  frequently  in  those  with  substance  abuse  disorders.  Sev- 
enty-four percent  of  those  individuals  meet  criteria  for  hav- 
ing had  an  affective  disorder  either  currently  or  in  the  past.1 

There  are  many  theories  regarding  the  dual  diagnosis. 
Some  research  data  suggest  that  persons  with  substance-re- 
lated disorders  are  attempting  to  medicate  their  own  under- 
lying anxiety  and  mood  disorders.  Other  research  data  sug- 
gest just  the  opposite:  that  the  controlled  substance  use  can 
itself  lead  to  symptoms  of  anxiety  and  depression.  It  seems 
quite  likely  that  either  of  these  situations  may  be  present  in 
an  individual  patient.  Furthermore,  substance  abuse  and  ei- 
ther an  anxiety  or  a mood  disorder  may  be  mutually  inter- 
active in  an  individual  patient,  so  that  each  exacerbates  the 
other.2  A recent  study  by  the  National  Institute  of  Mental 
Health  revealed  that  as  many  as  one-half  of  persons  with  se- 
vere mental  illness  also  develop  dependency  on  alcohol  or 
other  drugs.  Additionally,  patients  with  diagnoses  other  than 
depression  and  anxiety  may  also  be  affected,  such  as  with 
schizophrenia,  bipolar  disorder,  and  personality  disorders. 
Of  critical  importance  in  the  development  of  substance-re- 
lated disorders  is  the  psychosocial  environment  of  a person, 
as  is  the  education  of  family  members,  professionals,  and  the 
general  public  about  the  special  needs  of  the  dual-diagnosis 
patient. 

Although  substance  abuse  and  mental  illness  often  occur 
concurrently,  our  existing  treatment  systems  have  been  de- 
signed and  equipped  to  address  primarily  one  type  of  dis- 
ability. Research  indicates  that  the  dual-diagnosis  individual 
is  twice  as  likely  to  be  in  the  treatment  system  as  single-diag- 


From  the  Department  of  Mental  Health  and  Mental  Retardation 
(Ms.  Hampton),  the  Bureau  of  Alcohol  and  Drug  Abuse  Services 
(Dr.  Perry),  and  Policy  Planning  and  Assurance  (Dr.  Regen), 
Tennessee  Department  of  Health,  Nashville. 


nosis  individuals.  However,  effective  treatment  is  not  consis- 
tently available,  and  at  times  is  difficult  to  access.  Kathleen 
Sciacca,  MA,  Executive  Director  of  Mental  Illness,  Drug 
Addiction  and  Alcoholism  (MIDAA),  states  “the  treatment 
model  for  dual  diagnosis  should  be  integrated  rather  than 
sequential.  And  the  model  should  contain  the  following  com- 
ponents: acute  stabilization,  engagement,  education,  compre- 
hensive assessment,  ongoing  stabilization  and  rehabilitation, 
and  relapse  prevention^ 

Our  current  parallel  systems  of  care,  each  with  their  own 
model  of  recovery  and  set  of  philosophies,  have  been  effec- 
tive for  clients  with  a single  disorder.  The  complexities  of 
treating  this  emerging  patient  population  through  these  ex- 
isting systems  present  a tremendous  challenge.  It  has  not  only 
exerted  a tremendous  strain  on  our  systems,  but  has  inad- 
vertently allowed  many  of  the  patient  population  to  “fall 
through  the  cracks.”  In  Tennessee  more  than  25,000  indi- 
viduals suffer  from  mental  illness  coupled  with  substance 
abuse.  Recently,  the  Tennessee  Department  of  Mental  Health 
and  Mental  Retardation  (TDMHMR)  and  the  Department  of 
Health’s  Bureau  of  Alcohol  and  Drug  Abuse  Services  have 
begun  exploring  ways  to  treat  dual  diagnoses  simultaneously 
to  assist  these  patients  on  the  road  to  successful  recovery. 

In  response  to  the  growing  awareness  that  this  patient 
group  represents  both  a clinical  and  systemic  challenge  re- 
quiring innovation  and  coordination  of  services,  TDMHMR 
and  Alcohol  and  Drug  Abuse  Services  commissioned  a project 
to  assess  the  needs  and  issues  of  Tennesseans  diagnosed  with 
coexistent  disorders  and  to  develop  a set  of  recommenda- 
tions to  address  the  key  findings. 

Following  completion  of  a needs  assessment  that  included 
an  analysis  of  responses  from  providers,  program  managers, 
consumers,  and  families,  Tennessee  has  moved  toward  a for- 
mal approach  to  address  major  issues  specific  to  substance 
abuse  and  mental  health  services.  Major  emphasis  is  being 
placed  on  the  development  of  a dual  diagnosis  track  for  our 
consumers.  The  project  goals  are  as  follows: 

• Promote  awareness  and  education  about  coexisting  dis- 
orders, 
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• Initiate  collaborative  endeavors  and  integrative  solutions, 

• Develop  and  implement  state  of  the  art  treatment  proto- 
cols and  models,  and 

• Build  grassroots  support  system  through  networking  and 
advocacy. 

In  August  1 997,  the  state  contracted  with  Kathleen  Sciacca, 
MA,  nationally  known  consultant  on  dual  diagnosis.  She  con- 
ducted initial  two-day  training  seminars  in  four  different  lo- 
cations in  the  state.  This  training  opportunity  was  offered  to 
individuals  from  both  mental  health  and  alcohol  and  drug 
abuse  communities.  Over  300  individuals  attended  the  re- 
gional seminars. 

In  addition,  Ms.  Sciacca  selected  64  clinicians  represent- 
ing both  mental  health  and  alcohol  and  drug  agencies  to  par- 
ticipate in  an  intensive  10-month  training.  This  includes  train- 


ing one  day  a month  in  four  sites  (Nashville,  Chattanooga, 
Memphis,  and  Knoxville)  for  these  individuals.  All  partici- 
pants will  be  involved  with  their  specific  caseloads  during 
this  period  of  time,  ending  in  July  1998.  Outcome  measures 
and  follow-up  will  be  offered  later  in  the  year.  A full  report 
will  be  available  during  the  summer. 

For  additional  information,  contact  Martha  Robinson  at 
532-6610. □ 
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full  support  staff  that  can  provide  TMA  members 
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in  ordering. 

• Guaranteed  savings  on  all  purchases. 
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• Remote  order  capabilities. 

• Credit  card  payment  option. 

• Single  source  concept  which  creates  savings. 
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Reinforced  tab  with  2 bonded 
fasteners 

11  pt.  medium  wt. 

$71.25  per  case  of  250 
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1 or  2 part  continuous 
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News  and  Views 


TMA  Alliance  Report 


The  TMA  Alliance:  Mere  For  You 

You  are  not  alone.  Physicians  in  Tennessee,  as  well  as  across 
the  nation,  are  struggling  to  adjust  to  market-driven  and  gov- 
ernment-driven reforms  in  the  practice  of  medicine  and  the  de- 
livery of  health  care  services. 

Managed  care  is  pressuring  physicians  to  lower  fees,  control 
operating  costs,  and  change  methods  of  practice.  Economic  pres- 
sures are  forcing  physicians  to  spend  more  time  and  resources 
dealing  with  business,  management,  and  marketing  issues,  leav- 
ing less  time  to  concentrate  on  patient  care.  Increasing  numbers 
of  physicians  are  choosing  to  sell  their  practices  or  relinquish 
management  of  them  to  hospitals,  to  larger  groups,  or  to  for- 
profit  physician  practice  management  companies.  Many  older 
physicians  are  cashing  out,  selling  their  practices  now  in  antici- 
pation of  an  early  retirement.  Physicians  not  interested  in  sell- 
ing out  are  merging  or  are  banding  together  to  form  large  multi- 
specialty groups  and  independent  practice  associations. 

These  changes  in  physician  practices  can  lead  to  fragmenta- 
tion of  the  medical  community  and  polarization  of  physicians. 
These  changes  have  left  many  physicians,  as  well  as  their 
spouses,  discouraged,  frustrated,  and  angry. 

The  mission  of  the  Tennessee  Medical  Association  is  to  sup- 
port the  unification  and  interaction  of  physicians  in  Tennessee. 
Membership  in  the  TMA  and  the  Alliance  builds  community 
and  provides  members  with  a web  of  trust  and  support. 

The  Alliance  is  an  organization  of  physicians’  spouses  dedi- 
cated to  improving  the  health  of  America,  and  it  is  the  only 
organization  committed  to  enhancing  partnerships  and  unity 
among  medical  families. 

Together ...  we  represent  one  powerful  voice  that  can  sig- 
nificantly affect  public  health  concerns,  legislative  issues,  and 
medical  education  and  research. 

You  are  not  alone.  The  TMA  Alliance  is  here  for  you. 
TMAA— We  Care. 

Terry  M.  Brasfield 
Membership  Chair 


In  Memoriam 


Phil  D.  Craft,  MD,  age  57.  Died  May  20,  1998.  Graduate  of 
University  of  Oklahoma  College  of  Medicine.  Member  of  Chat- 
tanooga-Hamilton  County  Medical  Society. 

Moore  Moore  Jr..  MD,  age  89.  Died  April  19,  1998.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Memphis-Shelby  County  Medical  Society. 

David  O.  Patterson,  MD,  age  65.  Died  June  6,  1998.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Greene  County  Medical  Society. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Donald  H.  Chamberlain,  MD,  Chattanooga 
Brent  S.  Deem,  DO,  Chattanooga 
Boleslaus  A.  Falinski,  MD,  Signal  Mountain 
Thomas  Ho,  MD,  Fort  Oglethorpe,  GA 
Dannis  Hood,  MD,  Chattanooga 
Patricia  S.  Jackson,  MD,  Chattanooga 
Charles  W.  Piez,  MD,  Chattanooga 
Susan  P.  Raschal,  DO,  Chattanooga 
William  B.  Riley,  MD,  Chattanooga 
Matthew  A.  Roberts,  DO,  Chattanooga 
J.  Kirk  Rogers,  DO,  Chattanooga 
Michael  J.  Seeber,  DO,  Fort  Oglethorpe,  GA 
J.  Todd  Spradlin,  MD,  Chattanooga 
Arthur  A.  Temlock,  MD,  Chattanooga 

NASHVILLE  ACADEMY  OF  MEDICINE 

Jonathon  E.  Bennie,  MD,  Franklin 
John  A.  Fox,  MD,  Nashville 
Barbara  Nabrit-Stephens,  MD,  Brentwood 
Jeffrey  Patton,  MD,  Nashville 
Nathaniel  D.  Robinson  Jr,  MD,  Brentwood 
Michele  D.  Semin,  MD,  Nashville 
E.  Scott  Sills,  MD,  New  York 

NORTHWEST  TENNESSEE  ACADEMY  OF  MEDICINE 

Ian  R.  Laing,  MD,  Dyersburg 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Welburne  D.  Johnson  II,  MD,  Cookeville 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Wesley  V.  Eastridge,  MD,  Gate  City 
Marilyn  J.  Goldstein,  MD,  Bristol 
John  G.  Heise,  MD,  Kingsport 
Pierre  lstfan,  MD,  Bristol 
Donald  H.  Lewis,  MD,  Kingsport 
Gregory > H.  Miller,  MD,  Kingsport 
Nicole  M.  Miller,  MD,  Kingsport 
Katherine  L.  Scruggs,  MD,  Bristol 

TIPTON  COUNTY  MEDICAL  SOCIETY 

Donald  W.  Edgerly,  MD,  Millington 


Personal  News 


Richard  G.  Gallaher,  MD,  Elizabethton,  has  been  certified  as  a 
Diplomate  of  the  American  Board  of  Pediatrics. 

R.  Leslie  Hargrove,  MD.  Knoxville,  has  been  certified  as  a Dip- 
lomate of  the  American  College  of  Physician  Executives. 

John  Hendrick,  MD,  Chattanooga,  has  been  named  president  of 
the  Tennessee  Psychiatric  Association. 
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AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician's  Recognition  Award  during  May,  1998.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Royce  T.  Adkins,  MD,  Nashville 
Joe  P.  Anderson,  MD,  Memphis 
Phillip  P.  Brown,  MD,  Nashville 
Lee  M.  Carter,  MD,  Huntingdon 
Scott  O.  Caudle,  MD,  Elizabethton 
Samuel  B.  Cheek,  MD,  Johnson  City 
Francis  H.  Cole  Jr.,  MD,  Memphis 
Stephen  P.  Combs,  MD,  Kingsport 
Thomas  W.  Conway,  MD,  Newport 
Gigi  W.  Davis,  DO,  Savannah 
Paul  E.  Dedick,  MD,  Lebanon 
Thomas  J.  Eberts,  MD,  Knoxville 
Thomas  C.  Farrar,  MD,  Germantown 
Stephen  S.  Feman,  MD,  Nashville 
Thomas  W.  Futrell,  MD,  Memphis 
Kerry  W.  Gateley,  MD,  Franklin 
Howard  R.  Gould,  MD,  Knoxville 
Thomas  E.  Hanes,  MD,  Madison 
Jamshed  U.  Haq,  MD,  Knoxville 
Danny  Hays,  MD,  Columbia 
William  I.  Lewis,  MD,  Nashville 
Travis  E.  Lunceford,  MD,  Germantown 
Edgar  H.  Pierce  Jr.,  MD,  Nashville 
John  W.  Templeton,  MD,  Winchester 
James  H.  Whitehurst,  MD,  Knoxville 
David  D.  Wilson,  MD,  Knoxville 


TMA  Board  of  Trustees  Meeting  Minutes 

April  16  and  18, 1998 

The  following  is  a summary  of  actions  taken  by  the  Board  of 
Trustees  of  the  Tennessee  Medical  Association  at  its  regular 
second  quarter  meeting  in  Memphis,  Tennessee,  April  16  and 
18,  1998. 

THE  BOARD: 

State  Appointments: 

Agreed  to  submit  the  following  names  for  consideration  of 
appointment  to  the: 

Board  for  Licensing  Health  Care  Facilities : Drs.  James  T. 
Galyon,  Memphis  (reappointment);  Subhi  D.  Ali,  Waverly;  Lee 
R.  Morisey,  Memphis. 


Board  of  Medical  Examiners  Council  on  Respiratory  Care — 
Drs.  Thomas  W.  Ellis,  Jackson  (reappointment);  William 
Mariencheck,  Memphis;  Michael  E.  Niedermeyer,  Nashville. 

Board  of  Electrolysis  Examiners — Drs.  Anthony  L.  Meyers, 
Knoxville;  Lawrence  L.  Buskell,  Knoxville;  Robert  L.  Jack- 
son,  Memphis. 

Health  Facilities  Commission — Dr.  Phillip  R.  Langsdon, 
Germantown  (for  reappointment). 

Other  Nominations  and  Appointments: 

Tennessee  Medical  Education  Fund — Agreed  to  submit  the 
name  of  Dr.  Sam  J.  Williams  III,  Chattanooga,  to  the  TMEF 
Board  of  Directors  for  consideration  of  appointment. 

Impaired  Physician  Loan  Fund,  Inc. — Agreed  to  appoint  Drs. 
Charles  B.  Thome,  Nashville;  Luthur  A.  Beazley  Jr.,  Nashville; 
William  C.  Anderson,  Nashville;  Murray  Smith,  Nashville;  and 
Robert  C.  Patton,  Kingsport,  to  serve  on  the  Board  of  Directors 
of  the  Impaired  Physician  Loan  Fund,  Inc. 

Public  Health  Council — Agreed  to  submit  the  following 
names  to  the  TMA  Nominating  Committee  for  action:  East  Ten- 
nessee— Drs.  Duane  Budd,  Johnson  City  (reappointment);  Ed- 
ward Capparelli,  Parrotsville;  Nat  E.  Hyder  Jr.,  Johnson  City. 
West  Tennessee — Drs.  James  Royal  Appleton,  Jackson  (reappoint- 
ment); Gilbert  Woodall,  Jackson;  William  Terrell  Jr.,  Memphis. 

Other  Business 

AMA  Clinical  Quality  Improvement  Forum — By  Ballard 
motion,  named  Dr.  Jesse  C.  Woodall  Jr.,  Memphis,  to  represent 
TMA  at  the  October  Clinical  Quality  Improvement  Forum. 

Resolutions  and  Bylaw  Amendments — Reviewed  all  reso- 
lutions and  Bylaw  amendments  to  be  submitted  to  the  House  of 
Delegates  and  took  a position  on  each. 

Retiring  Board  Members — Presented  the  following  retir- 
ing members  of  the  TMA  Board  of  Trustees  with  plaques  and 
thanked  them  for  their  outstanding  service  to  the  Association: 
Drs.  Richard  M.  Pearson,  Memphis;  William  B.  Harwell  Jr., 
Nashville;  David  R.  Barnes,  Chattanooga;  and  James  Chris 
Fleming,  Memphis. 

Officer  Elections — Elected  Drs.  Clark  E.  Julius,  Knoxville, 
as  chairman  of  the  Board,  James  D.  King,  Selmer,  as  vice-chair- 
man, Robert  C.  Patton,  Kingsport  as  secretary/treasurer,  and  Mr. 
Donald  H.  Alexander  as  assistant  secretary/treasurer. 

TMA  Alliance — Received  a quarterly  report  from  Mrs. 
Delores  Chandra,  newly  elected  president  to  the  TMAA. 

TMA  Medical  Student  Section — Agreed  to  donate  up  to 
$1,000  to  the  Medical  Student  Section’s  regional  meeting  to  be 
held  in  Nashville. 

Resolutions  Referred  to  the  Board  of  Trustees  for  Ac- 
tion— Assigned  Resolution  No.  32-98  “Remuneration  to  Phy- 
sicians for  Prescribing  Unproved  Remedies”  to  the  TMA  Judi- 
cial Council  for  an  opinion.  Assigned  Resolution  No.  25-98  “Pro- 
fessional Courtesy  as  a Long  Standing  Tradition  and  Honor  in 
the  Medical  Profession”  to  the  TMA  Committee  on  Govern-  , 
mental  Medical  Services  and  Third  Party  Payors. 
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CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Tennessee  Department  of  Health 

Sept  17  Women’s  Health  Conference — Nashville 

For  information  contact  Gwen  Hamer,  Tennessee  Department 
of  Health,  Nashville  at  (6 1 5)  532-65 1 0. 

Oct  8 Newborn  Screening  Symposium:  Collection,  Report- 

ing, and  Follow-Up — Knoxville 

Oct  13  Newborn  Screening  Symposium:  Collection,  Report- 
ing, and  Follow-Up — Nashville 
For  information  contact  Sean  O’Connell,  TDH  Laboratory 
Services,  630  Hart  Lane,  Nashville  37247,  Tel.  (615)  262-6319. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Sept  25-26  Stroboscopy  Findings  & Voice  Intervention 

Oct.  8-10  4th  Annual  Neonatology  Symposium — Williamsburg,  VA 

Dec.  4-5  24th  Annual  High-Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-82 1 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


CHANGE  TO 

TMA  ANNUAL  REPORT  & REFERENCE  SOURCE 
TENNESSEE  MEDICINE  JUNE  1998 

A change  in  the  TMA  Leadership  for  1998-1999,  published  on 
page  247  of  the  June  issue,  was  made  after  the  issue  went  to 
press.  Robert  L.  Summit  Sr.,  MD,  has  resigned  as  vice-president 
of  TMA  (West  Tennessee  Grand  Division),  and  has  been 
replaced  by  Robert  A.  Vegors,  MD,  who  will  serve  the  remaining 
term.  His  address  and  telephone  follow: 

Robert  A.  Vegors,  MD 

Vice-President  - West 

The  Jackson  Clinic 

616  W.  Forest  Ave.,  Jackson  38301 

Phone:  (901)422-0344 


University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

Sept  2 1 -22  Pediatric  Advanced  Life  Support  Provider  Course 
Sept  24-25  29th  Memphis  Conference  on  the  Newborn 
Nov  20  Pediatric  Advanced  Life  Support  Recertification 
Course 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME. 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


NEUROLOGICAL  SCIENCES  SYMPOSIUM 

Practical  Management  of  Neuromuscular  Disease, 
Medical  & Surgical  Treatment  of  Movement 
Disorders,  Neurologic  Emergencies  for  the 
Primary  Care  Provider 

October  23-24,  1998 

University  of  Kentucky  College  of  Medicine 
Lexington,  KY 

Contact:  Sylvia  Williams,  University  of  Kentucky  Continuing 
Medical  Education,  L007  Kentucky  Clinic,  Lexington,  KY  40536- 
0284;  Tel.  (800)  204-6333;  fax:  (606)  323-2008;  or,  e-mail: 
sewillOl  @ pop.uky.edu 


Team  Health  congratulates 
John  H.  Proctor,  M.D.,  FACEP 

on  his  appointment  as  president  of  the 
Tennessee  College  of  Emergency  Physicians 


Dr.  Proctor  received  his  degree  in  medicine  from  the 
University  of  Mississippi  School  of  Medicine  in 
Jackson,  Mississippi.  He  completed  his  residency  at 
the  University  of  Mississippi  Medical  Center  in 
Jackson.  Dr.  Proctor  currently  serves  as  the  Regional 
Medical  Director  of  Middle  Tennessee  for  Team  Health 
as  well  as  the  Medical  Director  for  Southern 
Hills  Medical  Center  in  Nashville. 

Dr.  Proctor  will  serve  for  two  years  as 
president  of  TN  CEP.  His  duties  include 
serving  as  Chairman  of  the  Board  of 
Directors  and  presiding  over  all  chapter 
meetings  and  affairs. 


TEAM 

HEALTH 
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Internet  Solutions  for  Healthcare  Organizations 


PASSPORT  HEALTH  COMMUNICATIONS 

7101  Executive  Center  Drive  • Suite  201  • Brentwood,  TN  37027 
email:  sales@passporthealth.com  • http://www.passporthealth.com 


Internet  Consulting 
Virtual  Community 

http//:  www.healthprovider.com 


Phone:  615-661-5657 
or  toll  free  888-661-5657 


• Passport  OneSource 

On-line... 

- eligibility 

- claims  status 

- provider  panels 

- formulary  data 
and  more! 


Fax:  615-376-3552 


Career  Opportunity  Advertising 


Listings  tor  Career  Opportunities  are  sold  as  follows: 
$35  for  the  first  50  words  ($25  for  TMA  members),  25 
cents  for  each  additional  word.  Count  as  one  word  all 
single  words,  two  initials  of  a name,  single  numbers, 
groups  of  numbers,  hyphenated  words,  and  abbrevia- 
tions. Advertisers  may  utilize  a box  number  for  confi- 
dentiality, if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this 
box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of 
the  2nd  month  preceding  the  desired  month  of  publica- 
tion, and  will  be  subject  to  approval.  No  phone  orders 
will  be  accepted.  Payment  must  accompany  order. 
Each  listing  will  be  removed  after  its  first  publication 
unless  otherwise  instructed.  Fee-for-service  agency  ad- 
vertisements are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO 
Box  120909,  2301  21st  Ave.  South,  Nashville,  TN 
37212-0909.  Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

MEDICAL  DIRECTOR  NEEDED— Memphis  Health  Center,  Inc., 
a not-for-profit  corporation,  has  an  immediate  opening  for  a phy- 
sician to  serve  as  Medical  Director  of  an  urban  ambulatory 
health  care  center.  Excellent  compensation  & benefit  package, 
fantastic  hours,  challenging  and  rewarding  environment.  Mail 
your  CV  to  Memphis  Health  Center,  Inc.,  360  E.H.  Crump  Blvd., 
Memphis,  TN  38126,  Attn:  Human  Resources  Dept. 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available  in 
rural  emergency  departments  in  Tennessee,  Kentucky, 
Virginia  and  Georgia.  Physicians  who  have  completed  a 
residency  in  Emergency  Medicine  or  a Primary  Care 
specialty  with  Emergency  Medicine  experience  will  be 
considered. 

Emergency  Coverage  Corporation  provides  flexible 
scheduling,  competitive  compensation  and  paid 
malpractice  insurance. 

For  more  information,  fax  your  CV 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

t -800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 

A Team  Health  Affiliate 


GENERAL  SURGEON — practicing  at  the  outskirts  of  Nashville, 
looking  for  an  associate.  Interest  in  G.l.  endoscopy,  laparos- 
copy, and  breast  surgery.  For  more  information  please  reply  to 
Ad  Box  801,  c/o  Tennessee  Medicine,  P.O.  Box  120909,  Nash- 
ville, TN  37212-0909,  or  call  800-659-1862. 


INTERNAL  MEDICINE  physicians  needed  in  rural  area  of  West 
Tennessee.  Located  45  minutes  from  Memphis.  Compensation, 
guarantee,  and  incentives  will  be  discussed.  Please  mail  resume 
to  Medical  Administrator,  Attn:  Sherry,  P.O.  Box  626,  Covington, 
TN  38019. 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates 
1 1 medical  centers  located  in  the  scenic  mountains  of  North- 
east Tennessee,  is  accepting  CVs  from  physicians.  These 
health  care  centers  offer  competitive  wages  and  superior 
benefits.  This  consists  of  401 K,  mileage  reimbursement, 
paid  malpractice  insurance,  continuing  medical  education, 
10  official  holidays  off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team  mail  CVs 
to  Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc., 
3825  Highway  66  South,  Rogersville,  TN  37857.  Phone 
(423)  272-9163,  fax:  (423)  272-4980,  e-mail  address 
rhscmis@planetc.com.  EOE 


Team  Health 

has 

Immediate  EM  Opportunities 

Team  Health's  Emergency  Medicine  Division 
currently  has  both  full-  and  part-time  opportunities 
in  greater  Chattanooga,  Knoxville,  Nashville  and 
Tri-Cities. 

All  full-time  opportunities  with  Team  Health 
offer  a competitive  compensation  package  which 
includes  flexible  scheduling  and  paid 
malpractice  insurance.  Additionally,  you  will  have 
an  opportunity  to  be  affiliated  with  a patient- 
focused,  physician-led  group  that  credits  its 
success  to  teamwork,  integrity  and  innovation. 

TEAM 

HEALTH 

For  inore  information 
about  these  opportunities, 
call  Lee  Ann  Long  at 

1-800-909-8366  Right  Team,  RJght  Now 

www.  team-health,  com 
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TELEPHONE  TRIAGE 


from  Park  Med,  an  affiliate  of  Team  Health 

The  Cost-Effective  Answer  to  Your  After-Hours  Patient  Calls 


Professional  nurses  offer  physician-approved 
treatments,  provide  seif  care  advice  or 
direct  patients  to  the  appropriate  level  of  care. 


♦ Decreases  patient  calls  requiring  physician  response 

♦ Increases  patient  satisfaction 

♦ Assists  in  controlling  your  bottom  line 

♦ Provides  appropriate  referrals  with  complete 
documentation 


For  more  information,  call  Park  Med  at  1-800-818-2646. 


List  of  Advertisers 
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Procedures  Manuals 


POB  1 5901 2 • Nashville,  TN  3721 5-9012 
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Adversity  does  not  discriminate 
Protect  your  income. 

Examine  the  best  group  long  term 
disability  coverage  for  physicians. 

The  TMA  Association  Insurance  Agency  is  now 
offering  the  leading  group  long  term  disability 
protection  available  — the  “Income  Protection 
Plan”  for  medical  practices  with  two  or  more 
doctors.  We  believe  this  plan  offers  the  best  group 
disability  insurance  value  available  for  your 
premium  dollars. 


■ Long  Term  Income  Protection  Plan 

for  physicians  and  administrators 

• Provides  his/her  specialty  definition  of 
disability 

• Up  to  $ 1 5,000  of  monthly  benefit  for  larger 
practices 

• Contractual  HIV+/Hepatitis  B benefit  option 

• Choice  of  elimination  periods 

• No  offsets  for  other  disability  benefits 
(optional) 

• Benefits  payable  to  age  65  or  beyond,  based 
upon  age  when  disability  commences 

• Underwritten  by  the  same  “A+”  A.M.  Best- 
rated carrier  for  38  years 

• Over  5,000  physicians  covered  nationwide 


Underwritten  By: 

Continental  Casualty  Company 

OVA 

For  All  the  Commitments  You  Make® 


Compare  benefits  and  rates.  For  a competitive 
quote  and  complete  plan  information,  give  us  a 
call  today.  Or  for  faster  service,  fax  your 
census  information  to  us. 

Local  (423)  629-2400 

Toll-free  1-888-616-7873 

Fax  (423)629-1109 


Recommended  and  Sponsored  By: 


THE  TMA  ASSOCIATION 
INSURANCE  AGENCY,  INC. 

1089  Bailey  Avenue 
Chattanooga,  Tennessee  37404 
E-mail:  tma@assoc-admin.com 
Website:  assoc-admin.com 
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State  Volunteer 
Mutual  Insurance 
Company 


W. 
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mTT]j 

For  more  information,  contact  Randy  Meador  or  Susan  Decareaux  • P.0.  Box  1065,  Brentwood,  TN  37024-106 
e-mail:  svmic@svmic.com  • web  site:  www.svmic.com  • 1-800-342-2239  • (615)  377-1999 

SVMIC  is  exclusively  endorsed  by  the  Tennessee  Medical  Association  and  its  51  component  county  societ 


itember,  19 
: 91,  No.  9 


^re  You  Ready  for 
i&M  Guidelines? 


Vledicare+Choice 


’restitution  in 
Memphis 


J 


OURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Adversity  does  not  discriminate... 


Protect  your  income. 
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protection  available  — the  “Income  Protection 
Plan”  for  medical  practices  with  two  or  more 
doctors.  We  believe  this  plan  offers  the  best  group 
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President’s  Comments 


The  New  “Killing  Fields” 

The  world  stood,  outraged,  and  horrified  by  the  discovery  of  the  genocide  by  the  Khimer 
Rouge  of  the  Cambodian  people.  This  event  is  known  as  “The  Killing  Fields.”  People  demanded 
punishment  for  those  responsible  but  gradually  accepted  the  world’s  view  that  “I  am  not  re- 
sponsible.” Yet  just  a few  years  later  we  have  a new  type  of  “Killing  Fields,”  the  gradual  destruc- 
tion of  the  innocence  of  our  children  and  youth  by  violence  and  aggressive  behavior.  Many 
causes  are  blamed  for  the  declension  into  this  behavior,  but  media  violence  seems  to  be  one  of 
the  major  contributors. 

I recently  sat  on  one  of  the  reference  committees  of  the  AMA  as  a resolution  and  report  on 
media  violence  came  before  us.  I sat  spellbound,  terrified,  and  humiliated  as  a “big  man,”  Dr. 
Robert  McAfee,  past  president  of  the  AMA,  described  to  us,  almost  in  tears,  the  imminent 
destruction  of  our  morality  and  sense  of  order.  I had  just  routinely  accepted  these  events  as  a 
maturing  of  society  forced  by  new  technology  and  progressive  ideas.  I believed  that  people 
were  basically  good  and  hoped  someone  else  would  try  to  fix  this  terrible  problem.  His  words 
and  spirit  have  changed  my  mind  and  I realized  that  I do  not  have  to  accept  the  world’s  view, 
that  it  is  just  going  to  happen.  Since  the  1700s  we  have  made  some  progress  in  making  the 
world  more  civilized,  but  I fear  we  who  live  in  this  20th  century  may  be  referred  to  as  the 
generation  who  “blew  it”  and  wasted  our  youth. 

Every  three  hours  gun  violence  takes  a child’s  life.  Before  the  age  of  18  years,  the  average  American  child  will  watch  more 
than  200,000  acts  of  violence,  including  1,600  murders,  on  television.  The  average  child  spends  more  than  35  hours  a week 
watching  television,  and  more  than  40%  have  their  own  televisions.  In  1995  alone  43,000  juveniles  were  arrested  for  gun 
violence.  The  print  media  are  also  responsible  in  that  they  sensationalize  such  events  as  the  recent  school  shootings,  but  do  little 
to  finally  show  the  terrible  sadness,  the  ultimate  outcome  of  and  punishment  for  these  events.  I believe  that  the  most  harmful 
effect  is  not  the  direct  correlation  with  violent  behavior,  but  that  it  creates  a societal  and  cultural  disrespect  and  desensitization 
that  makes  violent  behavior  acceptable.  The  world  becomes  viewed  as  a “mean  place,”  and  one  must  be  “mean”  to  survive. 

What  can  we  do?  Of  course,  the  media  industry  will  volunteer  to  help,  and  are  always  axiomatically  against  “sin.”  They  will 
do  such  things  as  improve  television  and  movie  ratings,  make  some  program  changes,  and  place  some  restrictions  on  who  see 
certain  publications.  I think  they  will  be  of  little  help  in  the  long  run,  since  their  positive  contribution  will  be  tempered  in  a 
world  dominated  by  intense  commercial  competition,  circulation  and  rating  wars,  and  large  amounts  of  money  that  will  ulti- 
mately prevail.  Violence  is  one  of  the  greatest  health  issues  that  we  face.  We  as  parents,  as  teachers,  and  as  physicians  and  health 
care  workers  must  instill  a core  value  into  children  that  will  enable  them  to  resist  this  onslaught.  This  core  value  must  show  what 
is  real  and  not  fantasy,  must  show  the  terrible  sadness  that  comes  with  violence,  and  must  show  that  people  are  not  just  faceless 
victims.  This  core  must  be  strengthened  by  listening  to  these  distressed  children.  It  is  tragic  that  they  feel  the  need  to  commit 
some  type  of  violent  act  to  get  anyone  to  listen.  I believe  these  core  values  work.  I am,  and  I know  others  who  are,  examples.  It 
is  not  true  that  watching  violence  does  not  affect  me,  but  I can  separate  reality  from  fantasy  and  know  the  sadness  and  misery 
it  brings.  I shall  never  forget  when  Humphrey  Bogart,  with  a cigarette  hanging  out  his  mouth,  slapped  Ingrid  Bergman.  That  was 
real  violence  to  me,  and  has  remained  with  me. 

I do  not  think  it  is  correct  just  to  say  that  it’s  all  the  parents’  responsibility.  In  saying  that,  we  abdicate  any  kind  of  collective 
responsibility.  We  must  realize  that  choices  must  be  demanded  of  each  of  us.  Every  person  must  embrace  a new  sense  of 
responsibility  and  accountability.  We  must  not  let  the  world’s  view  of  tolerance  shape  our  values. 

I do  believe  in  revolution  for  good,  and  I know  that  truth  and  right  always  bring  confrontation.  I know  that  finally  I must  put 
my  trust  in  the  old  doctrine  of  improvement,  of  small  but  steady  changes  for  the  better  over  a period  of  time  bringing  great  and 
welcome  transformation.  As  Elijah  said  as  he  battled  the  prophets  of  Baal  on  Mount  Carmel,  “Let  the  Fires  of  God  Fall.”  Let  us 
dedicate  ourselves  to  saving  our  generation. 

/z?0. 


David  G.  Gerkin,  MD 
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Editorials 


The  High  Cost  of  Wellness 

Friends  in  Australia  tell  me  that  travel  insurance  for  travel  to  the  United  States  is  astronomi- 
cally expensive.  The  reason  is  that  health  care  here  is  far,  far  more  expensive  than  anywhere  else 
in  the  world,  and  that  this  is  not  a function  of  the  currently  depressed  state  of  the  Australian 
dollar.  It  has  always  been  that  way. 

Before  I go  any  further  I need  to  clear  up  questions  that  are  bound  to  arise  here.  First,  there 
is  the  matter  of  what  I mean  by  cost.  Although  money  is  certainly  prominent  in  it,  money  is  by 
no  means  the  exclusive  component  of  cost.  Time,  peace  of  mind,  and  quality  of  life,  as  well  as 
numerous  more  minor  considerations,  are  all  a part  of  cost.  On  top  of  that,  some  of  the  most 
ridiculous  and  often  exorbitant  costs  are  those  imposed  by  the  so-called  cost-saving  devices, 
some  of  which  I’ll  discuss  in  more  detail  below.  The  next  question  that  comes  up  is:  Cost  to 
whom?  If  you  asked  the  man  (generic)  on  the  street,  his  instant  conclusion  would  of  course  be 
cost  to  the  patient  (himself),  and  by  extension,  to  the  potential  patient.  We  doctors,  even  though 
we  would  be  quick  to  agree,  would  also  point  out  that  though  it  is  our  livelihood,  there  are  also 
nonfiscal  costs  that  we  must  bear.  Some  of  those  costs  have  always  gone  with  the  turf,  but  we 
are  forced  these  days  to  play  on  turf  with  which  we  are  decidedly  unaccustomed  and  unfamiliar, 
and  worse  still,  on  a field  that  is  tilted  against  us  by  business  and  governmental  agencies.  There 
are  of  course  costs  to  the  business  entities  involved  in  health  care,  but  they  simply  recoup  theirs 
at  the  expense  of  patients,  whose  therapeutic  options  and  the  quality  thereof  they  simply  curtail, 
as  well  as  at  the  expense  of  the  professional  providers  of  care,  which  includes  us,  by  heaping  on 
responsibilities,  not  the  least  of  which  is  monumental  paperwork — “made  work.”  Incredibly, 
how  well  this  paperwork  is  executed  can  often  have  more  effect  than  the  actions  it  documents  in 
determining  the  level  of  remuneration. 

The  reasons  for  all  that  are  multiple,  and  a discussion  of  them  is  outside  the  scope  of  this 
editorial,  first  because  it  is  a complex  situation,  and  secondly  because  the  effect  of  many  of  the 
factors  is  controversial,  for  some  of  them  highly  so.  I have  a short  answer,  which  I will  give  you 
for  nothing,  because  that’s  what  you  could  get  for  it  on  today’s  market.  It  can  be  boiled  down  to 
this:  Political  and  legislative  gamesmanship,  unethical  and  often  only  marginally  legal  business 
practices,  avarice,  and  unrealistic  expectations  of  outcome. 

About  here  I need  to  enter  another  disclaimer.  I am  likely  to  deliver  myself  in  the  coming 
paragraphs  of  some  uncomplimentary  statements  about  one  or  the  other  of  our  political  parties, 
as  well  as  some  of  the  various  members  thereof.  I do  not  wish  to  have  any  inferences  drawn 
from  those  remarks  as  being  supportive  of  the  other  party  or  any  members  of  it,  since  if  I could 
I would  happily  invoke  a plague  on  both  their  houses.  I am  reasonably  satisfied  to  have  both 
parties  up  there  occupying  their  present  respective  positions,  or  even  reversed.  To  have  either 
party  there  in  unchallenged  control  would,  I think,  be  a truly  frightful  situation. 

It  has  become  apparent  to  me  that  the  Congress  of  the  United  States  is  not  a friend  of  the  sick, 
of  the  potentially  sick,  which  is  all  of  us,  or  of  those  who  are  trying  to  make  the  wounded  whole 
and  keep  the  whole  un  wounded.  By  that  I do  not  wish  to  imply  that  just  because  the  administra- 
tion likes  to  posit  itself  as  being  the  friend  of  the  sick  and  wounded  (S&W)  and  so  on  it  is  any 
more  so  than  the  Congress.  Both  obviously  have  their  eyes  fixed  on  a common  goal,  which  is 
the  furtherance  of  their  own  careers,  and  the  budget — not  as  it  affects  the  S&W  or  the  country, 
but  their  own  careers. 
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There  is  presently  a debate  in  the  Congress,  just  now  in  the  Senate,  over  the  Patient  Bill  of 
Rights  and  Responsibilities.  A hot  topic  is  whether  or  not  administrative  health  care  entities  can 
be  sued.  There  is  a single  perfectly  logical  and  reasonable  answer  to  that:  If  they  do  not  wish  to 
be  sued,  then  they  should  stop  practicing  medicine,  which  is  what  they  are  doing  when  they  tell 
the  doctor  how  to  treat  his  patients.  Our  own  Senator  Bill  Frist,  MD,  has  obviously  forgotten  and 
forsaken  his  roots,  since  he  has  himself  sponsored  a bill  that  does  not  allow  HMOs  to  be  sued, 
on  the  shaky  populist  grounds  that  it  will  cost  some  millions  of  Americans  their  insurance  because 
of  the  necessary  increase  in  premiums  to  cover  the  costs  of  all  that  anticipated  litigation. 

Dr.  Senator  (or  is  it  Senator  Dr.)  Frist  seems  to  have  sold  out  to  big  business,  in  which  I 
include  the  insurance  companies.  Those  are  now,  in  my  estimation,  the  number  one  enemy  of 
medicine  and  the  patient,  even  ahead  of  big  government,  having  seriously  damaged  patient  care 
and  totally  destroyed  the  doctor-patient  relationship.  The  line  the  senator  has  adopted  is  taken 
directly  from  their  hymnal.  If  the  HMOs  weren’t  making  exorbitant  profits  and  paying  their 
executives  unconscionable  salaries,  there  might  be  some  merit  to  his  position.  But  of  course 
those  entities  will  stay  in  character  and  continue  insisting  on  exorbitant  profits  and  paying  their 
executives  unconscionable  salaries,  and  therefore  they  will  increase  the  premiums.  Congress 
could  do  something  about  that  if  it  wanted  to,  but  being  minions  of  big  business,  you  can  bet 
they  will  not.  They  will  use  the  ruse  that  the  government  has  no  business  telling  an  HMO  how 
to  run  its  business.  If  that’s  the  case,  then  the  government  should  not  be  protecting  those  private 
business  entities  at  the  expense  of  their  clients.  Ordinarily,  they  really  couldn’t  have  it  both 
ways.  But  having  watched  how  Washington  operates,  I’m  not  so  naive  as  to  think  it  can’t  hap- 
pen, with  business  calling  the  shots. 

I have  a question  for  Dr.  Frist — excuse  me,  Senator  Frist:  Since  when  did  it  cease  being  the 
right  of  a citizen  of  the  United  States  to  sue  any  private  entity  that  harmed  him?  And  if  the  HMO 
directs  the  doctor  to  act  against  his  better  judgement  and  that  harms  the  patient,  who  should  the 
patient  sue,  Dr. — excuse  me,  Senator  Frist?  The  doctor?  Or  nobody?  That  is  not  only  morally 
reprehensible,  it  is  a very  slippery  slope,  it  seems  to  me. 

It  is  desperately  necessary  that  the  Patient  Bill  of  Rights  be  enacted,  and  that  it  allow  the 
aggrieved  to  sue  his  aggressor,  whether  or  not  it  is  an  HMO.  Since  the  die  will  likely  have  been 
cast  by  the  time  this  hits  the  streets,  all  this  will  do,  I guess,  is  make  me  feel  better.  I’m  old,  and 
ought  to  be  more  concerned  about  what  they  have  in  mind  for  Medicare.  I was,  until  this  came 
up.  This  editorial  set  out  to  discuss  some  things  about  Medicare+Choice  (M+C),  about  which 
we  carry  an  article  in  this  issue,  along  with  a sister  (generic)  article  on  E&M  Guidelines. 

You  should  have  deduced  from  my  writings  over  the  past  few  years,  if  you’ve  read  any  of 
them,  that  as  a Medicare  patient  I’m  going  to  allow  the  M+C  business  to  pass  me  by.  For  it  to  do 
otherwise  would  require  that  I have  truck  with  an  HMO,  since  although  IPAs  and  PSOs  can 
theoretically  qualify,  they  will  likely  have  to  team  up  administratively  with  an  HMO  or  a hospi- 
tal PHO,  so  I’m  going  to  stick  with  basic  Medicare,  with  all  its  defects,  as  long  as  I possibly  can. 
After  all,  the  devil  you  know  is  better  than  the  evil  you  don’t  know.  Even  so,  of  course,  the  old 
money  squeeze  will  likely  get  me  eventually.  As  far  as  you,  the  practicing  doctor,  is  concerned, 
you  simply  need  to  keep  your  powder  dry,  and  maybe  circle  your  wagons,  too,  as  the  enemy  is 
active  on  all  fronts. 

As  for  the  E&M  Guidelines,  they  are,  as  a teacher  of  mine  used  to  say,  a mule  of  a different 
hue  altogether.  I didn’t  even  know  what  E&M  stands  for,  and  the  article  didn’t  tell  me.  I do  now 
because  TMA  knows:  E&M  stands  for  evaluation  and  management.  Whatever  else  it  may  be, 
it’s  a bureaucratic  boondoggle  that  augurs  evil  for  our  profession  without  doing  anything  for 
anybody  except  maybe  the  paper  industry  and  the  ribbon  clerks.  Of  course,  to  a certain  extent  it 
simply  forces  you  to  do  what  you  should  have  done  already,  and  all  too  often  don’t,  which  is  to 
document  what  you  have  done  for  and  to  your  patients.  The  monstrousness  of  it  is  in  the  pica- 
yune detail  it  requires,  and  the  dependance  on  “getting  it  right”  for  proper  reimbursement.  The 
article  is  brief  and  to  the  point,  and  is  worthwhile  reading  so  you  can  instruct  your  office  per- 
sonnel properly. 
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Up  until  the  Task  Force  began  meeting  as  to  what  form  our  reworked  journal,  Tennessee 
Medicine,  would  take,  I had  adhered  to  the  philosophy  that  this  should  be  predominately  a 
scientific  journal,  and  secondarily  a repository  for  the  workings  of  the  Association.  Such  publi- 
cations as  Medical  Economics  would  take  care  of  the  pedestrian  stuff.  It  had  become  apparent 
by  the  time  our  meetings  started,  though,  that  the  tail  had  begun  wagging  the  dog,  and  that  there 
were  local  problems  that  could  be  aired  only  here.  This  pained  me,  since  my  preferences  not 
only  were  then,  but  also  still  are,  that  this  should  remain  the  Journal  it  had  always  had  been. 
That  does  not  pain  me  nearly  so  much,  though,  as  that  the  times  aren’t  as  they  were  then.  So 
here  we  are  today,  majoring  on  what  used  to  be — ought  to  be — the  minors  in  a journal  that  has 
been,  I think  regrettably,  though  necessarily,  redesigned  for  the  deplorable  times  that  are  ours 
now. 

There  is  no  reason  for  you  to  think  so,  but  I get  weary  of  writing  about  all  this  picayune  stuff, 
and  wish  I could  get  back  to  writing  pleasantries  about  major  things.  But  the  sad  truth  is  that  not 
only  is  it  all  small  stuff  (as  in  “don’t  sweat  the  . . . ”),  but  that  what  really  are  minor  things  have 
become  the  major  force  not  only  in  our  practice,  but  in  our  lives,  as  well.  And  so  that  is  what  I 
get  to  clutter  up  these  pages  with.  The  kinder,  gentler  age  we  keep  hearing  about  being  ushered 
in  has  proved  thus  far  to  be  nothing  more  than  a paper  pussycat. 

Alas! 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  theTMF  Physicians  Health  Program  at  (615)  665-2516  in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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PHYSICIAN 

SERVICES, 

INC. 


A Subsidiary  of  the 
Tennessee  Medical  Association 
2301  21st  Avenue  South 
P.O.  Box  120909 
Nashville,  TN  37212-0909 


Marketing  Inquiries  Contact 
Director  of  Marketing 
1089  Bailey  Avenue 
P.O.  Box  1 109 

Chattanooga,  TN  37401-1109 
1-888-616-7873 


Dedicated  to 
adding  value 
to  your  TMA 
Membership! 


TMA 

ENDORSED 

Visit  the  TMA  Website 
www.medwire.org 


Automobile  Lease  and/or  Purchase  Plan 

• Physicians  Leasing  Company,  Inc.  — 1-800-759-8880 

Free  delivery  to  your  home  or  office,  day  or  night. 

Bank  Services 

• MBNA  America  Bank  — 1-800-457-3714 


Offering  low  introductory  APR  on  balance  transfers  and  cash  advance 
checks.  Choose  the  TMA  designer  card  and  show  your  support  for  the 
TMA!  (Please  mention  priority  code  GLT4  when  you  call.) 

Car  Rental 

• Alamo  Rent-A-Car,  Inc.  — 1-800-354-2322 

With  Alamo's  great  rates,  you  get  everything  you  need  for  the  road  at  less 
than  you've  ever  expected.  (Request  rate  code  by  IDU93 128). 

Collection  Services 

• I.C.  System  — 1-800-685-0595 


Offering  TMA  members  the  finest  account  receivable  management  services. 

■ Communication  Services 

Merritel  Communications  Group  LLC  — 1-800-828-1918 

Offering  long  distance  rates  of  9.5<j:  per  minute,  a calling  card,  personal 
800#'s,  and  pagers. 

■ Continuing  Education  Seminars 

• Call  1-800-659-1862 


Providing  TMA  members  with  practice  management  workshops. 

Forms  and  Office  Supplies 

• American  Business  Forms,  Inc.  — 1-888-921-7283 

HCFA,  office/filing  supplies,  forms  & envelopes. ..guaranteeing  TMA 
members  the  lowest  prices  in  the  industry  by  utilizing  the  volume  of  group 
purchasing.  When  placing  an  order,  refer  to  Group  #835. 

Internet  Communications/Consulting  & 

MCO  Data  Access 

• Passport  Health  Communications  — 1-888-661-5657 

Offering  cost-effective,  easy  to  understand  internet  solutions  for  the 
health  care  industry. 

Magazine  Subscriptions 

• TMA  Magazine  Program  — 1-800-289-6247 

Lowest  rates  on  all  of  your  subscription  needs  — save  time  & money! 

Package  Delivery 

• Airborne  Express  — 1-800-MEMBERS  (800-636-2377) 

Members  save  up  to  43%. 

Payroll  Services 

• PAYCHEX,  Inc.  — 1-800-322-7292 

Provides  discounted  pricing,  payroll  and  tax  payment  services  for  your 
practice  at  a 15%  discount. 

Tax  Audit  Service 

• TaxResources,  Inc.  — 1-800-922-8348 

Providing  expert  representation  by  tax  audit  professionals. 


THE 


TM  A 

ASSOCIATION 
INSURANCE 
AGENCY,  INC. 

1089  Bailey  Avenue 
Chattanooga,  TN  37404 
1-888-616-7873 
423-629-2400 
Fax  423-629-1109 

Email:  tmaftfJassoc-admin.com 
Website:  www.assoc-admin.com 


Visit  the  TMA  Website 
www. mcdwirc.org 


Dedicated  to 
providing 
TMA  Members  with 
comprehensive , 
quality 
insurance 
coverage  for 
themselves, 
their  families, 
and  their  practices. 


Practice  Coverage 

■ Group  Major  Medical 

■ Group  Dental 

■ Group  Life  and  AD&D 

■ Group  Disability 

■ Office  Contents  & Building  Package 

■ Workers’  Compensation  Plan 

Individual  Coverage 

■ Disability  Income  Protection 

■ Life  Insurance 

■ Variable  Life 

■ Second-to-die  Life 

■ Long  Term  Care 

■ Medicare  Supplement 

■ Comprehensive  Insurance 
& Financial  Review  Service 

Ttcca  Personal  Coverage 

■ Auto 

■ Boat 

■ Homeowners 

■ Personal  Umbrella 

Call  1-888-616-7873 for  details . 


Service  You  Can  Depend  On 


Products  & 


Practicing  Medicine 


Is  Your  Practice  Ready  for  the 
New  E&M  Guidelines? 


Irish  Bahan  Park 


If  you  and  the  clerical  staff  in  your  office  know  the  an- 
swers to  the  following  True-False  statements,  plus  the  hun- 
dreds of  other  questions  that  the  new  Evaluation  & Manage- 
ment (E&M)  guidelines  will  generate,  you  are  probably  ready 
to  embrace  a change  in  your  practice  that  will  affect  your 
reimbursement  on  every  visit  of  every  Medicare  patient. 


True  False 

1.  Many  of  the  claims  now  rejected  are  be- 
cause of  physicians’  failure  to  document 


what  they  actually  do. 

□ 

□ 

Documentation  of  actual  physical  exami- 
nation is  the  area  of  most  problems. 

□ 

□ 

3.  Documentation  of  patient  history  and 
documentation  of  decision-making  are  the 

areas  of  most  problems.  □ □ 

4.  If  a claim  is  denied,  a letter  describing 
and/or  justifying  services  or  procedures  is 
an  acceptable  substitute  for  documentation 

placed  in  the  chart  at  the  time  of  the  visit.  □ □ 

5.  1995  as  well  as  1997  Medicare  Guidelines 

continue  to  be  in  effect.  □ □ 


(Answers  are  at  the  end  of  this  article.) 


If,  however,  you  could  not  answer  these  statements  easily, 
you  can  learn  about  the  changes  and  ensure  proper  reimburse- 
ment by  spending  a week  or  so  with  a volume  of  guidelines 
that  makes  War  and  Peace  seem  like  child’s  play,  or  you  can 
take  advantage  of  the  workshops  that  TMA  will  offer. 

“Nobody  ever  submits  a claim  they  know  will  be  rejected,” 


Irish  Bahan  Park  is  a communications  consultant  who  specializes 
in  health  care  marketing  and  writing. 


states  practice  management 
consultant  Carolyn  Avery. 

“Medicare  is  currently  doing 
random  audits  based  on  the 
1995  and  1997  guidelines. 

Also,  it  seems  Medicare  is 
looking  more  closely  at  hos- 
pital records,  and,  unfortu- 
nately, physicians  seem  to  do 
better  with  documentation 
in-office  than  during  hospi- 
tal rounds.” 

In  a review  of  claims  re- 
ported in  the  May/June  1 998 
Medicare  Bulletin,  “We  have 
found  that  in  30%  to  40%  of 
the  claims  we  reviewed,  ei- 
ther the  documentation  sub- 
mitted did  not  support  the 
level  of  claim,  or  no  docu- 
mentation was  submitted  in  support  of  the  claim.”  The  result, 
of  course,  is  down-coding  to  correspond  to  the  level  of  docu- 
mentation or  denying  the  claim  for  lack  of  documentation. 
The  question  is  whether  new  guidelines  can  eliminate  prob- 
lems like  these,  rather  than  exacerbate  them. 

“The  guidelines  in  effect  now  are  hard  for  our  reviewers 
as  well  as  providers  to  follow,”  admits  Richard  T.  Light,  MD, 
Carrier  Medical  Director  for  Medicare  Part  B,  CIGNA  Medi- 
care Administration.  “The  numeric  system  of  the  new  pro- 
posed system  takes  the  subjectivity  out  of  it.” 

TMA  president  David  Gerkin,  MD,  a Knoxville  ophthal- 
mologist, serves  on  the  AM  A committee  that  has  been  work- 
ing with  HCFA  analyzing  the  old  guidelines  and  formulating 
new  ones.  Upon  returning  from  the  latest  AMA  review  of  the 
guidelines,  he  reports  a groundswell  of  dissatisfaction  among 
physicians,  who  believe  that  the  proposed  numeric  system  is 
unwieldy.  Specialists,  in  general,  wanted  their  own,  more  us- 
able, templates,  and  some  specialty  societies  have  developed 
documentation  that  more  logically  fits  their  examinations, 
and  have  begun  training  using  their  own  documentation. 


Timeline 

After  review  by  HCFA 
and  an  AMA  Editorial 
Panel,  a final  version  of 
the  new  E&M  Guidelines 
was  slated  for  late  Au- 
gust, with  field  testing 
by  the  AMA  and  HCFA 
in  the  fall.  Because  of 
resistance  to  the  final 
draft  from  individual 
physicians,  the  AMA 
and  Medicare  adminis- 
trators, no  firm  date 
has  been  announced  for 
implementation. 
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A Comparison 

When  Avery  compared  typical  medical  records  with  a draft 
of  the  new  guidelines,  she  found  wide  variation  between  the 
tasks  that  physicians  actually  perform  and  the  documenta- 
tion of  the  tasks,  which  the  new  guidelines  require  in  detail. 
“Doctors  are  not  writing  down  all  the  things  they  actually 
do,”  she  says.  “Also,  they  are  not  documenting  the  underly- 
ing information  used  to  make  decisions.  True,  this  informa- 
tion might  come  from  memory,  educated  intuition,  or  deduc- 
tive reasoning.  The  new  guidelines  even  require  some 
subconscious  thought  processes  to  be  documented.”  An  ex- 
ample of  what  Avery  calls  a “subconscious”  examination  el- 
ement might  occur  during  an  Ear,  Nose,  Mouth  and  Throat 
examination.  Any  physician  who  speaks  directly  to  a patient 
and  listens  to  the  responses  would  probably  notice  cyanosis 
or  pallor  of  the  lips  or  oral  mucosa  as  a matter  of  course. 
However,  an  examination  item  “Inspection  of  lips  and  oral 
mucosa”  would  need  to  be  documented. 

Five  Levels 

The  new  guidelines  are  based  on  five  levels  of  examina- 
tion, with  corresponding  examination  elements. 

• Problem-focused  examination  would  require  1 to  5 ex- 
amination elements 

• Expanded  problem-focused  examination  would  require 
6 to  1 1 examination  elements 

• Detailed  examination,  12  to  17  examination  elements 

• Comprehensive  examination,  18  or  more  examination 
elements  “within  the  constraints  imposed  by  the  urgency  of 
the  patient’s  mental  status  and/or  clinical  condition.”  The 
“comprehensive”  and  “detailed”  examinations  were  the  ba- 
sis of  specialists’  dissatisfaction,  since  an  1 8-element  exami- 
nation could  be  extremely  difficult. 

An  example  of  using  the  levels  for  equitable  reimburse- 
ment, as  reported  in  the  independent  newsletter  Part  B News, 
June  22,  1 998,  compares  a physician  who  writes  “chest  clear” 
and  gets  only  one  examination  item  with  a physician  who 
performs  and  writes  “inspection  of  chest,”  “percussion  of 
chest,”  “palpitation  of  chest,”  and  “auscultation  of  lungs.” 
The  second  physician  would  probably  be  reimbursed  at  a 
higher  rate  for  a higher  level  code. 

Obviously,  a system  of  capturing  the  information,  such  as 
a checklist,  is  necessary.  Simple  checklists  for  both  the  physi- 
cal examination  and  the  patient  history  are  acceptable,  and  a 
physician  would  need  to  expound  only  on  abnormal  find- 
ings. Avery  continues,  “But  the  checklist  must  include  the 
correct  words,  HCFA’s  words,  and  the  physician  must  be  care- 
ful in  choosing  the  words  within  the  checklist.” 


Worst-Case  Scenarios 

The  need  for  both  simplification  and  compromise  in  de- 
veloping a new  system  is  apparent.  Whatever  the  outcome, 
training  of  physicians  and  staff  will  be  imperative.  And  no- 
body at  this  time  will  predict  a timeline. 

Both  Drs.  Gerkin  and  Light  warn  that  the  current  impasse 
could  have  disastrous  results.  “HCFA  will  not  accept  a void. 
It  is  possible  that  they  will  simply  come  up  with  their  own 
guidelines,”  notes  Dr.  Light.  Dr.  Gerkin’s  fear  is  that,  if  phy- 
sicians through  the  AMA  cannot  come  to  consensus,  HCFA 
could  turn  to  an  outside  source  such  as  a computer-oriented 
organization  to  develop  guidelines,  a possibility  that  has  been 
mentioned.  Both  solutions  could  effectively  decrease  or  elimi- 
nate physician  input. □ 

ANSWERS:  2 and  4 are  False. 


TMA 
PHYSll  I AN 

Services,!, 


TMA/AMERICAN  CROUP 
PURCHASING  PROGRAM  IT 


Special  For  TMA  Members  Only 


HCFA  1500  FORMS 

1 Part  or  2 Part  Continuous 

$38.50 

1 Part  - 2,500  per  carton  • 2 Parts  - 1 ,000  per  carton 

1999  CODING  BOOKS 

ICD  9 - $49.50  per  book  1 

ICD  9 with  Volume  3 - $59.50  per  book  ! 
CPT  BOOK  (Professional)  * $65.75  per  book 
HCPCS  (Protessional)  $89.75  per  book 
ORDER  NOW  FOR  OCTOBER  DELIVERY  | 

NO  FREIGHT -DELIVERED  PRICE 

NO  FREIGHT -DELIVERED  PRICE  | 

1 LASER  HCFA  @ $43. 00  PER  CARTON 

2,500  per  carton 

EXAM  TABLE  PAPER 

1 8"x1 25'  crepe  $24.90  ctn. 

21"  x 125'  crepe  $28.90  ctn. 

18"  x 225'  smooth  $34.90  ctn. 

21“  x 225'  smooth  $39.90  ctn. 

(Case  Package -12  Rolls) 

Chart  Dividers  (Indexes) 
Fileback  Dividers 

Call  today  for  special  quote! 

GUARANTEED  SAVINGS! 

Match  Competitor  Tabs 

(Colwell,  Medical  Arts,  Bibbero) 

NO  FREIGHT -DELIVERED  PRICE 

Medical  Telephone  Message  Book  (2  parts) 

STYLE  1 (with  tape)  1-19  Books  only  $10.50  each 
STYLE  2 (w/o  tape)  1-19  Books  only  $5.90  each 

EACH  BOOK  HAS  200  NUMBERED  MESSAGES  - IMPROVES  RISK  AVOIDANCE 
CALL  FOR  PRICES  ON  LARGER  QUANTITIES. 


Phone  1-888-921-7283 
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Practicing  Medicine 


New  Medicare+Choice 
Program  Brings  Challenges 
And  Opportunities 


Deborah  Larios 


Ushered  in  as  a major  provision  of  the  Balanced  Budget 
Act  of  1997,  the  Health  Care  Financing  Administration 
(HCFA)  views  Medicare+Choice  (Medicare  Part  C)  as  “the 
most  significant  change  in  the  Medicare  program  since  its 
inception  in  1965.”  Dubbed  M+C  by  HCFA,  the  new  pro- 
gram, which  offers  seniors  a wide  array  of  options  for  ob- 
taining Medicare  services,  goes  into  effect  on  January  1 , 1 999. 

It  is  no  coincidence  that  the  Medicare+Choice  program 
was  enacted  as  part  of  the  Balanced  Budget  Act  of  1997.  In 
many  ways  the  program  is  an  attempt  to  ease  the  government 
out  of  the  health  care  business.  Under  the  new  law,  benefi- 
ciaries may  elect  either  to  retain  their  current  Medicare  cov- 
erage through  Part  A and  Part  B,  or  they  may  select  Part  C 
coverage  through  a M+C  plan.  M+C  plans  must  cover  all  of 
the  same  services  covered  by  Part  A and  Part  B,  and  may 
offer  coverage  for  additional  services  as  well. 

HCFA  will  pay  M+C  organizations  a fixed  amount  of  capi- 
tation for  each  enrolled  beneficiary,  allowing  the  government 
to  predict  and  control  its  health  care  expenditures  for  M+C 
enrollees.  The  burden  of  limiting  health  care  costs  would  then 
fall  on  private  M+C  organizations,  who  must  stretch  their 
capitated  payments  to  cover  all  the  costs  of  medical  services 
provided  to  M+C  enrollees. 

Provider  Relationships 

Enrollment  for  the  new  M+C  plans  begins  in  November, 
when  HCFA  will  mail  out  millions  of  handbooks  to  Medi- 
care beneficiaries  explaining  the  new  options  and  comparing 
local  M+C  health  plans.  In  the  meantime,  HMOs,  PSOs  and 
other  managed  care  companies  will  be  signing  up  networks 
of  physicians,  hospitals,  and  other  health  care  professionals 
to  provide  treatment  to  beneficiaries  who  select  Medicare 
Part  C coverage. 


Deborah  Larios  is  a member  of  the  Waller  Lansden  Dortch  & 
Davis  Healthcare  Work  Group.  Based  in  Nashville,  Waller 
Lansden  is  a professional  limited  liability  company  that  has 
represented  health  care  providers  nationally  for  the  past  four 
decades. 


TYPES  OF  M+C  PLANS 

To  prepare  for  contracting  opportunities 
under  the  M+C  program,  physicians  need  to 
be  aware  of  the  types  of  plans  that  will  be 
offered  to  beneficiaries.  Basically,  these  in- 
clude the  following  three  categories: 

1.  Coordinated  Care  plans:  These  plans 
may  be  provided  by  health  maintenance  or- 
ganizations (HMOs),  preferred  provider  or- 
ganizations (PPOs),  and  provider-sponsored 
organizations  (PSOs).  Such  plans  utilize  a 
network  of  contracted  providers  to  deliver 
health  services  to  beneficiaries,  and  may  pay 
network  providers  on  either  a fee-for-service 
basis  or  on  a risk  basis; 

2.  Medical  Savings  Account  plans  (MSAs): 
Under  this  option,  a portion  of  the  bene- 
ficiary’s premium  is  used  to  purchase  a low 
cost,  high-deductible  insurance  policy,  and 
the  remainder  is  deposited  in  a designated 
savings  account  to  be  used  to  pay  the  de- 
ductible or,  if  not  used,  to  be  retained  by  the 
beneficiary’s  estate. 

3.  Private  fee-for-service  plans:  This  op- 
tion resembles  a traditional  indemnity  plan. 
The  M+C  organization  may  set  its  own  fee- 
for-service  rates  but  cannot  put  the  provider 
at  financial  risk.  Furthermore,  rates  must  not 
vary  based  on  the  utilization  of  the  provider’s 
services,  and  the  plan  cannot  restrict  the 
beneficiary’s  right  to  choose  a provider  who 
agrees  to  accept  the  plan’s  terms  and  con- 
ditions of  payment.  M+C  organizations  are 
allowed  to  charge  enrollees  additional  pre- 
miums to  participate  in  such  plans. 
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The  lengthy  M+C  regulations  released  June  26  include  a 
number  of  specific  provisions  regarding  the  relationship  be- 
tween M+C  plans  and  participating  providers.  Many  of  these 
provisions  are  based  on  the  federal  Consumer  Bill  of  Rights 
and  Responsibilities,  and  thus  provide  some  welcome  pro- 
tection for  physicians  and  other  health  care  providers  who 
contract  with  M+C  organizations. 

For  example,  M+C  organizations  that  provide  services 
through  a network  of  providers  must  establish  reasonable 
participation  procedures  and  must  provide  participating  phy- 
sicians with  the  following: 

• Written  notice  of  rules  of  participation,  such  as  terms 
for  payment,  utilization  review,  quality  improvement,  cre- 
dentialing,  data  reporting,  confidentiality,  clinical  guidelines 
or  standards,  and  other  administrative  policies. 

• Advance  written  notice  of  material  changes  in  participa- 
tion rules. 

• Written  notice  of  adverse  participation  decisions. 

• An  appeals  process  that  conforms  with  specified  peer 
review  requirements. 

Additionally,  the  M+C  organization  must  consult  with  par- 
ticipating physicians  and  providers  to  ensure  the  organiz- 
ation’s medical  policy,  quality  assurance  program,  and  medi- 
cal management  procedures  are  based  on  reasonable  medical 
evidence,  are  appropriate  to  the  enrolled  population,  and  are 
updated  periodically. 

Since  an  M+C  organization  must  credential  participating 
providers  in  accordance  with  specified  standards,  providers 
cannot  be  discriminated  against  solely  on  the  basis  of  their 
license  or  certification.  However,  the  organization  can  de- 
cline to  contract  with  providers  whose  services  are  not  re- 
quired. and  it  can  establish  lower  payment  rates  for  certain 
categories  of  providers. 

If  either  party  terminates  the  contract  without  cause,  at 
least  60  days’  advance  written  notice  must  be  given  to  the 
other  party.  Notice  must  be  given  to  licensing  or  disciplinary 
bodies  if  the  M+C  organization  terminates  a contract  with  a 
provider  based  on  problems  with  the  quality  of  care. 

An  M+C  organization  may  not  prohibit  or  restrict  a health 
care  professional  from  advising  or  advocating  on  behalf  of  a 
patient  regarding  the  patient’s  health,  available  treatment  op- 


tions, and  the  risks  and  benefits  of  treatment  and  non- 
treatment. Furthermore,  the  provider  cannot  be  required  to 
indemnify  the  organization  against  liability  for  damage  caused 
to  a beneficiary  as  a result  of  the  organization’s  denial  of 
medically  necessary  care. 

Effects  of  New  M+C  Regulations  on  PSOs 

If  nothing  else,  the  complexity  of  the  new  M+C  regula- 
tions makes  it  clear  that  becoming  a participating  M+C  orga- 
nization will  be  difficult,  expensive,  and  time-consuming. 
After  reviewing  the  regulations,  many  physician  and  hospi- 
tal networks,  including  IPAs  and  PHOs,  may  want  to  recon- 
sider or  postpone  any  plans  for  seeking  status  as  a PSO  un- 
der the  M+C  program. 

For  example,  PSOs  must  go  through  the  entire  process  of 
seeking  state  licensure  as  an  HMO  or  similar  risk-bearing  en- 
tity. Under  narrow  circumstances,  HCFA  may  waive  state  stan- 
dards, but  only  after  the  PSO  has  submitted  all  applications 
and  evidence  required  for  obtaining  a state  insurance  license 
and  has  either  been  turned  down  for  discriminatory  reasons 
or  because  of  inconsistent  state  solvency  requirements. 

In  addition,  a PSO  that  enters  into  an  M+C  contract  with 
HCFA  must  comply  with  all  the  same  requirements  as  other 
M+C  entities.  These  include,  among  many  other  things,  ob- 
taining marketing  approval,  complying  with  beneficiary  pro- 
tection requirements,  arranging  for  the  provision  of  required 
services,  abiding  by  open  enrollment  requirements,  estab- 
lishing provider  participation  standards  (including  an  appeals 
process),  and  meeting  stringent  quality  standards.  In  particu- 
lar, the  quality  standards  have  been  cited  as  giving  HMOs  an 
unfair  advantage  over  PSOs  and  PPOs,  which  may  not  have 
the  administrative  ability  to  collect  and  analyze  the  extensive 
outcome  data  required. 

Nevertheless,  numerous  opportunities  remain  for  IPAs, 
PHOs,  and  other  provider  networks  to  participate  in  PSOs 
and  other  M+C  organizations  without  taking  on  the  entire 
responsibility  and  risk  of  contracting  directly  with  HCFA. 
Many  of  these  entities  will  expand  their  provider  networks  to 
serve  new  M+C  enrollees,  and  physicians  should  take  the 
time  to  become  familiar  with  the  new  program  before  enter- 
ing into  these  relationships. □ 


Are  You  Reading  This  Ad? 

So  are  THOUSANDS  of  others. 
Reach  over  6,500  physicians  with  a 
display  ad  in  the  TENNESSEE  MEDICINE 

For  further  information  contact 
Tennessee  Medical  Association 
PO  Box  120909,  Nashville,  TN  37212-0909 

(615)  385-2100 


346 


Tennessee  Medicine  ~ September,  1998 


Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Obesity,  A Complicating 
Factor  in  this  Diagnosis 


J.  Kelley  Avery,  MD 

Case  Report 

A 37-year-old  man  who 
weighed  near  300  lb  went  to 
one  of  the  members  of  a pri- 
mary care  group  complain- 
ing of  fever,  shortness  of 
breath,  and  a nonproductive 
cough.  The  physical  exami- 
nation was  not  remarkable 
except  for  the  obesity  and 
“slight  expiratory  wheezes” 
over  the  lung  fields.  The 
WBC  count  was  normal  at 
9,800/cu  mm  and  no  differ- 
ential count  was  done.  The 
treatment  consisted  of  an  in- 
jection of  a steroid  product, 
a broad-spectrum  antibiotic, 
and  a theophylline  prepara- 
tion. Five  days  later  the  pa- 
tient returned  and  saw  a sec- 
ond member  of  the  group 
with  the  presenting  com- 
plaint of  “no  better,”  short- 
ness of  breath,  and  cough 
continued.  On  this  occasion 
he  also  complained  of  diffi- 
cult breathing  on  lying  down, 
requiring  some  pillows  to  el- 
evate his  head  and  shoulders. 
On  this  visit,  the  WBC  count  was  reported  to  be  17,000/cu 
mm.  Again  no  differential  was  done.  The  treatment  previ- 
ously given  was  to  be  continued,  and  again  steroids  were 
given  by  injection.  He  was  asked  to  return  a week  later,  but 
he  returned  early,  stating  that  his  chest  was  much  better,  but 
he  had  some  cramping  pain  in  his  left  calf.  No  examination 
of  the  chest  or  leg  was  documented.  The  impression  was 
“myositis.”  He  was  given  a prescription  for  a non-steroidal 
anti-inflammatory  drug  (NSAID)  and  advised  to  apply  heat/ 
cold  compresses  to  the  leg.  He  was  not  given  a return  date. 


Three  days  later  he  returned,  again  complaining  of  pain 
and  swelling  in  the  left  calf.  There  was  some  swelling  and 
tenderness  recorded  by  the  doctor,  the  chest  was  said  to  be 
clear.  The  impression  was  again  myositis,  and  another  injec- 
tion of  steroids  was  given.  He  was  told  to  return  as  needed. 

Ten  days  after  the  previous  visit,  on  a weekend,  the 
patient’s  wife  called  the  physician  on  call  for  the  group  and 
informed  him  that  her  husband  had  a recurrence  of  the  “bron- 
chitis” and  had  been  short  of  breath  on  the  slightest  exertion 
for  about  three  days.  The  call  was  made  at  5:43  pm.  The  phy- 
sician on  call  insisted  that  the  patient  be  brought  to  the  Emer- 
gency Department  of  the  local  hospital  for  evaluation. 

When  the  ambulance  arrived  at  the  patient’s  home  at 
6:26  pm,  the  patient  complained  of  not  being  able  to  breathe. 
With  the  paramedics  in  attendance  at  the  home,  the  patient 
went  into  full  arrest,  and  was  transported  to  the  hospital  with 
CPR  in  progress.  He  arrived  at  the  nearest  hospital  and  was 
pronounced  dead  on  arrival. 

An  autopsy  was  done,  with  a pathologic  diagnosis  of  pul- 
monary thromboembolism,  popliteal  thrombophlebitis, 
chronic  thromboembolism  in  the  lungs,  and  right  ventricular 
hypertrophy. 

A lawsuit  was  filed  within  the  required  time,  charging  the 
primary  care  group  and  the  physician  who  saw  the  patient  on 
three  of  the  last  five  visits  with  negligence  for  not  having 
done  a more  thorough  evaluation  of  the  patient’s  complaints 
of  wheezing  and  cough,  particularly  a chest  x-ray  and  other 
pulmonary  studies,  which  might  have  provided  an  accurate 
diagnosis  and  provided  the  basis  for  appropriate  treatment. 

Loss  Prevention  Comments 

The  patient  was  an  obese  muscular  young  man  engaged 
in  the  moving  business.  He  lifted  heavy  furniture  and  appli- 
ances in  his  work,  and  even  with  his  obesity  was  considered 
to  be  in  good  health.  In  view  of  the  autopsy  findings,  one 
wonders  about  previous  bouts  of  “wheezing  and  shortness  of 
breath.”  Almost  certainly,  all  of  the  thromboemboli  found  in 
the  lungs  did  not  occur  during  the  final  two  weeks  of  his  life. 
The  organization  of  the  thrombi  in  the  lungs  and  the  right 
ventricular  hypertrophy  strongly  point  to  a continuing  prob- 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
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lem.  During  this  last  illness,  however,  there  were  clues  that 
make  the  diagnosis  apparent  in  retrospect  without  the 
pathologic  findings.  It  seems  that  the  complaints  themselves 
should  have  triggered  consideration  of  the  diagnosis.  One 
cannot  criticize  the  initial  impression  of  “bronchitis”  or  the 
treatment  administered.  The  injectable  steroids  might  raise 
the  question  of  the  standard  of  care,  but  within  the  context  of 
that  first  encounter,  probably  would  not  be  condemned.  On 
the  second  visit,  the  first  to  the  offices  of  the  group,  the  WBC 
count  had  increased  from  9,000/cu  mm  to  17,000/cu  mm. 
The  temperature  was  not  recorded,  but  the  history  of  chest 
complaints  was  said  to  be  “much  better.”  The  increase  in  the 
WBC  count  should  have  been  seen  as  significant  and  led  to 
more  definitive  studies  of  the  chest.  Steroids  were  again  given, 
even  though  the  office  had  to  send  the  patient  to  the  Emer- 
gency Department  of  the  hospital  to  get  the  injection.  Appar- 
ently the  patient  was  concerned  enough  about  the  soreness, 
cramping,  and  pain  in  the  calf  of  the  left  leg  that  he  came 
back  to  the  physician’s  office  in  three  days  although  he  had 
been  given  an  appointment  for  a week  from  the  time  of  the 
previous  visit.  This  early  visit  by  an  otherwise  stoic  patient 
should  have  caused  the  doctor  to  question  whether  or  not 
there  might  be  more  going  on  than  he  had  originally  thought. 
There  is  no  recorded  examination  or  measurement  of  the  leg 
to  compare  with  the  unaffected  extremity.  But  medication 
and  heat  to  the  leg  were  prescribed  for  pain.  The  patient  did 
come  back  for  the  appointment  he  had  been  given  four  days 


after  the  visit  during  which  he  complained  about  his  leg.  On 
this  occasion,  the  record  indicates  “slight  muscle  tenderness” 
of  the  calf,  but  still  no  measurement  of  the  leg  was  recorded. 
Chest  findings  had  cleared.  Again,  steroids  were  given  by 
injection.  It  is  at  this  point  that  the  correct  diagnosis  should 
have  been  strongly  considered  based  on  the  available  facts. 
Swelling,  pain,  elevated  WBC  count,  and  tenderness  in  the 
leg  were  enough  to  suggest  deep  vein  thrombosis  in  the  calf 
as  the  site  of  emboli  to  the  lungs  as  the  cause  of  the  illness. 

The  subsiding  chest  complaints  would  indicate  that  the 
previous  insult  to  the  pulmonary  circulation  had  improved 
and  was  waiting  for  the  next  one. 

Why  was  this  not  apparent  to  the  attending  physician? 
Could  the  orientation  in  this  practice  have  been  so  focused 
on  the  current  complaint  that  there  was  no  thought  of  tying  it 
into  the  entire  picture  of  the  present  illness?  This  is  a hazard 
in  the  practice  of  primary  care  medicine  where  the  patient 
load  is  heavy  and  there  is  a need  to  respond  to  the  complaints 
of  many  patients  within  the  course  of  a day.  Yet  the  value  in 
this  kind  of  practice  lies  in  the  opportunity  to  deal  with  the 
whole  patient  and  his  complaints  over  time. 

While  the  standard  of  care  questions  in  this  case  could  be 
debated,  there  can  be  no  debate  over  the  failure  to  put  the 
facts  together,  which  produced  a delay  in  the  appropriate 
evaluation  of  this  patient  and  the  diagnosis  of  a treatable  con- 
dition. When  liability  is  the  issue  in  this  kind  of  case,  it  be- 
comes whatever  a jury  says  it  is.O 


Physicians  Beware! 


Promptly  Send  Address  Changes  to  BME 

Each  year  at  license  renewal  time,  many  physicians  never  get  a renewal  form  because  they  forgot  to  notify  the  Board  of  Medical 
Examiners  about  their  office  relocation.  Don’t  get  caught  in  this  trap  and  have  the  BME  administratively  revoke  your  license!  Once 
revoked,  you  will  spend  lots  of  time  and  attorney’s  fees  getting  reinstated.  Use  this  form  to  report  address  changes: 

Old  Address 

Name 

Address 

Address 

City/State/Zip 


New  Address 

Address 

Address 


City/State/Zip  _ 

Phone  

E-Mail  Address 


Fax  

Effective  Date  of  New  Address 


Copy  this  form  and  send  by 
“return  receipt  requested”  mail  to: 

Tennessee  Board  of  Medical  Examiners 
426  Fifth  Avenue  North,  First  Floor 
Nashville,  TN  37247-1010 


Then, send  a copy  to: 

Tennessee  Medical  Association 
PO  Box  120909 
Nashville,  TN  37212-0909 
or  fax  it  to  TM A at  (61 5)  383-591 8 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 

Physicians  utilized  in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis  and  Arlington.  Salary 
potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two  year  fellowship  in  Developmental  Disabilities 
encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Bemie  Simons,  Superintendent 

Lee  Thomas,  Superintendent 

Clover  Bottom  Developmental  Center 

Lakeshore  Mental  Health  Institute 

275  Stewarts  Ferry  Pike 

5908  Lyons  View  Pike 

Nashville,  TN  37214 

Knoxville,  TN  37919 

Telephone:  (615)  231-5372 

Telephone:  (423)  584-1561 

Fax:  (615)  231-5396 

Fax:  (423)  450-5203 

Max  Jackson,  Superintendent 

Russell  Vatter,  Superintendent 

Arlington  Developmental  Center 

Moccasin  Bend  Mental  Health  Institute 

1 1293  Memphis-Arlington  Road 

100  Moccasin  Bend  Road 

Arlington,  TN  38220-5022 

Chattanooga,  TN  37402 

Telephone:  (901)  745-7575 

Telephone:  (423)  785-2271 

Fax:  (901)  745-7272 

Fax:  (423)  785-3333 

Henry  C.  Meece,  Superintendent 

Elizabeth  Littlefield,  Superintendent 

Greene  Valley  Developmental  Center 

Western  Mental  Health  Institute 

P.O.  Box  910 

Highway  64  West 

Greeneville,  TN  37744-0910 

Bolivar,  TN  38074 

Telephone:  (423)  787-6568 

Telephone:  (901)658-5141 

Fax:  (423)  787-6574 

Fax:  (901)  658-2783 

Joe  Carobene,  Superintendent 

Pete  Davidson,  Superintendent 

Middle  TN  Mental  Health  Institute 

Memphis  Mental  Health  Institute 

221  Stewarts  Ferry  Pike 

865  Poplar  Avenue 

Nashville,  TN  37214 

Memphis,  TN  38174-0966 

Telephone:  (615)  902-7532 

Telephone:  (901)  524-1200 

Fax:  (615)  902-7541 

Fax  (901)  543-6055 

Pat  Womack,  Recruitment 

710  James  Robertson  Parkway 

1 1th  Floor  Andrew  Johnson  Tower 

Nashville,  TN  37243 

Telephone:  (615)  741-8912 

Fax  (615)  741-4567 

These  24  hour  facilities  offer  stable  and  challenging  settings  serving  children  and  adults  who  have 
developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations,  work  with 

an  excellent  team  of  professionals. 

The  State  of  Tennessee  is  an  equal  opportunity  employer 

The  Nashville  Customer  Unit  of  Astra  Merck  Inc.  is  committed  to  developing 


healthcare  solutions  through  products,  information,  education, 


and  services 


for  the  healthcare  communities  of  Tennessee. 


Contact  your  Astra  Merck  Pharmaceutical  Specialist  to  explore  how,  as  partners,  we  can  create 
customized  solutions  to  enhance  patient  care  and  satisfaction. 


501  Corporate  Centre  Drive,  Suite  300 
Franklin,  TN  37067 
(800)  295-3935 


Astra  Merck 


012898CSM1 


Special  Item 


Applauding  the  Supporters  of  the 
Tennessee  Medical  Foundation 


Gar)’  Olbrich,  MD,  Medical  Director 


Every  so  often  it  is  important  to  pause  and  give  thanks  to 
the  people  and  institutions  with  whom  we  work  and  from 
whom  we  get  our  daily  bread.  Giving  thanks  not  only  en- 
hances our  sense  of  spirituality — that  feeling  of  connected- 
ness to  others  who  share  our  faith — but  it  helps  to  ground  us 
in  our  own  sense  of  calling  and  mission.  The  Tennessee  Medi- 
cal Foundation  has,  for  six  years,  had  one  goal  of  steward- 
ship: the  rescue  and  rehabilitation  of  physicians  who  are  suf- 
fering from  chemical  dependency,  emotional  or  mental  illness, 
or  other  interpersonal  or  social  difficulties  in  their  lives. 

As  any  TMA  member  of  long-standing  could  tell  you,  the 
Physicians  Health  Program  has  been  around  much  longer  than 
six  years.  It  is  celebrating  its  20th  birthday  this  year.  How 
fitting  then  to  thank  those  individuals  and  institutions  that 
have  made  its  work  this  year  possible.  Our  program’s  board 
of  directors  watches  every  penny  in  our  budget.  The  board 
members  are  wonderful  stewards  of  the  program’s  future,  and 
commit  many  hours  each  year  to  ensuring  that  the  program 
remains  viable  and  able  to  reach  out  to  needy  physicians  and 
their  families. 

*Anonymous  donors  are  not  listed. 


The  TMF  Board  of  Directors  also  wishes  to  express  its 
appreciation  to  the  TMA  Board  of  Trustees  and  House  of 
Delegates  for  the  TMA’s  ongoing  support  of  the  Physicians 
Health  Program.  Without  the  TMA,  the  program  would  cease 
to  exist.  The  same  must  be  said  for  the  generous  support  the 
program  receives  from  State  Volunteer  Mutual  Insurance 
Company.  SVMIC’s  board  of  directors  and  staff  are  resolute 
in  their  commitment  toward  the  program. 

Thanks  to  the  generosity  of  Tennessee’s  hospitals  with  total 
gifts  of  $1 10,062,  the  support  of  the  Tennessee  Hospital  As- 
sociation, along  with  TMA  member  physicians  with  total 
contributions  of  $98,799. 1 7,  including  many  gifts  from  TMA 
Alliance  members,  and  other  individuals  and  medical  societ- 
ies listed  below,  we  were  able  to  meet  our  budget  this  year. 
The  TMF  board  wishes  to  express  its  sincerest  heartfelt  thanks 
to  everyone  who  has  helped  make  this  20th  anniversary  a 
well-funded  milestone.  Our  annual  fund  drive  starts  in  Au- 
gust with  Tennessee  hospitals  and  later  in  the  fall  we  solicit 
physicians.  If  you  would  like  to  donate  and  add  your  name  to 
this  list,  you  may  send  the  TMF  a tax-deductible  contribu- 
tion anytime  to  P.O.  Box  1 20909,  Nashville,  TN  372 1 2-0909. 


Individual  Donors 

Jerome  H.  Abramson,  MD,  Chattanooga 
Adele  B.  Ackell,  MD,  Chattanooga 
Maurice  M.  Acree  Jr.,  MD,  Nashville 
R.  Benton  Adkins  Jr.,  MD,  Nashville 
Charles  E.  Adwell  Jr.,  MD,  Memphis 
Jean  K.  Alexander,  MD,  Nashville 
Subhi  D.  Ali,  MD,  Waverly 
Joseph  H.  Allen  Jr.,  MD,  Nashville 
Edmond  L.  Alley,  MD,  Kingsport 

B.  Fred  Allred,  MD,  Jamestown 

C.  Harold  Alper,  MD,  Chattanooga 
Mark  E.  Anderson,  MD,  Knoxville 
Mark  W.  Anderson,  MD,  Waverly 
Roy  R.  Anderson,  MD,  Cookeville 
William  C.  Anderson,  MD,  Nashville 
Charles  G.  Ange,  MD,  Knoxville 
David  S.  Archie,  MD,  Dover 
Philip  M.  Aronoff,  MD,  Memphis 

J.  Kelley  Avery,  MD,  Nashville 
Allan  H.  Bailey,  MD,  Nashville 
Joseph  C.  Bailey,  MD,  Murfreesboro 
Malcolm  A.  Baker,  MD,  Arlington 
T.  Dee  Baker,  MD,  Nashville 
Charles  A.  Ball,  MD,  Mt.  Pleasant 
W.  Timothy  Ballard,  MD,  Ooltewah 
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Preston  H.  Bandy,  MD,  Nashville 
Robert  C.  Barker,  MD,  Humbolt 
Grover  W.  Barnes,  MD,  Memphis 
Sam  T.  Barnes,  MD,  Cookeville 
Michael  J.  Baron,  MD,  Germantown 
Frederick  J.  Barry,  MD,  Oak  Ridge 
Timothy  R.  Bastin,  MD,  Gallatin 
Elizabeth  A.  Baxter,  MD,  Nashville 
Jimmie  L.  Beasley,  MD,  Covington 
Luthur  A.  Beazley  Jr.,  MD,  Nashville 
R.  Bryan  Bell,  MD,  Murfreesboro 
Charles  E.  Benneyworth,  MD,  Nashville 
Frank  M.  Berklacich,  MD,  Nashville 
John  W.  Besing,  MD,  Cleveland 
Wallace  B.  Bigbee,  MD,  McMinnville 
W.  Barry  Bingham,  MD,  Oak  Ridge 
Archer  W.  Bishop,  MD,  Clinton 
Joseph  A.  Blythe  III,  MD,  Memphis 
Marion  G.  Bolin,  MD,  Nashville 
Howard  A.  Boone,  MD,  Memphis 
James  E.  Boone,  MD,  Germantown 
Robert  L.  Bourland  Jr.,  MD,  Memphis 
Robert  E.  Bowers,  MD,  Chattanooga 
Mark  G.  Bowles,  MD,  Oak  Ridge 
Donald  H.  Bradley  Sr.,  MD,  Sparta 
John  B.  Breinig,  MD,  Nashville 


Margaret  M.  Brennan,  MD,  Nashville 
Maury  W.  Bronstein,  MD,  Memphis 
John  C.  Brothers,  MD,  Nashville 
John  F.  Bryant,  MD,  Chattanooga 
Robert  N.  Buchanan  Jr.,  MD,  Nashville 
Janice  L.  Bunch,  MD,  Memphis 
John  H.  Burkhart,  MD,  Knoxville 
John  M Burkhart,  MD,  Knoxville 
Patrick  H.  Burkhart,  MD,  Maryville 
R.  James  Burnett,  DO,  Somerville 
W.  Rees  Buttram,  MD,  Chattanooga 
John  M.  Byrnes,  MD,  Smyrna 
Ronald  D.  Caldwell,  MD,  Kingsport 
Thomas  C.  Caldwell  Jr , MD,  Hixson 
Calvin  L.  Calhoun  Sr.,  MD,  Nashville 
James  T.  Campbell  Jr.,  MD,  Crossville 
Morris  D.  Campbell,  MD,  Knoxville 
Dee  J.  Canale,  MD,  Memphis 
Charles  G.  Cannon  Jr.,  MD,  Nashville 
Domenic  M.  Canonico,  MD,  Shelbyville 
Peter  G.  Camesale,  MD,  Memphis 
Kenneth  W.  Carr,  MD,  Martin 
R.  Leonard  Carroll,  MD,  Jamestown 
J.  Roland  Carter,  MD,  Memphis 
Oscar  W.  Carter,  MD,  Nashville 
W.  Zack  Catterton,  MD,  Chattanooga 
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Cathy  M.  Chapman,  MD,  Cordova 
Stuart  A.  Chasan,  MD,  Oak  Ridge 
Russell  W.  Chesney,  MD,  Memphis 
Thomas  M.  Chesney,  MD,  Memphis 
Ken  W.  Christenberry  Jr.,  MD,  Knoxville 
Clifton  R.  Cleaveland,  MD,  Chattanooga 
Mary  Ellen  Clinton,  MD,  Nashville 
Robert  V.  Coble,  MD,  Lawrenceburg 
Thomas  L.  Cohen,  MD,  Knoxville 
Thomas  W.  Conway,  MD,  Newport 
Floyd  C.  Cooper,  MD,  Cleveland 
G.  Daniel  Copeland,  MD,  Memphis 
Charles  J.  Corea,  MD,  Harriman 
Larry  H.  Cox,  MD,  Kingsport 
James  P.  Craig,  MD,  Elizabethton 
Phil  D.  Craft,  MD,  Chattanooga 
R.  Gene  Cravens,  MD,  Crossville 
Virgil  H.  Crowder  Jr.,  MD,  Lawrenceburg 
Lee  R.  Crowe  Jr.,  MD,  Cookeville 
Lawrence  B.  Crowson  Jr.,  MD,  Winchester 
James  D Crutchfield,  MD,  LaFollette 
Terry  P.  Cruthirds,  MD,  Martin 
Edwin  D.  Cunningham,  MD,  Memphis 
Horace  B.  Cupp  Jr.,  MD,  Johnson  City 
Thomas  W.  Currey,  MD,  Chattanooga 
Thomas  H.  Curtis,  MD,  Chattanooga 

C.H.  Dabbs,  MD,  Greeneville 
E.E.  Daniel,  MD,  Columbia 
Daniel  J.  David,  MD,  Johnson  City 
Thomas  J Davis  Jr.,  MD,  Nashville 
Timothy  P.  Davis,  MD,  Chattanooga 
Jan  A.  DeWitt,  MD,  Johnson  City 
Peter  A.  DiCorleto,  MD,  Lacassas 
Paul  Dedick,  MD,  Lebanon 
Richard  L.  DeSaussure  Jr.,  MD,  Memphis 
J.  Patrick  Dilworth,  MD,  Chattanooga 
Albert  G.  Dittes,  MD,  Portland 
David  T.  Dodd,  MD,  Murfreesboro 
Robert  T.  Dodd,  MD,  Covington 
Kenneth  B.  Dodge,  MD,  Franklin 
Tracey  E.  Doering,  MD,  Nashville 
Robert  C.  Donaldson,  MD,  Kingsport 
John  B.  Dorian,  MD,  Cordova 
Francis  B.  Dove  Jr.,  MD,  Brentwood 
James  E.  Downs,  MD.  Knoxville 
Robert  J.  Dray,  MD,  Murfreesboro 
William  K.  Dwyer,  MD,  Chattanooga 
James  L.  Early,  MD,  Bristol 
Hamel  B Eason,  MD,  Memphis 
James  F.  Easterly  Jr.,  MD,  Greeneville 
M.  Greg  Elam,  MD,  Brentwood 
Clifton  W.  Emerson,  MD,  Nashville 
Irving  K.  Ettman,  MD,  Memphis 
Andrew  M.  Evancho,  MD,  Knoxville 
Thomas  S.  Evans,  MD,  Sweetwater 
Meredith  A.  Ezell,  MD,  Nashville 
Roy  C.  Ezell,  MD,  Nashville 
Randall  J.  Falconer,  MD,  Kingsport 
David  F.  Fardon,  MD,  Knoxville 
Cheryl  Ann  Fassler,  MD,  Nashville 
Charles  T.  Faulkner.  MD,  Nashville 
Ray  H.  Feierabend  Jr.,  MD,  Bristol 
Jack  Fisher,  MD,  Nashville 
James  H Fleming  Jr.,  MD,  Nashville 
Christopher  W.  Fletcher,  MD,  Nashville 
Bryan  A.  Flint  Jr.,  MD,  PhD,  DDS,  Sparta 
John  A.  Floersh,  DO,  Rutherford 
Timothy  J.  Flynn,  MD,  Cookeville 
Edward  P.  Fody,  MD,  Chattanooga 
Nelson  R.  Foster,  MD,  Nashville 
Jerry  T.  Francisco,  MD,  Memphis 
David  N.  Freemon,  MD,  Johnson  City 
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Donald  L.  Gaines,  MD,  Hermitage 
R.  Eugene  Galloway,  MD,  Elizabethton 
Russell  E.  Galloway,  MD,  Murfreesboro 
Sherry  J.  Galloway,  MD,  Murfreesboro 
James  T.  Galyon,  MD,  Memphis 
Carl  C.  Gardner,  Jr.,  MD,  Columbia 
David  K.  Garriott,  MD,  Kingsport 
Walter  R.  Gaylor,  MD,  Bristol 
David  G.  Gerkin,  MD,  Knoxville 
Robert  B Gilbertson,  MD,  Knoxville 
James  T.  Gillespie  Sr.,  MD,  Oak  Ridge 
Mary  K.  Gingrass,  MD,  Nashville 
Samuel  M.  Glasgow  III,  MD,  Cookeville 
Dannie  W.  Glover,  MD,  McMinnville 
Francis  W.  Gluck  Jr.,  MD,  Nashville 
Fletcher  H.  Goode,  MD,  Millington 
Clarence  E.  Goulding  Jr.,  MD,  Johnson  City 
Clarence  E.  Goulding  III,  MD,  Johnson  City 
Burton  P.  Grant,  MD,  Nashville 
Roland  W.  Gray,  MD,  Nashville 
Richard  E.  Green,  MD,  Woodbury 
James  A.  Greene,  MD,  Knoxville 
Mark  D.  Greene,  Nashville 
Walter  P.  Griffey,  MD,  Paris 
John  J.  Griffin,  MD,  Nashville 
Andrew  H.  Gross,  MD,  Lakeland 
John  B Hackworth  Jr.,  MD,  South  Pittsburg 
George  B Hagan,  MD,  Madison 
Robert  C.  Hall,  MD,  Jackson 
Jere  D.  Hammond,  MD,  Jackson 
George  A.  Harris,  MD,  Manchester 
Jackson  Harris,  MD,  Nashville 
Stephen  H.  Harrison,  MD,  Knoxville 
Cauley  W Hayes  Jr.,  MD,  Chattanooga 
Phillip  W.  Hayes,  MD,  Dickson 
James  W.  Hays,  MD,  Nashville 
George  J.  Heard,  MD,  Columbia 
Michael  D.  Heilman,  MD,  Germantown 
Norman  L.  Henderson,  MD,  Lawrenceburg 
James  E.  Henry  Jr.,  MD,  Oak  Ridge 
Alan  S.  Henson,  MD,  Hendersonville 
Charles  B Herrin,  MD,  Johnson  City 
Bruce  E.  Herron,  MD,  Jackson 
Dennis  A.  Higdon,  MD,  Memphis 
T.  J.  Hill,  MD,  Rutledge 
Clair  S.  Hixson,  MD,  Kingsport 
Cary  G.  Hodnett,  MD,  Chattanooga 
H.  Douglas  Holliday,  MD,  Nashville 
Carl  M.  Hollmann,  MD,  Cookeville 
Charles  M.  Hooper,  MD,  Chattanooga 
Benny  C.  Houston,  MD,  Jackson 
Karl  F.  Hubner,  MD,  Knoxville 
Charles  I.  Huddleston,  MD,  Knoxville 
Arnold  R.  Hudson  Jr.,  MD,  Knoxville 

D.  Daryl  Huffman,  MD,  Rogersville 
David  M.  Huffman,  MD,  Chattanooga 
W.  Powell  Hutcherson,  MD,  Chattanooga 
John  J.  Ingram  III,  MD,  Maryville 
John  M.  Jackson,  MD,  Cookeville 
John  C.  Jacobs  Jr.,  MD,  Sevierville 
W.  Dean  Jameson,  MD,  Germantown 
John  R Janovich,  MD,  Covington 
Charles  L.  Jarrett  Jr.,  MD,  Memphis 
D.  Marshall  Jemison,  MD,  Chattanooga 
Gerald  R.  Jerkins,  MD,  Memphis 
Jerry  M.  Jemigan,  MD,  Dyersburg 
J.  Paul  Johnson  Jr.,  MD,  Chattanooga 
Janet  K.  Johnson,  MD,  Cordova 
Otis  W.  Jones,  MD,  Oak  Ridge 
Michael  J.  Kaminski,  MD,  Nashville 
Herman  J.  Kaplan,  MD,  Nashville 
Darrell  C.  King,  MD,  Henderson 


Jennifer  J.  Kinnard,  MD,  Memphis 
Michael  S.  Kinnard,  MD,  Memphis 
Karl  J.  Klein,  MD,  Cookeville 
A.B.  Kliefoth  III,  MD,  Knoxville 
Joseph  C.  Knight,  MD,  Murfreesboro 

O.  Morse  Kochtitzky,  MD,  Nashville 
Gordon  J.  Kraus,  MD,  Germantown 
Robert  M.  Kraus,  MD,  Memphis 
Thomas  C.  Krueger,  MD,  Springfield 
John  W.  Lamb,  MD,  Nashville 
Mack  A.  Land,  MD,  Memphis 
Michael  D.  Langford,  MD,  Franklin 
Dana  L.  Latour,  MD,  Nashville 
Paul  A.  Latour,  MD,  Nashville 
Robert  S.  Lazar,  MD,  Munford 

S.  Reaves  Lee,  MD,  Memphis 
Russell  B.  Leftwich,  MD,  Nashville 

P.  Jesus  Lemus,  MD,  Huntingdon 
Thomas  E.  Lester,  MD,  Knoxville 
Malcolm  R.  Lewis,  MD,  Nashville 
Rodger  P.  Lewis,  MD,  Union  City 
Thomas  C.  Lewis,  MD,  Nashville 
Richard  T.  Light,  MD,  Nashville 
George  S.  Lovejoy,  MD,  Memphis 
James  A.  Loveless  Jr.,  MD,  Hermitage 
Reginald  S.  Lowe  Jr.,  MD,  Clarksville 

E.  Ray  Lowery,  MD,  Murfreesboro 
William  A.  Loy,  MD,  Oak  Ridge 
Charles  R.  Lull,  MD,  Chattanooga 
Ronald  B.  Lynn,  MD,  Germantown 
Lawrence  E.  Madlock,  MD,  Memphis 
Bruce  B.  Maley,  MD,  Jackson 
Ricardo  M.  Mandojana,  MD,  Maryville 
Joe  T.  Mandrell,  MD,  Maryville 

Venk  Mani,  MD,  Dickson 
John  C.  Mankin,  MD,  Memphis 
Richard  O.  Manning,  MD,  Knoxville 
J Samuel  Marcy,  MD,  Knoxville 
Michael  R.  Marshall,  MD,  Germantown 
H.L.  Massingale,  MD,  LeniorCity 
Jay  E.  Mattingly,  MD,  Memphis 
Curtis  P.  McCammon,  MD,  Knoxville 
Robert  E.  McClellan,  MD,  Nashville 
Conn  M.  McConnell,  MD,  Hendersonville 
John  W.  McCravey,  MD,  Chattanooga 
Michael  B.  McDonald,  MD,  Cordova 
James  R McFerrin,  MD,  Nashville 
Thomas  B.  McGinnis,  MD,  Johnson  City 
James  D.  McKinney,  MD,  Cookeville 
David  T.  McKnight,  MD,  Murfreesboro 
Rodney  M.  McMillin,  MD,  Harriman 
Warren  F.  McPherson,  MD,  Murfreesboro 
Walter  H.  Merrill,  MD,  Nashville 
Ray  E.  Methvin,  MD,  Loretto 
William  E.  Metzger,  MD,  Memphis 
C.  Thomas  Meyer,  MD,  Sweetwater 
Frank  J.  Miller,  MD,  Chattanooga 
Jack  A.  Monnig,  MD,  Cleveland 
Robert  N.  Montgomery,  MD,  Knoxville 
Neil  F.  Mooney,  MD,  Bristol 
Eddie  S.  Moore,  MD,  Knoxville 
John  T.  Moore  Jr.,  MD,  Algood 
William  R.  Moore,  MD,  Clarksville 
Lawrence  D.  Mullins,  MD,  Erwin 
R.  Lewis  Murphy,  MD,  Humbolt 
W.  Stanley  Myers,  MD,  Memphis 
John  R.  Nelson  Jr.,  MD,  Knoxville 
Robert  B.  Nelson,  MD,  Cookeville 
Dewey  G.  Nemec,  MD,  Nashville 
Tom  E.  Nesbitt  Sr.,  MD,  Nashville 
Horace  N.  Noe,  MD,  Memphis 
James  R.  Noonan,  MD,  Dyersburg 

Tennessee  Medicine  ~ September,  1998 


William  C.  North,  MD,  Buchanan 
John  A.  Oates,  MD,  Nashville 
Evelyn  B.  Ogle,  MD,  Memphis 
David  M.  O’Neal,  MD,  Chattanooga 
Marc  E.  Overlock,  Nashville 
David  L.  Page,  MD,  Nashville 
Genaro  M.  Palmieri,  MD,  Memphis 
James  W.  Pate,  MD,  Memphis 
Anil  Patel,  MD,  Clarksville 
Thomas  A.  Patrick  Jr.,  MD,  Fayetteville 
Randall  E.  Pearson,  MD,  Oak  Ridge 
Martin  A.  Perez,  MD,  Chattanooga 
Richard  R.  Peyton,  MD,  Johnson  City 
David  J.  Phillips,  MD,  Chattanooga 
Elizabeth  P Pierce,  MD,  Nashville 
John  D.  Pigott,  MD,  Memphis 
Michael  L.  Pool,  MD,  Knoxville 
F.  Raymond  Porter,  MD,  Knoxville 
John  S.  Powers  Jr.,  MD,  Kingsport 
Laura  B.  Powers,  MD,  Knoxville 
Hugo  C.  Pribor,  MD,  Nashville 
William  I Proffitt,  MD,  Cleveland 
Ronald  E.  Pruitt,  MD,  Nashville 
Walter  Puckett  III,  MD,  Chattanooga 
Will  G.  Quarles  Jr.,  MD,  Livingston 
Eric  L.  Raefsky,  MD,  Nashville 
Samir  Rahbe,  MD,  Cleveland 
Richard  E.  Rainey,  MD,  Nashville 
John  M.  Reisser  Jr.,  MD,  Memphis 
Charles  W.  Reynolds,  MD,  Knoxville 
Matthew  P.  Riggins,  MD,  Piney  Flatts 
Robert  C.  Ripley,  MD,  Nashville 
Deloris  E.  Rissling,  MD,  Chattanooga 
T.H.  Roberson  Jr.,  MD,  Church  Hill 
James  E.  Rogers,  D.P.M.,  Brentwood 
Marilyn  J.  Rogers,  MD,  Chattanooga 
Barrett  F.  Rosen,  MD,  Nashville 
Gerald  M.  Rosen,  MD,  Memphis 
Louis  Rosenfeld,  MD,  Nashville 
Pierce  M.  Ross,  MD,  Nashville 
David  A.  Rueff,  MD,  Knoxville 
Kyle  O.  Rutherford,  MD,  Knoxville 
Eugene  I.  Sacks,  MD,  Brentwood 


Robert  N.  Sadler  Jr.,  MD,  Nashville 
Craig  J.  Sander,  MD,  Memphis 
Stephen  P.  Sauceman,  MD,  Chattanooga 
Mary  L.  Schatz,  MD,  Nashville 
Timothy  P.  Schoettle,  MD,  Nashville 
Stephen  J.  Schultenover,  MD,  Nashville 
David  G.  Sexton,  MD,  Knoxville 
John  L.  Shaw  Jr.,  MD,  Jackson 
Philip  A.  Sherman,  MD,  Union  City 
James  W.  Shore,  MD,  Martin 
Robert  T.  Shull,  MD,  Memphis 
Thomas  F.  Shultz,  MD,  Nashville 
Barry  R.  Siegel,  MD,  Cordova 
Jon  A.  Simpson,  MD,  Crossville 
J.  Bryan  Smalley,  MD,  Maryville 
James  R.  Smith,  MD,  Clarksville 
Langdon  G.  Smith,  MD,  Columbia 
Marion  L.  Smith,  MD,  Nashville 
Robin  G.  Smith,  MD,  Estill  Springs 
Samuel  A.  Smith,  MD,  Brentwood 
William  O.T.  Smith,  MD,  Goodlettsville 
Robert  B.  Snyder,  MD,  Nashville 
Alanson  R.  Spalding  III,  MD,  Jackson 
James  H.  Spaulding,  MD,  Signal  Mountain 
W.  Anderson  Spickard,  MD,  Nashville 
Eugene  J.  Spiotta  Sr.,  MD,  Memphis 
John  R.  Staley  Jr.,  MD,  Knoxville 
J.  Morris  Stallings,  MD,  Memphis 
Christopher  T.  Stark,  MD,  Nashville 
Charles  L.  Stimpson,  MD,  Shelbyville 
Paul  R.  Stumb,  MD,  Nashville 
Stanley  M.  Swindell,  MD,  Hixson 
John  M.  Tanner,  MD,  Nashville 
Steven  M.  Tate,  MD,  Franklin 
Herbert  A.  Taylor  III,  MD,  Memphis 
Bernard  Tepper,  MD,  Chattanooga 
Indurani  Tejwani,  MD,  Memphis 
E.  Dewey  Thomas,  MD,  Nashville 
Howard  W.  Thomas,  MD,  Savannah 
Paul  C.  Thompson,  MD,  Chattanooga 
Charles  B.  Thome,  MD,  Nashville 
G.  Fred  Tolhurst,  MD,  Maryville 
Hiroshi  Toyohara,  MD,  Knoxville 


Theodore  T.  Tsaltas,  MD,  Farragut 
A.  Lee  Tucker  Jr.,  MD,  Nashville 

I.  Frank  Tullis,  MD,  Memphis 
Kenneth  F.  Tullis,  MD,  Memphis 
David  H.  Turner,  MD,  Chattanooga 
Harrison  D.  Turner,  MD,  Kingsport 
George  W.  Vick,  MD,  Knoxville 
Lee  N.  Vieron,  MD,  Memphis 
Peter  Wadewitz,  MD,  Kingsport 
Joe  R.  Walker,  MD,  Clarksville 
William  J.  Walters,  MD,  Knoxville 
Alvin  J.  Weber  III,  MD,  Memphis 
Glen  R Weight,  MD  Oak  Ridge 
Joseph  A.  Weinberg,  MD,  Germantown 
Thomas  D.  Weldon,  MD,  Chattanooga 
David  J.  Wendt,  MD,  Chattanooga 
Charles  W.  White,  MD,  Lexington 
Craig  Wierum,  MD,  Nashville 

Mark  A.  Wigger,  MD,  Nashville 
Glenn  Williams,  MD,  Memphis 
Hugh  H.  Williams,  MD,  Memphis 
Olin  Williams,  MD,  Murfreesboro 
Richard  I.  Williams,  MD,  Cookeville 
Thomas  W.  Williams,  MD,  Etowah 
Joseph  L.  Willoughby,  MD,  Franklin 
Darrel  L.  Wilson,  MD,  Memphis 
Andrew  A.  Windham,  MD,  Memphis 
Donna  M.  Winn,  MD,  Knoxville 
Lawrence  K.  Wolfe,  MD,  Nashville 
Charles  T.  Womack,  MD,  Cookeville 
Burgin  H.  Wood,  MD,  LaFollette 
Jesse  C.  Woodall  Jr.,  MD,  Memphis 
George  Woodbury  Jr.,  MD,  Cordova 
Arthur  H.  Woods,  MD.  Jackson 
Jack  R.  Woodside  Jr.,  MD,  Johnson  City 
Stephen  C.  Woodward,  MD,  Nashville 
Jerry  L.  Worrell,  MD,  Memphis 

J.  Mack  Worthington,  MD,  Chattanooga 
Earle  L.  Wrenn  Jr.,  MD,  Memphis 
Jackson  J.  Yium,  MD,  Chattanooga 
Milli  M.  Yium,  Chattanooga 
Lawrence  I.  Young,  MD,  Hixson 
Juilanna  M.  Zei,  MD,  Cordova 


Hospitals  and  Organizations 

Baptist  Health  System  of  East  Tennessee, 
Knoxville 

Baptist  Hospital  (and  Medical  Staff),  Nashville 
Baptist  Hospital  of  Cocke  County  (and 
Medical  Staff),  Newport 
Baptist  Memorial  Hospital,  Memphis 
Baptist  Memorial  Hospital-Huntingdon 
Baptist  Memorial  Hospital-Tipton,  Covington 
Baptist  Memorial  Hospital-Union  City 
Baptist  Three  Rivers  Hospital,  Waverly 
Blount  Memorial  Hospital,  Maryville 
Bristol  Regional  Medical  Center 
Carthage  General  Hospital 
Claiborne  County  Hospital,  Tazeweli 
Centennial  Medical  Center,  Nashville 
Columbia  Crockett  Hospital,  Lawrenceburg 
Columbia  Hillside  Hospital,  Pulaski 
Cookeville  Regional  Medical  Center 
Cumberland  Medical  Center,  Crossville 
Erlanger  Health  System,  Chattanooga 
Fentress  County  General  Hospital,  Jamestown 
Fort  Sanders  Loudon  Medical  Center 
Fort  Sanders  Sevier  Medical  Center,  Sevierville 
Harton  Regional  Medical  Center,  Tullahoma 


Henry  County  Medical  Center,  Paris 
Holston  Valley  Medical  Center  Medical  Staff, 
Kingsport 

Humbolt  General  Hospital 
Jackson-Madison  County  General  Hospital 
Jefferson  Memorial  Hospital,  Jefferson  City 
Johnson  City  Medical  Center  Hospital  (and 
Medical  Staff) 

Knoxville  Caduceus 

Laughlin  Memorial  Hospital,  Greeneville 
Medical  Center  of  Manchester 
Memphis  Caduceus 

Memorial  Health  Care  System,  Chattanooga 
Methodist  Health  Systems,  Memphis 
Methodist  Healthcare-LeBonheur  Children’s 
Medical  Center,  Memphis 
Methodist  Medical  Center  of  Oak  Ridge 
Middle  Tennessee  Medical  Center, 
Murfreesboro 

Nashville  Academy  of  Medicine  Alliance 
Nashville  Caduceus 

Parkridge  Medical  Center,  Chattanooga 
Siskin  Hospital  for  Physical  Rehabilitation, 
Chattanooga 

Smith  County  Memorial  Hospital,  Carthage 
St.  Francis  Hospital,  Memphis 


St.  Jude  Children’s  Research  Hospital,  Memphis 
St.  Mary’s  Health  System,  Knoxville 
St.  Thomas  Hospital  (and  Medical  Staff), 
Nashville 

University  of  Tennessee  Memorial  Hospital, 
Knoxville 

Volunteer  General  Hospital,  Martin 
Wellmont  Health  System,  Kingsport 
Williamson  Medical  Center,  Franklin 
Woodridge  Psychiatric  Hospital,  Johnson  City 

Specialty  Societies 

TN  Academy  of  Family  Physicians 
TN  Academy  of  Otolaryngology-Head  & 

Neck  Surgery 

Component  Medical  Societies 

Benton-Humphreys  County  Medical  Society 
Blount  County  Medical  Society 
Consolidated  Medical  Assembly  of  West  TN 
Greene  County  Medical  Society 
Knoxville  Academy  of  Medicine 
Monroe  County  Medical  Society 
Putnam  County  Medical  Society 
Roane-Anderson  County  Medical  Society 
Tipton  County  Medical  Society 
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TMA's  TennCare  Troubleshooting  Guide 

If  you  are  a physician  in  active  practice  in  the  State  of  Tennessee,  there’s  a new  information  resource 
you  should  not  be  without:  A TMA  Physician’s  TennCare  Troubleshooting  Guide. 

After  months  of  coordinating  with  numerous  state  and  federal  agencies,  the  TennCare  Managed  Care 
Organizations  (MCOs)  and  Behavioral  Health  Organizations  (BHOs),  the  TMA  has  compiled  a 
reference  guide  to  help  Tennessee  physicians  get  what  they  and  their  patients  are  entitled  to  from  the 
TennCare  program.  The  65-page  Guide  is  fully  indexed  and  presented  in  a loose-leaf  format  so  that  it 
can  be  easily  updated.  Best  of  all,  it’s  free  to  TMA  members! 

The  guide  features  a practical  five-step  process  doctors  should  use  when  they  cannot  obtain  pre- 
authorization for  medical  services  for  a patient,  and  another  to  use  when  an  MCO/BHO  has  refused  to 
pay  a claim.  And  not  only  is  the  Guide  helpful  to  physicians,  but  it  can — and  should — double  as  a 
training  and  reference  tool  for  the  entire  office  staff. 


The  Troubleshooting  Guide  gives  you: 

»-  A complete  overview  of  the  appeals  and  complaints  process  including  routine  and  expedited 
services  appeals,  enrollee  payment  issues,  emergency  services  payment  disputes,  and 
physician  payment  complaints; 

»-  What  you  should  know  and  do  before  you  file  a complaint; 

>-  Correct  claims  procedures  for  every  situation; 

>-  What  to  do  if  TennCare  reduces,  delays,  or  denies  approval  for  medical  treatment  or 
equipment  your  patient  needs; 

2^  An  outline  of  general  arbitration  procedures; 

2^  Critical  contact  numbers  with  names  of  state  and  federal  officials  that  govern  TennCare  as 
well  as  an  MCO/BHO  contact  list; 

An  appendix  packed  with  all  the  pertinent  forms,  flow  charts,  and  information  sheets  for 
physicians  and  their  staffs  to  copy  and  use  when  necessary. 


This  Guide  is  the  best  tool  physicians  have  ever  had  to 
ensure  that  they  and  their  patients  are  treated  fairly  by 
TennCare  MCOs  and  BHOs.  It  will  give  physicians  and 
their  staffs  the  resources  they  need  to  accurately  docu- 
ment their  TennCare  experiences. 

TMA  will  confidentially  track  and  compile  such  vital 
physician-generated  information  to  engender  meaningful 
improvements  in  the  TennCare  system  by  serving  as  an 
authentic  front-line  resource  for  HCFA,  the  TennCare 
Bureau,  and  the  State  Legislature. 


So  what  are  you  waiting  for?  Call  TMA  today  and  ask  for  your  free  copy  of 
A TMA  Physician’s  TennCare  Troubleshooting  Guide. 


HE2SEU 


No  Tennessee  Physician  Should  Be  Without  it. 


The  Journal 


Original  Contribution 

Prostitution  in  Memphis — 
Past,  Present,  and  Future 


Sumner  J.  Glassco,  BS  Ed;  James  Novotny,  MA;  Dottie  Dulin 


One  should  have  a little  knowledge  of  the  history  of  this 
city  and  its  attempts,  over  time,  to  control  “the  oldest  profes- 
sion” in  the  world.  In  March  of  1939,  the  Memphis  and  Shelby 
County  Health  Department  VD  Control  Program  inaugurated 
a system  of  tolerated  prostitution,  jointly  supervised  by  the 
Health  Department  and  the  Memphis  Police  Department. 
Under  this  system,  prostitution  flourished  in  the  small  hotels 
and  rooming  houses  that  abounded  in  the  vicinity  of  Main 
Street.  One  of  the  first  steps  in  the  “Prostitution  Control  Pro- 
gram” was  the  establishment,  at  Police  Headquarters,  of  a 
diagnostic  clinic,  through  which  all  arrested  individuals  ex- 
cept traffic  violators  were  required  to  pass  for  examination. 

Next,  the  legal  advisors  of  the  city  and  county  were  con- 
sulted regarding  the  legal  powers  of  the  Health  Department 
in  regard  to  isolation  and  quarantine  of  individuals  with  ve- 
nereal disease.  It  was  found  that  a state  law  in  existence  for 
20  years  provided  broad  powers  to  the  Health  Department  in 
examining  suspected  individuals  for  venereal  disease,  and 
also  stated  that  the  Health  Department  could  designate  the 
place  of  quarantine  for  individuals  infected  with  venereal 
disease.  A city  ordinance  was  also  found  that  authorized  the 
Health  Department  to  call  upon  the  police  department  for  aid 
in  enforcing  public  health  laws.  A few  decided  to  contest  the 
legality  of  this  procedure  in  a higher  court  on  habeas  corpus 
grounds,  but  in  each  case  the  authority  of  the  Health  Depart- 
ment to  quarantine  cases  of  venereal  disease  in  any  desig- 
nated place  was  upheld. 

In  Memphis  in  the  early  1980s,  morbidity  began  to  in- 
crease at  an  alarming  rate.  Personal  crimes  that  could  be  di- 
rectly related  to  prostitution  were  rampant  in  our  city.  Civic 
leaders  brought  pressure  to  bear  on  our  city  fathers,  who  in 
turn  requested  the  assistance  of  the  Health  Department.  From 
this  alliance  came  what  is  known  as  “Operation  Streetsweep.” 
For  this  to  become  a successful  and  continuing  operation,  it 
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was  necessary  to  bring  together  the  Memphis  Police  Depart- 
ment Vice  Squad,  Sheriff’s  Department  Fugitive  Squad,  Gen- 
eral Sessions  Criminal  Court  Staff,  and  the  medical  staff  of 
the  Criminal  Justice  Complex.  The  aforementioned  agencies 
agreed  to  the  following  procedures: 

Memphis  Police  Department,  Organized  Crime  Unit  Per- 
sonnel, were  designated  as  Deputy  Health  Officers.  Mem- 
phis Police  Department,  Organized  Crime  Unit  Officers, 
would  issue  a Public  Health  Notice  to  all  persons  arrested  for 
prostitution.  In  the  event  a prostitute  did  not  comply  with  the 
Public  Health  Notice,  a Health  Department  Representative 
would  appear  in  General  Sessions  Court  and  obtain  a war- 
rant for  the  individual’s  arrest.  The  warrant  had  a stipulation 
that  the  individual  would  be  held  with  “No  Bond.”  All  war- 
rants would  be  served  by  the  Sheriff’s  Fugitive  Squad. 

Examination,  diagnosis,  and  treatment  would  be  conducted 
by  the  medical  staff  of  the  Criminal  Justice  Complex.  The 
Health  Department  would  furnish  all  medical  supplies,  labo- 
ratory work,  drugs  and  courier  service,  and  there  would  be  a 
“chain  of  custody”  for  all  specimens.  Test  results  would  be 
shared  with  the  General  Sessions  Court  Judge  and  the  medi- 
cal staff  of  the  Criminal  Justice  Complex. 

Since  the  start  of  this  program  in  1980,  all  prostitutes  who 
did  not  report  for  examination  to  the  Health  Department  or 
their  private  physician  within  five  days  from  the  date  of  ar- 
rest were  arrested  and  examined  by  the  Criminal  Justice  Com- 
plex medical  staff.  If  the  individual  had  a positive  test  result, 
she  could  be  incarcerated  for  up  to  14  days  (Table  1).  The 
court  battles  began  once  again,  but  as  in  the  1940s  the  au- 
thority of  the  Health  Department  to  quarantine  cases  was 


TABLE  1 

NUMBER  OF  CLIENTS  EXAMINED  1991-92  THROUGH  1996-97 


Women  Examined 

3,379 

of  Total: 

88% 

Men  Examined 

468 

of  Total: 

12% 

Blacks 

3,166 

of  Total: 

82% 

Whites 

663 

of  Total: 

17% 

Others 

18 

of  Total: 

.5% 
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time  offenders  with  no  past  STD  history,  but  for  an  individual 
with  a past  history  of  a positive  test  bond  is  set  at  $10,000. 

It  is  our  sincere  belief  that  this  program  has  proven  cost- 
effective  and  has  helped  reduce  the  incidence  of  STDs  in 
Memphis.  By  screening  those  arrested  for  prostitution  (and 
testing  and  treating  them  when  they  are  infected),  we  have 
reduced  the  amount  of  disease  that  would  have  been  trans- 
mitted in  the  community.  And  knowing  that  “traditional” 
STDs  enhance  the  transmission  of  HIV  infection,  we  have 
also  reduced  the  number  of  HIV  infections  in  the  commu- 
nity. At  a lifetime  cost  of  well  over  $100,000,  this  saving  will 
easily  pay  for  the  prevention  effort  we  have  expended.  This 
program  has  yielded  a 25.9%  positivity  rate  (Table  2).G 

“It  is  my  deep  belief  that  an  attack  upon  organized  com- 
mercialized prostitution  is  one  of  the  necessary  factors  in 
a coordinated  campaign  against  syphilis  . . . . ” 

Thomas  Parran,  MD,  Surgeon  General 
U.S.  Public  Health  Service 
Shadow  on  the  Land — Syphilis  - 1941 
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TABLE  2 

SUMMARY  OF  PROGRAM  RESULTS 
FY  ’91  THROUGH  FY  ’96* 


HIV 


GC 

Syph 

# Exam 

% + 

# Exam 

# + 

% + 

1980-91 

731 

293 

3,942 

25.9% 

(No  HIV  testing  available) 

1991-92 

74 

109 

593 

30.9% 

12 

4 

33% 

1992-93 

35 

59 

404 

23.3% 

140 

9 

6% 

1993-94 

42 

79 

440 

275% 

200 

4 

2% 

1994-95 

108 

91 

323 

24.2% 

523 

25 

5% 

1995-96 

85 

132 

871 

24.9% 

753 

35 

5% 

1996-97 

73 

110 

716 

23.5% 

695 

56 

8% 

TOTAL 

417 

580 

3,847 

25.9% 

2,323 

133 

6% 

‘Years  for  which  these  numbers  were  available. 

upheld.  Only  minor  changes  have  taken  place  in  the  past  15 
years.  First,  mandatory  HIV  testing  for  all  arrested  prosti- 
tutes was  initiated  in  1995.  Next  was  a decision  by  the  court 
that  individuals  arrested  could  not  be  held  without  being  ar- 
raigned and  a bond  being  set.  A $500  bond  is  set  for  first- 
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Introduction 

Cryotherapy  has  been 
used  in  the  past  three  decades 
for  the  treatment  of  many  be- 
nign, malignant,  and  metasta- 
tic lesions  of  various  organs 
(skin,  pharynx,  larynx,  tra- 
chea, prostate,  vulva,  vagina, 
uterus,  anorectum,  and  eye). 
More  specifically,  primary 
and  metastatic  tumors  of  the 
liver  have  been  successfully 
treated  either  with  cryoab- 
lation  alone  or  in  conjunction 
with  surgical  resection.1 

The  use  of  this  modality 
and  other  interstitial  tech- 
niques (such  as  low  power 
laser  hyperthermia,  alcohol 
injections,  and  interstitial 
radiotherapy)  have  been  ex- 
plored because  management 
of  unresectable  hepatic  tu- 
mors remains  unsatisfactory. 
There  is  little  evidence  at  the 
present  time  that  regional  or 
systemic  chemotherapy  alone 
will  extend  survival  of  pa- 
tients with  hepatic  tumors.2 
Several  reviews2-5  of  cryo- 
surgical tumor  ablation  have 
suggested  that  it  is  a safe  and 
effective  treatment  for  both 
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primary  and  metastatic  he- 
patic cancer.  Herein  we  re- 
port our  experience  show- 
ing the  risks  and  results  of 
cryosurgical  ablation  in  con- 
junction with  resection  of 
very  advanced  hepatobiliary 
tumors. 

Patients  and  Methods 

From  August  1993  to 
June  1995,  25  patients  with 
hepatic  tumors  were  treated 
with  cryosurgical  ablation. 
Patients  routinely  had  preop- 
erative extensive  tumor  stag- 
ing with  computed  tomog- 
raphy of  the  abdomen,  pelvis 
and  thorax,  CT  portography 
of  the  liver,  and  whole  body 
positron  emission  tomog- 
raphy (PET).6 

Cryosurgical  ablation  of 
liver  tissue  was  used  in  three 
clinical  situations:  (1)  to 
achieve  a >l-cm  tumor-free 
margin  by  freeze  zone  when 
standard  surgical  resection 
margins  were  close  by  gross 
pathology;  (2)  to  help  ablate 
multiple  liver  lesions,  some 
by  resection  and  some  by 
cryoablation;  or  (3)  in  con- 
junction with  placement  of  a 
hepatic  arterial  portocath  to  increase  response.  In  no  case 
was  cryosurgery  used  when  standard  surgical  resection  alone 
was  appropriate  and  feasible;  thus  these  were  advanced 
oncologic  cases. 

Operative  Technique:  Standard  perioperative  care  included 


Vanderbilt  Experience  With  Cryosurgery 
For  25  Advanced  Flepatic  Tumors 

Fadi  F.  Haddad,  MD;  J.  Kelly  Wright,  MD;  Taylor  K.  Blair,  BA; 

William  C.  Chapman,  MD;  C.  Wright  Pinson,  MD,  MBA 


ABSTRACT 

There  are  reports  that  suggest  cryosurgical  techniques  may 
be  a useful  adjunct  or  even  a viable  alternative  to  surgical  re- 
section for  hepatobiliary  malignancies.  Our  objective  was  to 
evaluate  the  clinical  results  following  cryoablation  in  conjunc- 
tion with  surgical  resection  for  advanced  hepatic  tumors. 

Cryosurgical  techniques  were  used  in  25  consecutive  patients 
with  advanced  liver  tumors  (1)  to  achieve  a >l-cm  tumor-free 
margin  when  standard  surgical  margins  were  close,  (2)  to  man- 
age multiple  tumor  nodules  with  or  without  standard  surgical 
resection,  or  (3)  to  increase  chemotherapy  response  rates  in 
conjunction  with  hepatic  arterial  portocath  placement.  In  these 
25  patients  cryoablation  was  applied  to  44  of  91  lesions — inde- 
pendently in  four  patients  and  in  combination  with  hepatic  re- 
section in  21  patients.  Cryoablation  was  used  in  seven  patients 
because  of  close  surgical  margins.  In  18  patients  cryosurgery 
was  used  for  complete  lesion  ablation.  In  14  of  the  18  patients 
cryosurgery  and  resection  were  used  for  different  lesions;  in 
four  cryosurgery  alone  was  used. 

Transient  changes  in  hepatic  enzymes,  PT,  PTT,  and  plate- 
lets were  at  maximum  on  postoperative  days  1 to  3.  Surgical 
mortality  and  morbidity  rates  were  4%  and  68%  respectively. 
Coagulation  abnormalities  were  common;  at  least  30%  reduc- 
tion in  platelets  occurred  in  all  patients  and  a >50%  reduction 
occurred  in  15  of  25  (60%).  Sixteen  patients  had  a PT  >15  sec 
and  five  of  these  16  also  had  platelet  count  <50,000.  Associ- 
ated complications  included  one  wound  hematoma,  one  GI  hem- 
orrhage, one  intracranial  hemorrhage,  and  one  hepatic  hem- 
orrhage from  the  cryosurgical  site.  96%,  66%,  49%,  35%,  and 
20%  of  patients  were  surviving  respectively  at  6,  12,  18,  24, 
and  36  months. 

This  report  helps  define  the  risks  and  results  of  cryosurgical 
ablation  in  conjunction  with  surgical  resection  for  very  ad- 
vanced hepatobiliary  tumors.  Management  of  lesions  contigu- 
ous to  major  blood  vessels  can  include  the  Pringle  maneuver 
or  total  hepatic  vascular  isolation.  Cryoablation  can  be  applied 
carefully  as  a complement  to  resection  to  achieve  total  tumor 
ablation  in  selected  otherwise  unresectable  patients. 
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intravenous  prophylactic  antibiotics,  anesthesia  with  iso- 
flurane,  fentanyl,  and  a muscle  relaxant,  a thermal  retention 
device  (Bair  Hugger,  Augustine  Medical,  Inc.,  Eden  Prairie, 
MN),  and  intensive  care  unit  monitoring  after  surgery.  A bi- 
lateral subcostal  incision  with  a midline  extension  to  the 
xiphoid  process  was  used.  A table-fixed  retractor  system  pro- 
vided exposure  using  methods  previously  described.7  All 
patients  underwent  thorough  exploratory  laparotomy. 

The  liver  was  fully  mobilized  and  examined  by  bimanual 
palpation.  Intraoperative  ultrasonography  (Model  SSD 
650CL,  Aloka  Ultrasound,  Wallingford,  CA)  was  further  used 
to  assess  the  extent  and  number  of  hepatic  tumors  and  their 
relationship  to  intrahepatic  vascular  and  biliary  structures. 
Intraoperative  ultrasound  was  also  used  to  guide  both  cryo- 
surgery probe  placement  and  extent  of  the  freeze  process. 
We  attempted  to  achieve  a freeze  zone  radius  of  1 cm  larger 
than  the  tumor.  A cryosurgical  system  (Model  LCS2000, 
Cryotech,  Minneapolis,  MN)  with  two  independent  delivery 
ports  was  used  with  either  a 3-mm,  5-mm,  or  10-mm  trocar 
or40-mm  flat  probe  for  surface  lesions.  Two  freeze  and  spon- 
taneous thaw  cycles  were  used  in  all  cases. 

In  patients  in  whom  the  tumor  was  adjacent  to  major  vas- 
cular structures,  occlusion  of  flow  was  achieved  either  by 
placing  a vascular  clamp  across  the  hepatoduodenal  ligament 
or  by  total  hepatic  isolation  consisting  of  occlusion  of  the 
portal  inflow,  the  inferior  vena  cava  above  and  below  the  liver 
and  right  adrenal  vein.  Otherwise,  standard  techniques  for 
hepatic  resection  were  utilized. 

Hemostasis  was  achieved  by  a combination  of  electro- 
cautery, argon  beam  coagulation,  placement  of  oxidized  re- 
generated cellulose,  or  gelfoam  soaked  in  thrombin.  Biliary 
leaks  were  detected  by  injection  of  saline  into  the  biliary  tree 
and  application  of  hydrogen  peroxide  to  the  surface  of  the 
liver.  Repair  of  identified  leaks  was  performed  using  absorb- 
able suture. 

All  patients  were  followed  at  six-month  intervals  with  CT 
scans  and/or  PET  scans.  Tumor  recurrence  was  identified  by 
enlarging  masses  on  serial  studies,  usually  with  rising  tumor 
markers  and/or  biopsy. 

Results 

Twenty-five  patients  underwent  hepatic  cryoablation  in  a 
22-month  period  of  time.  During  this  study  period,  there  were 
102  liver  resections  performed;  thus  cryosurgery  was  applied 
in  25%  of  hepatic  resection  patients.  The  mean  age  for  these 
patients  was  616  15  years  (range  24-79  years).  There  were 
12  men  and  13  women.  Comorbidity  included  coronary  ar- 
tery disease  in  three,  hypertension  in  five,  previous  cere- 
brovascular event  in  two,  COPD  in  three,  and  diabetes  mellitus 
in  four.  Two  patients  had  alcoholic  liver  disease  and  one  had 
chronic  active  hepatitis  C. 

A variety  of  liver  tumors  were  treated  by  cryosurgery: 


metastatic  colorectal  carcinoma  to  the  liver  in  19  patients, 
metastatic  pancreatic  adenocarcinoma  in  one,  metastatic 
breast  cancer  in  one,  gallbladder  carcinoma  (pathologic  stage 
T2N0M0)  in  one,  metastatic  carcinoid  tumor  in  one,  primary 
hepatocellular  carcinoma  in  one,  and  hepatic  adenoma  in  one. 
Patients  were  staged  by  preoperative  studies  to  have  isolated 
hepatic  disease  with  the  exception  of  three  patients  whose 
primary  tumors  were  still  present  (colorectal  carcinoma  in 
two,  carcinoid  tumor  in  one). 

Previous  hepatobiliary  operations  in  these  25  patients  in- 
cluded hepatic  resection  in  two,  hepatic  artery  portocath  in 
two,  and  cholecystectomy  in  five.  Fifteen  of  the  patients  had 
previously  received  chemotherapy. 

The  25  patients  had  91  hepatic  lesions  with  a mean  of  3.6 
± 3.0  lesions  per  patient  (median  3,  range  1 to  13).  The  dis- 
tribution of  number  of  lesions  was  1 to  3 in  14  patients,  4 to 
6 in  eight  patients  and  7 to  13  in  three  patients. 

Intraoperative  ultrasound  was  routinely  performed.  When 
compared  to  the  preoperative  staging,  additional  hepatic  le- 
sions were  found  in  six  patients  (24%)  and  fewer  lesions  in 
one  (4%). 

Cryosurgery  was  used  in  seven  of  the  25  patients  (28%) 
because  the  margin  of  the  liver  resection  was  grossly  < 1 cm. 
This  included  the  patient  with  the  one  benign  tumor,  a he- 
patic adenoma.  The  flat  cryoprobe  was  used  on  the  resection 
surface  in  these  patients.  In  18  patients,  cryosurgery  (utiliz- 
ing trocar  probes)  was  used  as  a primary  form  of  tumor  abla- 
tion. In  14  of  these  1 8,  cryoablation  was  used  to  complement 
tumor  resection  as  some  lesions  were  not  otherwise  safely 
resectable.  In  four  of  the  1 8 patients,  cryosurgery  alone  was 
used.  Altogether  44  of  91  lesions  were  managed  by 
cryoablation. 

In  the  21  patients  in  whom  hepatic  resection  was  com- 
bined with  cryosurgery,  the  type  of  resections  performed  in- 
cluded right  lobectomy  in  three  patients,  right  trisegmen- 
tectomy  in  one,  left  lobectomy  in  one,  left  lobectomy  and 
wedge  resection  in  one,  segmentectomies  in  four,  and  be- 
tween one  and  six  wedge  resections  in  1 1 patients. 

Four  patients  also  had  hepatic  artery  catheters  placed  dur- 
ing the  operation,  and  one  had  a thrombosed  catheter  re- 
moved. Two  patients  underwent  right  colectomy  to  remove  a 
primary  colon  carcinoma  and  one  patient  had  a small  bowel 
resection  for  a primary  carcinoid  tumor  at  the  same  proce- 
dure as  the  hepatic  cryoablation.  Other  additional  procedures 
included  cholecystectomy  in  seven  patients,  lysis  of  adhe- 
sions in  1 1 patients,  ventral  hernia  repair  in  two  patients,  and 
skeletonization  resection  of  the  porta  hepatis  with  Roux-en-Y 
hepaticojejunostomy  in  one  patient  with  the  pT2N0M0  gall- 
bladder carcinoma.  The  operative  time  in  these  25  procedures 
was  a mean  5 1/2  ± 1 1/2  hours  (range  3 1/2  to  9 hours). 

In  13  of  the  25  patients,  hepatic  blood  flow  was  inter- 
rupted to  facilitate  resection  or  hepatic  parenchymal  freez- 
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ing.  A Pringle  maneuver  was  performed  by  clamping  the 
hepatoduodenal  ligament  in  seven  patients.  Total  hepatic  iso- 
lation by  additional  occlusion  of  the  inferior  vena  cava  above 
and  below  the  liver  and  of  the  right  adrenal  vein  was  used  in 
six  patients.  One  patient  experienced  transient  hypotension 
intraoperatively  but  there  were  no  other  intraoperative  car- 
diovascular events.  Fifteen  of  the  patients  received  blood  prod- 
ucts during  the  operations. 

There  was  one  operative  death  (4%).  This  patient  under- 
went four  wedge  resections  and  cryoablation  of  three  lesions, 
all  <3  cm,  as  well  as  placement  of  a hepatic  artery  catheter. 
A complex  coagulopathy  (thrombocytopenia  and  prolonged 
PT)  developed  on  postoperative  day  2.  She  developed  oliguric 
renal  failure  at  one  week,  and  the  next  day  had  a cerebral 
vascular  accident  causing  her  death.  Postmortem  study 
showed  an  intraparenchymai  cerebral  hemorrhage  along  with 
a right  renal  artery  and  vein  thrombosis  likely  occurring  within 
the  previous  24  to  48  hours. 

The  most  common  complications  were  coagulation  disor- 
ders: 16  patients  (64%)  developed  a PT  > 15  sec.  Five  patients 
developed  a severe  thrombocytopenia  (<50,000/cu  mm).  One 
patient  developed  an  esophageal  hemorrhage  requiring  trans- 
fusion. One  patient  developed  a significant  wound  hematoma. 
One  patient  hemorrhaged  from  the  cryosurgical  site,  requir- 
ing re-exploration  and  significant  transfusion.  An  intrahepatic 
arterial  branch  was  identified  as  the  source.  This  patient  sub- 
sequently developed  ARDS  and  was  in  the  ICU  for  21  days, 
during  17  days  of  which  a mechanical  ventilator  was  required. 
One  patient  developed  an  antithrombin  antibody.  These 
coagulopathy  complications  resulted  in  eight  patients  (32%) 
receiving  blood  transfusions  postoperatively.  Other  compli- 
cations included  development  of  transient  encephalopathy  in 
three,  bile  leak  in  three,  and  renal  dysfunction  in  three. 

The  perioperative  laboratory  values  are  summarized  in 
* Table  1.  The  alterations  in  AST,  LDH,  and  PT  were  at  their 
maximum  between  one  and  two  days,  and  for  ALT,  platelets, 
PTT,  and  WBC  between  two  and  three  days.  Platelets  dropped 
30%  of  baseline  values  in  all  patients,  and  greater  than  50%  of 
baseline  values  in  15  patients.  Laboratory  values  were  analyzed 
according  to  type  and  extent  of  cryoablation  procedure:  close 
margins  only  (n=7),  destruction  of  one  to  two  lesions  (n=10), 
and  destruction  of  three  lesions  (n=8);  there  were  no  signifi- 
cant differences  in  mean  values  identified  in  any  parameter. 

The  mean  length  of  hospital  stay  was  10  ± 5 days  (me- 
dian 9,  range  5 to  21  days).  The  mean  length  of  ICU  stay  was 
2.7  ± 3.3  days  (median  2,  range  1 to  21  days).  In  eight  pa- 
tients the  ventilator  was  required  for  more  than  24  hours,  and 
in  four  patients  for  more  than  48  hours.  Three  patients  of  the 
latter  group  developed  pneumonia. 

Follow-up  was  complete  in  24  patients  ranging  from  5 to 
43  months  with  a mean  of  18  ± 3 months.  The  actual  pa- 
tients survival  were  96%,  66%,  49%,  35%,  and  20%  respec- 


tively at  6,  1 2,  1 8,  24  and  36  months.  Three,  6,  12,  18,  24,  36 
month  actual  disease-free  survivals  for  evaluable  patients 
were  79%,  61%,  13%,  4%,  and  4%  respectively.  There  were 
16  late  deaths  all  due  to  tumor  recurrence. 

Discussion 

The  concept  of  cryosurgery,  whereby  controlled  tissue 
destruction  is  obtained  by  exposure  to  a cooling  agent,  has 
been  known  since  as  early  as  2500  BC.3  At  temperatures  be- 
low 20°C,  most  cells  die  as  a direct  consequence  of  internal 
dehydration,  cell  membrane  damage,  secondary  vascular 
thrombosis,  and  exposure  to  concentrated  electrolytes  dur- 
ing thawing.’1*  The  cryoablation  technique  has  been  devel- 
oped and  more  widely  use  in  the  past  two  decades,  with  im- 
provements in  the  freezing  instruments  and  in  intraoperative 
monitoring  devices,  including  real  time  ultrasound.9'11  Cur- 
rently, cryosurgery  of  liver  tumors  is  achieved  either  via  an 
intraparenchymai  cryoprobe  or  by  application  of  a surface 
cooling  coil  with  treatment  consisting  of  freeze-thaw  cycles 
necessary  to  achieve  total  tumor  destruction.12 

The  current  interest  in  cryoablation  of  metastatic  liver  can- 
cer was  brought  about  by  encouraging  results  reported  by 
several  investigators.4"13  Some  applied  this  therapeutic  op- 
tion to  unresectable  liver  metastases. 4,5,13  The  overall  results, 
specifically  the  five-year  patient  survival  rates  of  60%  and 
five-year  disease-free  survival  of  25%,  were  encouraging.413 
Likewise,  Zhou  et  al14  have  shown  the  use  of  cryosurgery  to 
treat  primary  liver  tumors  with  results  comparable  to  stan- 
dard hepatic  resection.13  Additionally,  this  technique  has  been 
reported  to  have  a low  operative  mortality4'5,131516  with  little 
major  morbidity.4,5,16 

A few  reports,  however,  have  documented  significant 
morbidity  when  cryoablation  is  utilized.13,17  In  their  series  of 
1 8 patients,  Onik  et  al13  had  six  major  complications,  includ- 
ing uncontrolled  surgical  hemorrhage  that  necessitated  ab- 
dominal packing,  a biliary  fistula,  a hepatic  abscess,  and  three 
cases  of  acute  tubular  necrosis  secondary  to  myoglobinuria. 
In  those  individuals,  renal  dysfunction  secondary  to  myo- 
globinuria was  related  to  the  volume  of  tissue  frozen  and  not 
to  the  duration  of  the  operation.  Cozzi  et  al17  have  shown 
that  hepatic  cryotherapy  is  associated  with  postoperative 
thrombocytopenia.  This  finding  was  first  described  by  Healey 
et  al18  in  1971  in  dogs  with  prolongation  of  the  PT  and  PTT 
and  a decrease  in  the  platelets  counts.  Cozzi  et  al17  postulate 
that  the  thrombocytopenia  relates  to  the  extent  of  hepatocel- 
lular injury;  they  believe  that  double  freeze-thaw  cycles  of 
cryotherapy  are  associated  with  a more  marked  decrease  in 
the  platelet  count  than  single-cycle  therapy.  Ramming5  noted 
a consumptive  coagulopathy  developing  to  some  extent  in 
every  patient. 

In  our  experience  with  cryosurgery  in  conjunction  with 
hepatic  resection  for  advanced  hepatic  tumors,  although  we 
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TABLE  1 

PERIOPERATIVE  LABORATORY  VALUES 


Bilirubin 

AST 

ALT 

LDH 

PCV 

WBC 

Platelets 

PT 

PTT 

UNITS 

(IU/L) 

(IU/L) 

(IU/L) 

(IU/L) 

(%) 

(x  1000/cu  mm) 

(x  1000/cu  mm) 

(sec) 

(sec) 

PREOP 

0.7  ± 

0.2 

31 

± 

24 

27 

± 20 

210 

± 

78 

39 

± 

5 

7 

± 

3 

217 

± 

91 

12 

-h 

1 

27  ± 5 

POSTOP 

1.7  ± 

1.1 

878 

± 

1378 

405 

± 479 

1320 

± 

2120 

32 

± 

7 

10 

± 

10 

133 

-+- 

59 

15 

± 

3 

41  ± 43 

PODI 

2.6  ± 

2.8 

1192 

882 

728 

± 417 

1972 

± 

1621 

32 

5 

11 

-+■ 

5 

152 

± 

143 

15 

± 

2 

29  ± 6 

POD2 

2.0  ± 

2.1 

694 

-+■ 

632 

737 

± 1175 

907 

-f- 

905 

31 

4 

17 

-f- 

25 

95 

± 

48 

14 

± 

2 

28  ± 7 

POD3 

2.1  ± 

2.6 

372 

758 

605 

± 1060 

438 

± 

267 

31 

5 

12 

+ 

6 

105 

± 

48 

13 

± 

1 

29  ± 2 

POD4 

2.3  ± 

2.3 

136 

121 

216 

± 140 

549 

± 

345 

30 

5 

9 

Hh 

4 

112 

± 

69 

14 

1 

25  ± 2 

POD5 

2.5  ± 

2.8 

74 

50 

185 

± 65 

456 

459 

30 

7 

10 

5 

133 

± 

75 

13 

± 

1 

22  ± 2 

POD6 

2.6  ± 

2.9 

59 

24 

140 

± 48 

378 

-h 

187 

31 

5 

11 

5 

140 

± 

54 

14 

± 

3 

24  ± 2 

POD7 

2.9  ± 

3.5 

49 

23 

67 

± 42 

307 

± 

54 

31 

-♦- 

5 

11 

5 

151 

-t- 

55 

13 

± 

1 

25  ± 1 

observed  minimal  operative  mortality  (4%),  there  was  sig- 
nificant morbidity,  especially  associated  with  clotting  disor- 
ders. Examination  of  postoperative  laboratory  values  dem- 
onstrated a fall  in  platelet  count  by  30%  in  all  patients  and  a 
rise  in  PT  of  15  sec  in  64%  of  patients.  This  was  associated 
with  transfusion  of  blood  products  in  eight  patients  and  ma- 
jor hemorrhagic  complications  in  one  of  five  patients.  In  re- 
sponse to  these  findings,  we  have  become  more  cautious  in 
applying  cryosurgical  techniques  and  hepatic  resection  for 
extensive  hepatic  tumors. 

Conclusions 

In  this  study,  we  reviewed  our  experience  with  cryo- 
surgical ablation  of  primary  and  metastatic  hepatic  tumors 
for  patients  with  advanced  hepatic  tumors  not  treatable  with 
standard  resection  techniques  alone.  All  patients  had  com- 
plete tumor  eradication  at  the  time  of  their  operative  proce- 
dure. There  was  an  actual  patient  survival  rate  of  35%  and 
20%  at  24  and  36  months  respectively.  This  finding  was  ex- 
pected in  light  of  the  very  advanced  hepatic  involvement  in 
the  patients  reported. 

While  several  interstitial  techniques,  such  as  low  power 
laser  hyperthermia,  interstitial  radiotherapy,  alcohol  ablation, 
chemo-embolization,  and  chemotherapy  via  hepatic  infusion 
pump,  have  been  described  and  reported  to  provide  some 
added  benefit  to  the  treatment  of  advanced  metastatic  he- 


patic tumors,  cryosurgery  remains  superior  in  achieving  to- 
tal tumor  burden  reduction.  It  should  be  used  carefully  as  a 
complement  to  resection  to  achieve  total  tumor  eradication 
in  selected  otherwise  unresectable  patients. □ 
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Introduction 

Facial  nerve  injury  should  be  suspected  with  penetrating 
injuries  in  the  vicinity  of  the  facial  nerve.  One  study  found 
that  22  of  43  patients  (5 1 %)  with  gunshot  wounds  to  the  tem- 
poral bone  had  evidence  of  facial  nerve  injury.1  Characteris- 
tics such  as  velocity,  mass,  caliber,  composition,  and  angle 
of  trajectory  of  the  projectile  all  influence  the  extent  of  mis- 
sile injury.2  In  addition  to  direct  tissue  trauma,  a missile  can 
impart  energy  to  tissues  adjacent  to  its  path  through  shock 
waves.1  Temporal  bone  fractures — the  most  common  cause  of 
trauma  to  the  facial  nerve — represent  a unique  form  of  non- 
penetrating damage  to  the  intratemporal  portion  of  the  nerve.4 
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Case  Report 

A 59-year-old  white  man  involved  in  a domestic  dispute 
suffered  a .38  caliber  gunshot  wound  to  the  left  facial  region. 
The  bullet  entered  below  the  left  infraorbital  nerve  foramen 
and  traversed  the  left  maxillary  sinus  and  the  mandible,  re- 
sulting in  comminuted  fractures  of  the  maxillary  sinus  and 
the  ramus  and  condyle  of  the  mandible,  and  came  to  rest  in 
the  left  mastoid  process  (Figs.  1 and  2).  The  patient  was  orally 
intubated  for  airway  protection  and  intravenous  steroid 
therapy  was  instituted.  Carotid  angiography  and  endoscopic 
examination  of  the  oropharynx  were  unremarkable.  Physical 


Figure  2.  Plain  film  revealing  retained  bullet  in  soft  tissues  inferior  to  left 
mastoid  process  and  comminution  of  left  subcondylar  region. 


V- : iksw 


Figure  1.  The  healing  entry  site  is  seen  inferior  to  left  orbit,  with  resultant 
left-sided  facial  hemiparalysis. 
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Figure  3.  CT  scan  in  axial  plane  showing  extensive  comminuted  frac- 
tures of  the  coronoid  process,  subcondylar  and  condylar  region  of  the 
left  mandible,  and  left  temporal  and  mastoid  regions. 

examination  revealed  a 15-mm  entrance  wound,  with  com- 
plete left  hemifacial  paralysis  but  intact  sensation  in  the  left 
infraorbital  nerve  distribution.  Schirmer’s  taste  and  hearing 
tests  were  normal.  CT  scan  confirmed  the  foreign  body  in 
the  left  mastoid  area,  with  fractures  of  the  left  maxilla,  man- 
dibular ramus  and  condyle,  and  the  left  temporal  bone  in  the 
vicinity  of  the  vertical  facial  canal  (Figs.  3 and  4).  Operative 
decompression  of  the  intratemporal  facial  nerve  was  followed 
by  extratemporal  nerve  exploration.  The  nerve  was  found  to 
be  contused  but  intact.  Maxillomandibular  fixation,  and  open 
reduction  and  internal  fixation  of  the  fractures  were  per- 
formed. Return  of  facial  muscle  function  has  been  slowly 
progressive.  One  year  after  repair,  the  patient’s  main  com- 
plaint is  vertigo.  His  occlusion  is  normal  and  Angle  Class  I. 
Orbicularis,  frontal,  zygomatic,  and  levator  muscle  function 
has  returned,  but  the  ipsilateral  depressor  labii  has  dimin- 
ished function. 

Discussion 

Facial  nerve  injury  can  be  classified  by  site  (intracranial, 
intratemporal,  and  extratemporal)  and  by  type  of  trauma  (pen- 
etrating, nonpenetrating,  or  iatrogenic).  The  nerve  trunk  is 
formed  from  supranuclear  and  infranuclear  pathways  from 
the  facial  nucleus.  It  enters  the  internal  auditory  meatus  and 
the  facial  canal  of  the  temporal  bone.  Within  the  canal  are 
three  intratemporal  branches.  The  first  is  the  greater  petrosal 
nerve  arising  at  the  level  of  the  geniculate  ganglion.  It  carries 


Figure  4.  Three  dimensional  reconstruction  of  facial  CT  scans  showing 
entry  site  near  the  level  of  the  infraorbital  foramen  and  extensive  commi- 
nuted fractures  of  the  mandible,  and  temporal  and  mastoid  regions. 

afferents  from  the  lacrimal  gland,  taste  from  the  soft  palate, 
and  deep  pressure  sense  and  pain  from  the  muscles  and  fa- 
cial bones,  and  supplies  motor  fibers  to  those  structures.  The 
second  branch  goes  to  the  stapedius  muscle,  producing  a 
dampening  effect  on  sound  vibrations  reaching  the  inner  ear. 
The  third  branch  is  the  chordae  tympani  nerve  which  sup- 
plies motor  fibers  to  the  submaxillary  and  sublingual  glands 
and  afferent  taste  fibers  from  the  anterior  two-thirds  of  the 
tongue.  The  extratemporal  nerve  is  divided  into  two  main 
divisions — the  temporofacial  and  the  cervicofacial.  Classic 
anatomic  descriptions  denote  five  major  terminal  branches. 
The  temporal  division  gives  several  branches  to  the  frontal, 
orbital,  zygomatic  and  buccal  areas,  and  the  cervical  divi- 
sion provides  buccal,  mandibular,  and  cervical  branches.5 

Neurologic  evaluation  should  be  standard  in  the  initial 
history  and  physical  examination  and  requires  organization 
and  detail.  The  intracranial,  intratemporal,  and  extratemporal 
segments  of  the  nerve  should  be  serially  examined.  Evalua- 
tion of  the  facial  nerve  begins  with  observing  the  patient  at 
rest  to  inspect  facial  symmetry  and  whether  or  not  muscle 
tone  is  equal  bilaterally.  In  succession,  the  patient  is  asked 
to  wrinkle  the  forehead  or  raise  the  eyebrows,  close  the  eyes 
tightly,  smile  or  show  the  teeth,  pucker  the  lips  as  if  to  whistle, 
and  lower  the  corners  of  the  mouth  in  a grimace.  If  there  is  a 
possibility  of  an  intratemporal  injury,  evaluation  of  those 
branches  is  necessary  as  well.  For  the  greater  petrosal  nerve, 
the  modified  Schirmer’s  test  is  the  test  of  choice.  A piece  of 
sterile  filter  paper  is  placed  over  the  lower  eyelid.  After  five 
minutes  the  amount  of  tear  production  is  determined  by  mea- 
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suring  the  distance  of  “wetness”  on  the  filter  paper.  More 
than  15  mm  is  normal,  and  less  than  5 mm  or  15  mm  less 
than  the  unaffected  side  indicates  injury.6  Injury  to  the  nerve 
supplying  the  stapedius  muscle  is  suspected  if  the  patient  has 
intolerance  to  high-pitched  or  loud  noises.  Chordae  tympani 
nerve  injury  is  suspected  if  a bitter  solution  is  not  appropri- 
ately appreciated  on  taste  or  if  application  of  a galvanic  cur- 
rent results  in  a metallic  taste  on  the  normal  side  and  a sensa- 
tion of  electrical  shock  on  the  affected  side.5 

Conclusion 

Multiple  repair  options  are  available  if  facial  nerve  injury 
is  confirmed.  These  include  decompression,  primary  nerve 
repair,  nerve  grafting,  neuromuscular  pedicle  graft,  nerve 
transfers,  regional  muscle  transposition,  and  microvascular 
muscle  transfers.  These  can  be  done  alone  or  in  combination.7 

This  article  offers  a basic  review  of  the  facial  nerve  anatomy 


and  examination  so  that  diagnosis  of  injury  and  appropriate 
treatment  may  be  instituted  and  effective  communication 
between  the  examiner  and  reconstructive  surgeon  can  ensue. 
With  an  increasingly  violent  society,  the  incidence  of  gun- 
shot wounds  to  the  face  will  undoubtedly  become  more  com- 
mon, and  facial  nerve  injuries  should  always  be  suspected  as 
these  types  of  traumas  are  evaluated. □ 
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The  Journal 


Department  of  Health  Report 

Prevention  of  Disability  From  Asthma 
In  Children  and  Young  Adults 

Kenneth  W.  Marmon,  MD 


The  prevention  of  secondary  disability  and  early  death  in 
children  and  young  adults  with  asthma  is  of  primary  concern 
to  all  physicians  and  is  a major  goal  of  Healthy  People  2000} 

Asthma  may  be  defined  as  a chronic  inflammation  of  the 
airways.  Five  million  children  in  the  United  States  are  af- 
fected with  asthma.  It  is  the  most  common  chronic  disease 
of  childhood  (children  1-19  years  of  age),  and  can  be  life 
threatening.  A recent  study  found  that  school  absenteeism 
costs  an  estimated  $1  billion  in  lost  wages  for  parents  who 
stayed  home  to  care  for  asthmatic  children.  The  death  rate 
from  asthma  for  children  19  years  and  younger  increased  by 
78%  between  1980  and  1993. 2 

Asthmatic  attacks  can  be  caused  by  respiratory  infec- 
tion, exposure  to  cigarette  smoke,  stress,  strenuous  exercise, 
weather  conditions,  including  cold,  windy,  or  rainy  days,  al- 
lergy to  animals,  dust,  pollen  or  molds,  indoor  air  pollutants 
such  as  paint,  cleaning  materials,  chemicals  or  perfumes,  or 
outdoor  pollutants  such  as  ozone.2 

Managing  asthma  requires  a long-term,  multifaceted  ap- 
proach, including  patient  education,  behavior  changes,  avoid- 
ance of  asthma  triggers,  pharmacologic  therapy,  and  frequent 
medical  follow-up.  The  mainstays  of  pharmacologic  preven- 
tive therapy  in  asthma  are  inhaled  nebulized  corticosteroids, 
cromolyn  (Intal)  or  nedocromil  (Tilade).  For  more  severe  or 
unresponsive  asthmatics,  allergen  immunotherapy,  methyl- 
xanthines  (theophylline),  and  systemic  corticosteroids  are 
utilized.4 

For  acute  exacerbations,  (3,  adrenergic  agonists  (albu- 
terol and  servertil)  are  nebulized  with  an  air  compressor 
(Pulmo-Aide)  or  a metered  dose  inhaler  (MDI)  with  a “spacer” 
(InspirEase  or  AeroChamber).  (3,  agonists  orally,  and/or 
“pulse”  systemic  corticosteroids  for  a three-  to  five-day 
“burst,”  are  also  utilized.4 

For  outpatient  evaluation  of  preventive  therapy,  the  use  of 


From  the  Tennessee  Department  of  Health,  Nashville. 
Dr.  Marmon  is  the  Blount  County  Health  Officer. 


a peak  flow  meter  is  quite  helpful.  With  the  peak  flow  meter, 
the  safe  zone  (green  - patient’s  personal  best),  caution  zone 
(yellow),  and  the  danger  zone  (red  - 50%  of  the  patient’s 
personal  best)  of  pulmonary  function  have  been  noted  to  give 
parents  and  older  children  more  notice  of  failed  outpatient 
therapy  and  impending  pulmonary  insufficiency.  The  avail- 
ability of  in-office  pulse  oximeter  is  also  helpful  to  deter- 
mine clinical  severity  of  asthma.5 

Newer  modalities  of  asthma  therapy  are  now  finding  their 
place  in  the  scheme  of  pediatric  and  young  adult  chronic  in- 
flammatory pulmonary  disease.  These  include  Atrovent  MDI 
(ipratropium)  and  Combovent  (albuterol  and  ipratropium 
mixture)  MDI.  Leukotriene  inhibitors  and  antagonists  such 
as  accolate  (Zafurlukast),  zyflo  (Ziletin),  and  singular 
(Zileuten)  are  now  available.  Only  singular  is  FDA  approved 
for  children  6 years  and  older,  with  a chewable  5 mg  tablet. 
The  remainder  are  FDA  approved  for  1 2 years  and  older  only. 
Leukotrienes  released  from  damaged  mast  cells  and  eosino- 
phils result  in  bronchospasm  and  mucous  production  in  asth- 
matics.6 On  the  horizon  may  be  the  use  of  Heliox  (helium 
and  oxygen  mixture)  for  impending  respiratory  failure  in 
asthmatics.7 

In  summary,  asthma  prevalence,  morbidity,  and  mortality 
are  increasing  in  the  United  States  in  children  and  young 
adults.  It  is  hoped  that  asthma  morbidity  and  mortality  will 
decrease  with  increased  asthma  awareness  in  patients,  par- 
ents, and  medical  personnel,  and  increased  accessibility  to 
medical  care.O 
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The  Journal 


Vanderbilt  Morning  Report 

Abdominal  Pain  While  on  Coumadin 


Case  Report 

One  week  before  admission  a 63-year-old  man  experi- 
enced epigastric  pain,  nausea,  and  hematemesis  after  an 
evening  meal.  Over  the  next  week,  this  pain  waxed  and  waned, 
and  was  worse  following  ingestion  of  food.  It  subsequently 
progressed,  became  diffuse,  and  was  associated  with  abdomi- 
nal distention.  Although  the  patient  was  able  to  tolerate  liq- 
uids, emesis  persisted  with  intake  of  solid  foods,  and  included 
episodic  hematemesis.  He  had  not  had  flatus  or  a bowel  move- 
ment for  three  days  before  admission.  He  denied  alcohol  or 
nonsteroidal  anti-inflammatory  drug  use.  He  had  hyperten- 
sion and  diabetes  mellitus,  and  had  had  stroke  secondary  to 
severe  carotid  stenosis.  His  medications  included  warfarin, 
lisinopril,  and  glyburide. 

Physical  examination  revealed  a well-developed  man  in 
mild  distress  due  to  abdominal  pain.  His  pulse  was  120/min, 
blood  pressure  134/80  mm  Hg,  and  he  was  afebrile.  His  ab- 
domen was  diffusely  tender,  but  was  soft,  without  rebound 
tenderness  or  guarding,  and  his  bowel  sounds  were  hypo- 
active.  No  masses  or  bruits  were  appreciated,  and  his  stool  was 
guaiac-negative.  Laboratory  data  showed  a WBC  count  of 
15,000/cu  mm  with  83%  neutrophils,  PCV  42%,  and  an  INR 
of  12.6.  The  remainder  of  his  laboratory  findings  were  unre- 
markable, including  amylase,  lipase,  lactate,  and  liver  func- 
tion tests.  Flat  and  upright  plain  films  of  his  abdomen  demon- 
strated no  dilated  loops  of  bowel,  air  fluid  levels,  or  free  air. 

The  patient  was  admitted  for  treatment  of  his  coagulopathy 
and  evaluation  of  his  abdominal  pain.  He  received  vitamin  K 
and  fluids,  but  the  following  day,  when  his  hematocrit  had 
decreased  to  30%,  he  was  given  fresh  frozen  plasma.  A con- 
trasted CT  scan  of  the  abdomen  demonstrated  thickening  of 
the  jejunum  at  the  ligament  of  Treitz.  An  upper  GI  series 
with  small  bowel  follow-through  confirmed  a narrowing  of 
the  jejunum  extending  approximately  20  inches  distally.  The 
diagnosis  of  intramural  jejunal  hematoma  was  made  based 
on  clinical  and  radiographic  data.  With  reversal  of  his  coagu- 


Presented  by  Lewis  McCurdy,  MD,  medical  resident,  Vanderbilt 
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lopathy  and  bowel  rest,  the  patient’s  abdominal  pain,  nausea, 
and  hematemesis  resolved  over  the  next  several  days. 

Discussion 

Intramural  hematoma  of  the  small  intestine  is  a rare  com- 
plication of  anticoagulation  therapy,  and  is  most  commonly 
associated  with  blunt  abdominal  trauma.  Approximately  one- 
third  of  intramural  small  bowel  hemorrhages  are  related  to 
use  of  anticoagulants.1  The  average  age  of  persons  with  this 
disorder  is  60  years;  70%  are  men  and  90%  are  white.2  The 
most  common  site  of  hemorrhage  is  localized  to  the  duode- 
num and  proximal  jejunum,  and  is  thought  to  be  related  to 
peculiar  anatomic  configurations  at  this  region  of  the  bowel: 
(a)  it  lies  on  a shortened,  rigid  mesentery;  (b)  it  has  a rich, 
double  vascular  plexus  in  the  submucosa;  (c)  it  lacks  a cir- 
cumferential serosal  layer,  which  may  allow  blood  to 
extravasate  into  retroperitoneal  tissues.1 

The  typical  symptoms  of  anticoagulant-induced  intramu- 
ral hematoma  of  the  small  bowel  are  progressive,  and  include 
nausea,  vomiting,  and  abdominal  pain,  usually  described  as 
colicky.4  Hematemesis  occurs  in  approximately  8%  of  cases, 
with  major  upper  GI  bleeding  reported  in  3.5%. 1 Laboratory 
data  reveal  anemia  in  23%,  hyperbilirubinemia  in  7.8%,  and 
elevated  amylase  in  16.5%  of  affected  individuals.5  Treat- 
ment is  supportive.  Operative  intervention  is  indicated  only 
when  complete  intestinal  obstruction  is  present  and  medical 
management  fails.4  Reversal  of  anticoagulation  with  intrave- 
nous vitamin  K and  fresh  frozen  plasma  is  indicated.  Symp- 
toms typically  resolve  after  approximately  72  hours. 

Although  it  is  a rare  complication  of  anticoagulation 
therapy,  intramural  hematoma  of  the  small  bowel  should  be 
considered  in  patients  with  abdominal  pain  while  receiving 
anticoagulant  therapy. □ 
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News  and  Views 


TMA  Alliance  Report 


TMA  Alliance  Health  Promotion 

A variety  of  health  issues  will  be  the  focus  of  the  TMA  Alli- 
ance this  year.  The  AMA  Alliance  is  updating  teen  resource  book- 
lets that  address  substance  abuse,  drinking  and  driving,  suicide, 
eating  disorders,  and  teen  sexuality.  These  booklets  will  be  dis- 
tributed to  our  counties  very  soon.  The  “Baby  Think  it  Over” 
doll,  an  interactive  parenting  mannequin,  is  being  ordered  for 
more  teen  health  programs  in  Tennessee.  As  the  decision  to  be- 
come pregnant  is  considered  by  teens,  this  project  provides  the 
reality  that  babies  require  24-hour-a-day  care  and  attention. 

We  will  call  attention  to  and  raise  public  awareness  of  the 
need  and  thus  increase  the  number  of  pledged  organ  donors  state- 
wide. We  will  encourage  our  medical  communities  to  sign  or- 
gan donor  cards,  and  to  discuss  this  decision  with  their  fami- 
lies. The  necessity  for  making  your  loved  ones  aware  that  you 
are  an  organ  donor  is  crucial.  Time  may  be  critical  in  preserv- 
ing the  organs,  and  with  the  family  being  made  aware  of  a donor’s 
wishes,  all  concerned  will  benefit. 

TMAA  will  uphold  the  AMA  Alliance’s  pledge  to  Colin 
Powell’s  organization,  America’s  Promise.  In  1997,  AMAA 
pledged  to  provide  1 million  children  in  grades  K-3  with  activi- 
ties to  help  them  cope  with  anger  and  conflict,  and  enhance 
self-esteem.  Many  counties  in  Tennessee  are  already  doing  this 
by  supplying  Tennessee  children  with  “Hands  are  NOT  for  Hit- 
ting” and  “I  Can  Choose”  activity  books  to  elementary  schools. 

Anger  management  information,  “Keep  Calm”  to  prevent 
road  rage,  will  be  distributed  to  high  schools  across  the  state. 

Finally,  the  TMAA  is  promoting  a 15-minute  video,  “Cool- 
ing a Hot  Situation,”  which  demonstrates  conflict  resolution 
skills.  The  accompanying  teacher’s  guide  allows  class  discus- 
sion after  each  five-minute  segment.  We  believe  that  the  stu- 
dents viewing  this  video  will  learn  a healthy  management  of 
conflict  situations  in  their  lives  without  guns  and  fighting. 

This  is  a full  agenda  for  the  year  to  promote  a healthier 
Tennessee. 

Barbara  Trautman 

Health  Promotions  Chairperson 


Letters  to  the  Editor 


Dear  Tennessee  Friends 

I wouldn’t  have  missed  it  for  the  world!  Having  the  opportu- 
nity to  represent  all  of  you  during  the  past  year  as  I traveled 
across  the  country  has  been  one  of  the  proudest  experiences  of 
my  life. 

Thank  you  for  the  many  kindnesses  you  have  extended  to 
me  and  my  family.  You  have  honored  me  in  so  many  ways.  Your 
presence  during  the  recent  meeting  of  the  AMA  Alliance  House 
of  Delegates  in  Chicago  was  greatly  appreciated.  The  flowers 
you  sent  to  my  suite  were  enjoyed  immensely.  In  my  wildest 
dreams,  I never  expected  to  be  on  the  cover  of  Tennessee  Medi- 
cine and  honored  with  such  kind  words.  You  further  honored 


me  with  a resolution  of  commendation  during  the  Tennessee 
Medical  Association  House  of  Delegates  and  a life  membership 
from  the  Tennessee  Medical  Association  Alliance. 

I retain  the  highest  respect  and  admiration  for  each  of  you 
and  the  superb  contribution  you  make  to  the  health  and  well- 
being of  Tennesseans.  You  represent  the  best  in  medicine — the 
best  in  volunteerism. 

I want  to  extend  to  you  my  heartfelt  gratitude  for  the  gener- 
ous kindness  and  friendship  you  have  shown  me.  For  being  al- 
lowed to  represent  you  and  to  personally  repay,  in  a small  way, 
a portion  of  what  I have  received  is  something  for  which  I will 
be  eternally  grateful. 

Johnnie  Amonette 
Immediate  Past  President 
AMA  Alliance 


Open  Letter  to  TMA  Membership  and  all 
Physicians  of  Tennessee 

As  of  July  1,  1998,  I consider  myself  fortunate  to  have  at- 
tained the  status  of  senior  citizen  and  Medical  Director  Emeri- 
tus of  the  Tennessee  Medical  Foundation’s  (TMF)  Physicians 
Health  Program  (PHP). 

I wish  to  express  my  sincere  gratitude  to  the  physicians  of 
Tennessee  for  your  support  throughout  the  past  1 5 years.  I wish 
to  also  thank  all  those  members  of  the  TMA  Board  of  Trustees 
under  whose  tenure  I served,  as  well  as  the  Board  of  Directors 
of  the  TMF  and  the  TMF  Physicians  Health  Peer  Review  Com- 
mittee. My  sincere  appreciation  goes  to  the  Board  of  Directors 
of  State  Volunteer  Mutual  Insurance  Company  and  its  staff  for 
their  moral  support.  Additionally,  over  the  years  I have  devel- 
oped many  warm  professional  relationships  with  individuals  at 
the  state  agency  level;  for  these  I am  eternally  grateful.  Finally, 
I thank  the  Tennessee  sospitals  and  their  administrations  for 
their  support  of  the  mission. 

I tip  my  hat  to  all  the  physicians  of  Tennessee  who  have  had 
the  courage  to  enter  onto  the  path  of  change  and  who  have  had 
the  tenacity  and  commitment  to  make  their  change  permanent. 

I congratulate  Dr.  Gary  Olbrich  upon  becoming  the  full-time 
Medical  Director  and  wish  for  him  the  utmost  in  success.  May 
he  be  fulfilled  as  much  as  I have  by  being  privileged  to  serve  as 
Medical  Director. 

I hope  that  everyone  hears  from  me  further  through  the  writ- 
ten pages  as  my  primary  opportunity  now  is  to  write. 

David  T.  Dodd,  MD,  ASAM 
Office  of  the  Medical  Director 
Tennessee  Medical  Foundation 
Physicians  Health  Program 


In  Memoriam 


Jack  Elmore  Douglass,  MD,  age  94.  Died  June  24,  1998.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Consolidated  Medical  Assembly  of  West  Tennessee. 

Stanley  M.  Patterson,  MD,  age  59.  Died  June  10,  1998.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Memphis-Shelby  County  Medical  Society. 
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New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

William  R.  Baugh,  MD,  Brownsville 

HENRY  COUNTY  MEDICAL  SOCIETY 

R.  Scott  Whitby,  MD,  Paris 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Peter  J.  Campbell,  MD,  Knoxville 
James  M.  Carlson,  DO,  Knoxville 
Michael  R.  Flynn,  MD,  Knoxville 
Rebecca  T.  Jackson,  MD,  Knoxville 
Angela  M.  Meyer,  MD,  Knoxville 
Steven  E.  Ritchie,  MD,  Knoxville 
Barry  J.  Roseman,  MD,  Maryville 
Mary  C.  Testerman,  MD,  Knoxville 

LINCOLN  COUNTY  MEDICAL  SOCIETY 

Paul  D.  Sain,  MD,  Fayetteville 

MAURY  COUNTY  MEDICAL  SOCIETY 

James  E.  Milner,  MD,  Columbia 
Steven  M.  Truelove,  MD,  Columbia 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

William  R.  Barbee,  MD,  Memphis 
Thomas  M.  Carr  Jr.,  MD,  Memphis 
Jeffrey  R.  Gingrich,  MD,  Memphis 
Thomas  S.  Guyton,  MD,  Memphis 
Martin  I.  Herman,  MD,  Cordova 
Christine  S.  Mestemacher,  MD,  Germantown 
Margaret  M.  Norsworthy,  MD,  Memphis 
John  R.  Sellars,  MD,  Memphis 
Aubrey  T.  Sprabery,  MD,  Memphis 
Mitchell  S.  Steiner,  MD,  Germantown 
Bruce  W.  Steinhauer,  MD,  Memphis 
Todd  E.  Stiles,  MD,  Memphis 
Alan  H.  Tanenbaum,  MD,  Memphis 
Alston  G.  Warr,  MD,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Tracy  J.  Osborne,  MD,  Nashville 
Mark  Peacock,  MD,  Nashville 
Suzanne  P Riva,  MD,  Nashville 

OVERTON  COUNTY  MEDICAL  SOCIETY 

Matthew  J.  Gaspar,  MD,  Livingston 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Welburne  D.  Johnson  II,  MD,  Cookeville 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Lawrence  D.  Bailey,  MD,  Kingsport 
Gerald  G.  Blackwell,  MD,  Kingsport 
Mark  A.  Borsch,  MD,  Bristol 
Terry  L.  Forrest,  MD,  Bristol 
Ronald  L.  Hedderich,  MD,  Kingsport 
Christopher  J.  Kennedy,  MD,  Bristol 
Richard  E.  Michalik,  MD,  Church  Hill 
James  B.  Phillips,  MD,  Kingsport 
Octavio  J.  Pinell,  MD,  Kingsport 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  June,  1998.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Syed  M.  Amer,  MD,  Chattanooga 
James  E.  Ball,  Jr.,  MD,  Knoxville 
Frances  Ann  Berry,  MD,  Lawrenceburg 
James  A.  Bookman,  MD,  Madison 
James  D.  Bry'ant,  MD,  Nashville 
Ronald  D.  Caldwell,  MD,  Kingsport 
Dan  E.  Connor,  MD,  Madison 
Craig  M.  Coulam,  MD,  Nashville 
Teodorico  P.  Cruz,  MD,  Elizabethton 
Samuel  M.  Currin,  MD,  Chattanooga 
Lana  G.  Fox,  MD,  Memphis 
Michael  H.  Gold,  MD,  Nashville 
James  K.  Hitchman,  MD,  Hendersonville 
W.  Jan  Kazmier,  MD,  Kingsport 
Wilda  C.  Leary,  MD,  Knoxville 
Wayne  J.  Lennington,  MD,  Brentwood 
Frank  H.  Lowry',  MD,  Madisonville 
Robert  N.  Marshall,  MD,  Chattanooga 
Yvonne  Pawlowski,  MD,  Lebanon 
Michael  B.  Seshul,  MD,  Nashville 
Paul  R.  Tanner,  MD,  Memphis 
Vincent  A.  Viscomi,  MD,  Chattanooga 


Personal  News 


S.  Trevor  Briscoe,  MD,  Athens,  has  been  certified  as  a Diplo- 
mate  of  the  American  Board  of  Ophthalmology. 

Robert  Diez  d’Aux,  MD,  Greeneville,  has  been  selected  as  a 
Fellow  of  the  American  College  of  Occupational  and  Environ- 
mental Medicine. 

William  G.  Jennings,  MD,  Parsons,  has  been  elected  a Diplo- 
mate  of  the  American  Board  of  Managed  Care  Medicine. 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 
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Tennessee  Department  of  Health 

Oct  8 Newborn  Screening  Symposium:  Collection,  Report- 

ing, and  Follow-Up — Knoxville 

Oct  13  Newborn  Screening  Symposium:  Collection,  Report- 
ing, and  Follow-Up — Nashville 

For  information  contact  Sean  O’Connell,  TDH  Laboratory 
Services,  630  Hart  Lane,  Nashville  37247,  Tel.  (615)  262-6319. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 


Oct  8-10  4th  Annual  Neonatology  Symposium — Williamsburg,  VA 

Dec  4-5  24th  Annual  High-Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 


Memphis 

Nov  20  Pediatric  Advanced  Life  Support  Recertification 
Course 


Oct  15-16 
Dec  10-11 
Feb  21-26 
June  15-19 


Chattanooga 
Care  of  the  Aging  Patient 
Internal  Medicine  Seminar 
Clinical  Medicine  Update — Maui,  Hawaii 
Family  Medicine  Update 


For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  ofTennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


CAA 

Carolyn  Avery  & 
Associates,  Inc. 

♦ TMA  Physician 
Services  Workshop 
Coordinator 

♦ Employee  Personnel 
Manuals 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 


POB  159012  • Nashville,  TN  3721 5-9012 

(615)383-6321  • Fax  (61 5)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment ” 


NEUROLOGICAL  SCIENCES 
SYMPOSIUM 

Practical  Management  of  Medical  & Surgical 
Neuromuscular  Disease  Treatment  of  Movement 

Disorders 

Neurologic  Emergencies 
for  the  Primary  Care  Provider 

October  23-24,  1998 
Holiday  Inn  North,  Lexington,  KY 

Designed  lor  neurologists,  internists,  emergency  medicine 
physicians,  psychiatrists,  and  primary  care  physicians. 

AMA  Category  I,  AAFP,  nursing  credit  will  be  offered 

Contact:  Sylvia  Williams,  University  of  Kentucky  Continuing 
Medical  Education,  L007  Kentucky  Clinic,  Lexington,  KY 
40536-0284;  Tel.  (800)  204-6333;  fax:  (606)  323-2008;  or,  e-mail: 
sewillOl  @ pop.uky.edu 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for  each 
additional  word.  Count  as  one  word  all  single  words,  two  initials 
of  a name,  single  numbers,  groups  of  numbers,  hyphenated 
words,  and  abbreviations.  Advertisers  may  utilize  a box  number 
for  confidentiality,  if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this  box  in 
an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd 
month  preceding  the  desired  month  of  publication,  and  will  be 
subject  to  approval.  No  phone  orders  will  be  accepted.  Pay- 
ment must  accompany  order.  Each  listing  will  be  removed  after 
its  first  publication  unless  otherwise  instructed.  Fee-for-service 
agency  advertisements  are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

MEDICAL  DIRECTOR  NEEDED— Memphis  Health  Center,  Inc., 
a not-for-profit  corporation,  has  an  immediate  opening  for  a phy- 
sician to  serve  as  Medical  Director  of  an  urban  ambulatory 
health  care  center.  Excellent  compensation  & benefit  package, 
fantastic  hours,  challenging  and  rewarding  environment.  Mail 
your  CV  to  Memphis  Health  Center,  Inc.,  360  E.H.  Crump  Blvd., 
Memphis,  TN  38126,  Attn:  Human  Resources  Dept. 


INTERNAL  MEDICINE  physicians  needed  in  rural  area  of  West 
Tennessee.  Located  45  minutes  from  Memphis.  Compensation, 
guarantee,  and  incentives  will  be  discussed.  Please  mail  resume 
to  Medical  Administrator,  Attn:  Sherry,  P.O.  Box  626,  Covington, 
TN  38019. 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available  in 
emergency  departments  throughout  Tennessee,  Kentucky, 
Virginia  and  Georgia.  Physicians  who  have  completed  a 
residency  in  Emergency  Medicine  or  a Primary  Care 
specialty  with  Emergency  Medicine  experience  will  be 
considered. 

Emergency  Coverage  Corporation  provides  flexible 
scheduling,  competitive  compensation  and  paid 
malpractice  insurance. 

For  more  information,  fax  your  CV 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

1-800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 

A Team  Health  Affiliate 


PHYSICIAN 


Looking  for  a quality  lifestyle 
AND  a rewarding  career? 

Multi-specialty  physician  group  in  the  largest 
community  between  St.  Louis  and  Memphis  seeks  to 
expand  its  professional  staff.  Board-certified 
cardiologists,  pediatricians  and  internal  medicine/family 
practice  physicians  needed  for  immediate  openings. 
Missouri  license  required.  Modem,  40,000SF  facility. 
Competitive  salaries  and  benefits  available  for  qualified 
candidates.  For  immediate  consideration,  fax  letter  of 
interest  and  resume  to: 


573.332.0191  or  call  888.883.2092 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates 
1 1 medical  centers  located  in  the  scenic  mountains  of  North- 
east Tennessee,  is  accepting  CVs  from  physicians.  These 
health  care  centers  offer  competitive  wages  and  superior 
benefits.  This  consists  of  401 K,  mileage  reimbursement, 
paid  malpractice  insurance,  continuing  medical  education, 
1 0 official  holidays  off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team  mail  CVs 
to  Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc., 
3825  Highway  66  South,  Rogersville,  TN  37857.  Phone 
(423)  272-9163,  fax:  (423)  272-4980,  e-mail  address 
rhscmis@planetc.com.  EOE 


Team  Health 

has 

mmediate  EM  Opportunities 

Team  Health’s  Emergency  Medicine  Division 
currently  has  both  full-  and  part-time  opportunities 
in  greater  Chattanooga,  Knoxville,  Nashville  and 
Tri-Cities. 

All  full-time  opportunities  with  Team  Health 
offer  a competitive  compensation  package  which 
includes  flexible  scheduling  and  paid 
malpractice  insurance.  Additionally,  you  will  have 
an  opportunity  to  be  affiliated  with  a patient- 
focused,  physician-led  group  that  credits  its 
success  to  teamwork,  integrity  and  innovation. 

TEAM 

HEALTH 

For  more  information 
about  these  opportunities , 
call  Lee  Ann  Long  at 

1-800-909-8366  Right  Team,  Right  Now 

www.  team-health,  com 


Tennessee  Medicine  - September,  1998 


369 


“Gone  are  the  days  when  caring 
for  our  patients  was  done 
only  in  an  office  or  hospital. 
Today,  caring  means  working 
on  a national  level  to  preserve 
patients’  rights.  It  means 
supporting  the  American  Medical 
Association,  as  well  as  your 
local  and  state  associations. 
Only  by  working  together 
can  we  achieve  a new  day  in 
health  care  for  all  patients.” 

Nancy  Wilson  Dickey,  MD 
President  1998-1999 
American  Medical  Association 

Join  the  AMA  and  your  state  and 
county  medical  associations  today. 

For  information  about  the  new 
Women  Physicians  Congress, 
call  800  AAAA-3211,  ext.  4392. 


List  of  Advertisers 

American  Business  Forms 344 

Astra  Merck 350 

BlueCross  BlueShield  of  Tennessee 371 
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TN  Dept.  Mental  Health  & Mental  Retardation  349 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author's  name,  the  figure  number,  and  the  word 
“top,"  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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New  Features  Now  Online 

♦BlueCare  Formulary 

♦HMO  & PPO  Preferred  Drug  List 

also  available  on  our  website: 

♦eligibility 

♦coverage  verification 
♦claims  status 
♦provider  directories 

♦provider  newsletters  — pm  and  Blue  Alert 
♦electronic  commerce  information 


New  website  for  Medicare  information 

www.riverbendgba.com 


BlueCross  BlueShield 
of  Tennessee 

An  Independent  Licensee  of  the 
BlueCross  BlueShield  Association 


® Registered  marks  of  the  BlueCross  BlueShield  Association, 
an  Association  of  Independent  BlueCross  BlueShield  Plans. 


Trust  your  future 
to  someone 


who’s  been  the: 


9 cups  of  coffee. 


You  know  the  many  rigors 


practicing  medicine.  The  la 


hours.  The  stress.  The  life  a 


death  decisions.  And  so  do 


We’re  the  doctors  of  SVM 


a liability  insurance  compt 


created  by  doctors , for  doct 


After  all,  who  better  to  proi 


your  future  than  someone  i 


knows,  firsthand,  exactly  w 


it  took  to  become  what  you 


today. 


For  more  information,  contact  Randy  Meador  or  Susan  Decareaux 
e-mail:  svmic@svmic.com  • web  site:  www.svmic.com  • 1-800-342-2 
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That’s  the  toll-free  number  for  the 
Tennessee  Consultation  Center  (TCC) 
at  The  University  of  Tennessee  Medical 
Center  at  Knoxville.  TCC  is  a physician 
to  physician  consultation  service  pro- 
viding fast  access  to  medical  and  dental 

THE  UNIVERSITY  OF  TENNESSEE 
Medical  Center  at  Knoxville 


Exceptional  medicine.  Exceptional  people. 


The  University  of  Tennessee  Medical  Center  at 

these  entities  embody  the  Medical  Center  s philos 
The  University  of  Tennessee  is  an  EEO/AA/Title  I 


specialists  and  advanced  clinical  infor- 
mation in  virtually  all  fields. 

Dial  1-800-442-8862,  and  the  TCC’s 
trained  information  specialists  will 
connect  you  with  medical  and  dental 
professionals  at  the  University  Medical 
Center  who  will  answer  your  questions 
quickly,  competently  and  at  no  charge. 


Knoxville  is  comprised  of  University  Memorial  Hospital  and  1 
ophy  and  mission  through  the  spirit  of  exploration,  the  passii 
(/  Section  504/ADA  employer. 


For  a free  copy  of  the  Tennessee 
Consultation  Center’s  Directory  of  ( 
Consultants,  call  1-800-442-8862. 


Tennessee  Consultation  Center 

ie  Graduate  School  of  Medicine.  Together, 
n for  teaching,  and  the  compassion  to  restore. 
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President’s  Comments 


A Real  Hero 

I came  from  a very  small  town  where  everyone  knew  everyone  else  and  their  “business.”  As 
a very  young  child  I was  often  referred  to  as  the  “young”  Superman,  Roy  Rogers,  or  Gene  Autry. 
These  titles  came  from  the  fact  that  I would  carry  a brown  paper  bag  with  a ragged  dish  towel  in 
it  and  a large  safety  pin  to  secure  it  around  my  neck.  I would  disappear  behind  a tree  (we  did  not 
have  any  telephone  booths  in  our  small  town)  and  appear  as  my  version  of  Superman.  Saturday 
movie  matinees  were  particularly  exciting  for  me,  as  I would  sit  in  the  front  row  and  beat  the 
seat  with  a belt  as  I watched  Roy  Rogers  and  Gene  Autry.  I did  this  because  I wanted  to  emulate 
my  heroes.  After  all,  you  could  not  help  venerating  someone  of  superhuman  strength  who  could 
fly  or  shoot  people  off  horses  without  hurting  anyone.  As  I grew  older,  I still  respected  them  but 
transformed  them  from  heroes  to  idols.  Idols  are  quite  different  from  heroes,  in  that  idols  are 
objects  of  adoration  or  worship,  yet  usually  untouchable  and  often  not  really  as  they  appear.  A 
hero  is  one  that  is  greatly  admired  and  is  a person  of  distinguished  valor  and  integrity.  Heroes 
tend  to  be  touchable  and  have  a great  effect  on  one’s  life  and  community. 

I have  met  many  heroes:  teachers,  religious  leaders,  soldiers,  and  physicians.  Medicine  is  a 
heroic  endeavor  and  physicians  are  heroes.  Physicians  save  lives,  relieve  pain  and  suffering, 
and  give  comfort.  My  real  hero  is  one  who  does  all  these  things,  but  has  given  his  life  to  healing 
the  healers.  David  T.  Dodd,  MD,  is  my  real  hero.  Physicians,  like  other  human  beings,  encoun- 
ter disease  and  are  not  immune  to  human  illnesses.  Their  reactions  to  illness  are,  however, 
different  from  those  of  most  patients.  Many  physicians  have  an  incredible  tendency  to  ignore  any  early  signs  and  symptoms  in 
themselves  that  usually  alert  others  to  a serious  problem.  A strong  sense  of  denial  in  physicians  plays  an  important  role  in  the 
delay  in  seeking  professional  help.  Physicians  may  also  suffer  from  personality  disorders  and  mental  illnesses,  and  can  become 
impaired  and  addicted.  David  Dodd  came  from  this  background  and  rose  out  of  its  despair  and  agony  to  rupture  the  silence  and 
deal  effectively  with  impaired  physicians. 

For  over  15  years  he  has  directed  the  TMA  Foundation’s  Physicians  Health  Program  and  has  helped  hundreds  of  physicians 
to  overcome  addictions  or  cope  with  psychiatric  disorders  and  keep  their  practices  and  medical  licenses.  The  success  rate  of  this 
program  is  over  90%,  making  it  one  the  most  successful  programs  of  its  kind  in  the  nation.  For  his  work  with  impaired  physi- 
cians, Dr.  Dodd  received  APC’s  William  C.  Menninger  Award,  which  honors  distinguished  contributions  to  the  science  of 
mental  health.  This  success  has  not  only  aided  the  physicians  it  serves,  but  the  thousands  of  patients  cared  for  by  these  recover- 
ing physicians.  I became  a member  of  this  committee  because  I wanted  to  be  part  of  the  evangelism,  enthusiasm,  and  effective- 
ness I saw  in  this  program.  I became  a witness  to  the  stoicism  and  “tremendous  inner  anchor”  that  serves  David  well.  To  me  one 
of  his  greatest  attributes  is  his  sang-froid  personality  that  allows  him  to  take  a great  deal  of  abuse  without  losing  his  temper,  his 
equanimity,  and  his  judgment.  His  tender  and  caring  manner  makes  those  he  serves  love  the  man. 

I once  read  a fable  about  a king  who  decreed  that  the  kingdom’s  highest  award  would  be  bestowed  upon  the  citizen  who  had 
contributed  most  to  the  honor  of  the  nation  and  the  happiness  of  its  people.  The  monarch  announced  that  nominations  would  be 
accepted  at  a grand  gathering.  When  the  great  throng  was  called  to  order,  one  person  after  another  come  forward  to  nominate 
the  famous  ones  of  the  land:  the  general  who  had  saved  them  from  their  most  recent  enemy;  the  poet  whose  epic  saga  stirred  the 
hearts  of  all  who  heard  it;  the  preacher  who  called  the  nation  to  repentance  and  revival.  When  the  voices  had  ceased  and  the  list 
was  finished  the  king  examined  the  scene  in  silence.  Then  he  stepped  into  the  crowd,  and  taking  the  arm  of  a bent  and  gray- 
haired woman,  he  gently  ushered  her  to  the  stage.  “The  noble  citizens  you  have  put  forth  are  all  honorable  and  worthy,”  he 
began,  “but  to  this  citizen — this  old  woman — will  go  the  award,  for  in  their  youth,  she  was  teacher  to  them  all.”  David  Dodd  was 
teacher  to  all  he  served.  God  is  preparing  his  heroes  so  that  when  the  appropriate  time  comes  He  can  fit  them  into  their  places 
in  a moment  and  the  world  will  wonder  where  they  came  from.  I know  where  David  Dodd  come  from! 

Thank  you,  David  for  your  love  and  dedication  and  may  you  learn  as  much,  live  as  much,  and  give  as  much  in  the  next  20 
years  as  you  have  in  the  past  20. 

fa o. 


David  G.  Gerkin,  MD 


Tennessee  Medicine  ~ October,  1998 


377 


Editorials 


John  B.  Thomison,  MD 


Remembering  Scum 

In  response  to  a writer’s  observation  that  under  the  tyrannical  Soviet  system  technology  j 
stumbled  along  and  science  died,  a Soviet  scientist  now  living  in  this  country  pointed  out  that  to 
the  contrary  Russian  science  was  surprisingly  vigorous  even  in  the  darkest  of  Stalinist  times, 
even  producing  a number  of  Nobel  prizes.  It  has  been  with  the  relaxation  that  followed  the  cold 
war  that  science  has  languished,  as  the  better  minds  have  been  finding  their  way  again  into  non- 
scientific  fields.  Science,  he  says,  may  sicken  with  tyranny,  but  apathy  is  much  worse. 

We  presently  are  in  a situation  where  that  statement  can  be  tested  in  our  own  backyard, 
because  in  my  view  medicine  is  being  enervated  by  intense  tyrannical  subjugation.  Contrary  to 
what  was  anticipated  when  Medicare  was  instituted  some  thirty  odd  years  ago,  the  tyrant  is  not 
the  government.  The  oppression  of  medicine  comes  from  a quarter  which  at  that  time  was  , 
considered  friendly,  even  comprising  allies.  The  enemies  of  good  medical  practice  and  care 
today  are  avaricious  business  executives  and  insurers,  who  refer  to  patients  as  “clients”  and  I 
lump  all  those  having  to  do  with  their  care  into  a loose  conglomeration,  referred  to  rather  dis- 
paragingly as  health  care  givers.  This  lump  of  humanity  comprises  every  individual  from  highly 
educated,  skilled  thinkin’  and  cuttin’  doctors  to  hospital  employees  that  used  to  be  referred  to  as  i 
hospital  orderlies,  but  who  now  likely  are  entitled  offal  vice-presidents  or  assistant  administra- 
tors of  the  medical  center,  or  some  such,  since  there  is  no  such  thing  as  a hospital  anymore. 

I have  on  occasion  posed  a question  to  hospital  administrators,  now  known  as  medical  center 
presidents,  which  is,  where  do  they  go  up  from  there?  The  question  brings  reactions  varying 
from  smirks  or  downright  raucous  laughter  from  the  few  who  have  a sense  of  humor,  to  stares  of 
disdain  or  simple  cold  dismissal  from  the  silent  majority. 

Doctors  have  historically  been  individualists,  and  when  I was  coming  along  either  practiced 
alone  or  with  one  or  two  partners,  unless  they  were  full-time  members  of  a medical  school 
faculty  or  employees  of  one  of  the  few  large  clinics  such  as  Mayo’s  or  the  Cleveland  Clinic  or 
the  like.  They  cherished  their  freedom,  and  were  on  call  pretty  much  all  the  time.  For  a number 
of  reasons,  all  that  has  changed.  Due  largely  to  external  pressures,  the  practice  of  medicine  has 
now  become  a business.  With  few  exceptions,  people  who  choose  medicine  as  a career  despise 
the  business  aspects,  having  neither  the  talent  for  it  nor  the  desire  to  waste  their  time  that  way. 
Consequently,  with  the  rise  of  and  competition  and  harassment  from  the  Managed  Care  Organi- 
zations (MCOs)  and  the  Health  Maintenance  Organizations  (HMOs),  more  and  more  doctors 
and  groups  of  doctors  selling  their  practice  and  becoming  employees. 

That  this  is  not  the  ideal  solution  to  all  the  problems  of  the  practicing  doctor  is  suggested  by 
a paper  that  we  carry  elsewhere  in  this  issue,  entitled  “What  Physicians  Should  Know  About 
Employment  Contracts.”  Besides  the  suggestion  I just  referred  to,  foremost  among  the  other 
revelations  in  the  paper  is  that  the  contract  is  likely  written  in  such  a way  as  to  make  subse- 
quent separation  from  the  employer  extremely  inconvenient,  unpleasant,  and  costly,  not  to 
mention  difficult  bordering  onto  impossible.  It  would  be  gross  naivete  to  think  this  happened  j 
by  accident. 

Since  this  is  so,  to  read  this  paper  after  signing  your  contract  would  constitute  gross  negli- 
gence and  not  unlikely  irreparable  damage.  Before  you  sign  on  the  dotted  line,  you  need  not  I 
only  to  read  about  the  hazards  of  trying  to  escape  such  a union,  but  you  need  to  have  a very 
sharp  lawyer,  one  who  is  privy  to  all  the  wiles  and  the  chicanery  of  his  fellows,  to  go  over  the 
contract  with  a fine  tooth  comb  to  make  sure  you  are  not  being  seduced  by  high-sounding 
phrases  with  a hidden  agenda  prepared  by  persons  possessed  of  a sharp  wit  and  easy  morals. 
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The  shadow  corporation  that  exists  only  in  the  comic  strip  Dilbert  is  meant  as  a parody,  but 
it  comes  so  uncomfortably  close  to  real  corporate  life  that  some  corporate  types  of  my  acquain- 
tance think  it  isn’t  funny,  because  what  goes  on  in  there  is  just  what  they  see  every  day.  In  its 
board  room  one  day  one  after  another  of  the  characters  is  presenting  ideas  to  their  assembled 
colleagues  under  “blah  blah  blah”  filled  balloons.  A junior  member,  who  is  destined  to  be  the 
last  to  speak,  fidgets  as  time  after  time  he  thinks,  “They  just  took  my  line.”  After  he  has  finally 
filled  his  own  balloon  with  a particularly  inane  comment,  Alice,  one  of  the  engineers,  says, 
“That  was  just  babble,  wasn’t  it?”  To  which  he  replies,  “All  the  good  ones  were  already  taken.” 

As  editor  of  this  publication,  I consider  it,  generally  speaking,  out  of  order  for  anyone  to  take 
my  lines,  and  I don’t  yield  to  many  people,  but  the  President  of  the  Tennessee  Medical  Associa- 
tion is  like  the  800  pound  gorilla,  and  so  when  he  decided  to  address  his  comments  this  months 
to  David  Dodd,  MD,  and  his  myriad  accomplishments,  among  them  his  service  to  the  members 
of  this  organization,  I yielded  more  or  less  gracefully.  But  I did  not  yield  simply  because  Dr. 
Gerkin  is  President,  but  because  Dr.  Gerkin  has  had  the  privilege  of  working  closely  with  Dr. 
Dodd  in  what  started  out  as  the  Impaired  Physicians  Program,  and  which  has  now  been  appro- 
priately expanded  under  Dr.  Dodd’s  guidance  to  become  the  Physicians  Health  Program.  The 
name  was  changed  several  years  ago  in  recognition  of  the  urgency  of  beginning  work  with  the 
doctor  who  is  in  jeopardy  of  becoming  impaired,  and  not  waiting  until  after  the  fact. 

The  other,  and  perhaps  the  most  important,  reason  I yield  to  Dr.  Gerkin  without  rancor  is  that 
he  has  paid  tribute  to  Dr.  Dodd  so  much  better  than  I could  have.  It  comes  of  his  close  associa- 
tion with  and  love  for  the  man,  and  not  just  for  the  director  of  the  program.  I have  known  David 
Dodd  for  many  rears  now — I forget  how  many — and  have  great  respect  and  admiration  for  him 
and  what  he  has  done  for  our  colleagues.  I have  worked  with  him  in  publishing  some  of  his 
material.  But  I have  not  been  afforded  the  close  personal  association  with  him  that  our  President 
has  had.  This  editorial  is  not  the  place  to  recite  the  accomplishments  of  David  Dodd,  MD, 
which  in  any  case  are  well  known  to  our  readers.  And  so  I simply  add  to  Dr.  Dodd’s  other 
accolades  those  of  Tennessee  Medicine  and  its  editor,  with  gratitude  for  his  service  to  the  doc- 
tors of  Tennessee. 


Addison  B.  Scoville  Jr.,  MD,  RIP 

One  spring  or  maybe  summer  day  in  1971  Ad  Scoville,  who  served  as  assistant  editor  of  the 
forerunner  of  this  publication,  the  Journal  of  the  Tennessee  Medical  Association,  stopped  me  in 
the  parking  lot  of  the  old  Park  View  Hospital  to  say  that  Rudie  Kampmeier  was  retiring  as 
editor,  and  to  ask  if  I knew  or  knew  of  anyone  who  might  be  interested  in  the  job.  Several  years 
later,  wearing  another  of  his  many  hats,  that  of  associate  editor  of  the  Southern  Medical  Jour- 
nal, Ad  asked  if  I would  be  interested  in  becoming  editor  of  that  journal  as  well.  I said  I would 
if  I could  count  on  his  help.  He  said  I could,  and  he  was  as  good  as  his  word.  He  was  always 
available  with  assistance  and  wise  counsel  for  matters  involving  both  journals,  and  for  many 
other  things  as  well.  Since  I have  derived  great  satisfaction  in  numerous  ways  from  both  of 
these  positions,  I acknowledge  here  the  tremendous  debt  of  gratitude  that  I owe  him.  And  I am 
not  alone. 

Addison  B.  Scoville  Jr.,  MD,  was  a perfect  exemplar  of  the  adage  that  if  you  want  something 
done  well,  ask  a busy  man  to  do  it.  After  graduating  from  Cornell  Medical  School  in  1939  he 
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became  an  intern  at  Vanderbilt,  serving  as  a resident  physician  until  his  training  was  interrupted 
by  military  service  in  the  Second  World  War.  On  his  return,  he  entered  the  private  practice  of 
medicine,  founding  the  Frist-Scoville  Medical  Group/Clinic  with  the  late  Thomas  Frist,  MD. 
He  became  “Mr.  Diabetes”  as  this  disease  occupied  progressively  more  of  his  medical  practice, 
and  in  1973  the  Addison  B.  Scoville  Jr.  Chair  in  Diabetes  was  established  and  later  endowed  at 
Vanderbilt  University  School  of  Medicine  by  the  Justin  and  Valere  Potter  Foundation.  He  was  a 
clinical  professor  of  medicine  at  Vanderbilt  at  the  time  of  his  retirement  from  private  practice  in 
1979,  when  he  attained  emeritus  status.  In  addition  to  his  medical  practice,  he  was  active  in  both 
civic  affairs  and  organized  medicine. 

In  1965  he  became  chairman  of  the  Metro  Board  of  Health,  of  which  he  had  served  as  a 
board  member  for  nine  years,  and  was  chairman  of  the  health  and  hospital  committees  of  the 
Nashville  Chamber  of  Commerce  and  of  the  Nashville  Health  and  Hospital  Planning  Council. 
In  addition,  he  also  served  as  president  of  the  Nashville  Academy  of  Medicine  and  the  Tennes- 
see Society  of  Internal  Medicine. 

At  the  time  of  Dr.  Scoville’s  retirement  the  Medical  Center  began  a program  to  develop  its 
relationship  with  its  alumni.  The  Canby  Robinson  Society  was  established  in  1978.  Ad  Scoville 
became  president  of  the  Vanderbilt  Medical  Alumni  Association  in  1979,  and  therein  lies  an- 
other tale.  Essentially,  he  never  left,  becoming  director  of  alumni  affairs,  for  a time  without 
portfolio.  Though  he  was  retired,  he  soon  found  himself  working  nearly  as  hard  as  before, 
traveling  widely  to  alumni  gatherings  across  the  country.  Summarizing  Dr.  Scoville’s  contribu- 
tion to  Vanderbilt’s  alumni,  Roscoe  (Ike)  Robinson,  MD,  former  vice  chancellor  for  health 
affairs,  said,  “Ad  Scoville  was  one  of  the  most  warm,  caring,  and  compassionate  physicians  I 
have  ever  known.  He  had  a great  sensitivity  for  people  and  their  needs.  He  was  devoted  to 
Vanderbilt  alumni  and  served  as  the  good  shepherd  and  patron  of  an  entire  generation  of  Potter 
Scholars  in  the  Vanderbilt  Medical  School.”  His  caring  and  compassion  were  not  circumscribed, 
either,  by  any  labels  or  geographic  boundaries. 

In  failing  health  for  the  last  few  years,  and  spending  most  of  his  time  in  Florida,  Ad  will  not 
be  remembered  by  the  younger  members  of  the  Association,  and  many  of  those  who  do  remem- 
ber will  associate  him  with  Vanderbilt  and  Nashville  alone,  unaware  of  his  contributions  to 
Tennessee  medicine  generally.  For  one  thing,  he  was  assistant  editor  of  the  Journal  of  the  Ten- 
nessee Medical  Association  for  nearly  40  years,  even  though  for  the  last  few,  the  last  one  being 
1994,  his  contribution  was  little  more  than  friendship  toward  the  editor,  which  was  of  more  than 
passing  value.  I just  hope  that  when  I join  him,  someone  outside  my  own  family  will  miss  me  as 
much. 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  theTMF  Physicians  Health  Program  at  (615)  665-2516  in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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than  you've  ever  expected.  (Request  rate  code  by  IDU93 1 28). 

u Collection  Services 

• I.C.  System  — 1-800-685-0595 

Offering  TMA  members  the  finest  account  receivable  management  services. 

■ Communication  Services 

Merritel  Communications  Group  LLC  — 1-800-828-1918 

Offering  long  distance  rates  of  9.5 $ per  minute,  a calling  card,  personal 
800#'s,  and  pagers. 

m Continuing  Education  Seminars 

• Call  1-800-659-1862 

Providing  TMA  members  with  practice  management  workshops. 

■ Forms  and  Office  Supplies 

• American  Business  Forms,  Inc.  — 1-888-921-7283 

HCFA,  office/filing  supplies,  forms  & envelopes... guaranteeing  TMA 
members  the  lowest  prices  in  the  industry  by  utilizing  the  volume  of  group 
purchasing.  When  placing  an  order,  refer  to  Group  #835. 

■ Internet  Communications/Consulting  & 

MCO  Data  Access 

• Passport  Health  Communications  — 1-888-661-5657 

Offering  cost-effective,  easy  to  understand  internet  solutions  for  the 
health  care  industry. 

u Magazine  Subscriptions 

• TMA  Magazine  Program  — 1-800-289-6247 

Lowest  rates  on  all  of  your  subscription  needs  — save  time  & money! 

u Package  Delivery 

• Airborne  Express  — 1-800-MEMBERS  (800-636-2377) 

Members  save  up  to  43%. 

m Payroll  Services 

• PAYCHEX,  Inc.  — 1-800-322-7292 

Provides  discounted  pricing,  payroll  and  tax  payment  services  for  your 
practice  at  a 15%  discount. 

■ Tax  Audit  Service 

• TaxResources,  Inc.  — 1-800-922-8348 

Providing  expert  representation  by  tax  audit  professionals. 


Practicing  Medicine 


Will  Your  Patient  Admit 
“He  Hits  Me”? 

Irish  Bahan  Park 


It  is  nearly  impossible  to 
understand  the  motivation 
behind  a woman  who  contin- 
ues to  live  in  an  environment 
where  she  is  physically,  emo- 
tionally, or  sexually  battered. 
The  emotional  vulnerability 
that  leads  her  to  accept  it,  and 
then  to  cover  it  up  as  she 
faces  a physician  in  an  exam- 
ining room,  is  even  more  dif- 
ficult to  understand. 

The  burden  of  discovery 
often  rests  with  the  physi- 
cians. When  one  realizes  that 
an  act  of  adult  domestic  vio- 
lence occurs  in  the  United 
States  every  15  seconds,  and 
that  nearly  three-quarters  of  the  men  who  batter  their  wives 
will  also  batter  their  children,  it  becomes  evident  that  a seri- 
ous threat  to  public  health  could  be  hidden  among  the  pa- 
tients you  see  next  week.  It  is  incumbent  on  both  physicians 
and  staff  to  look  beyond  the  obvious,  especially  when  an  ex- 
planation of  how  an  injury  occurred  does  not  seem  plausible 
and  when  an  inordinate  amount  of  time  has  elapsed  between 
an  injury  and  the  seeking  of  medical  help. 

Red  Flags 

Signs  of  abuse  can  be  evident  to  your  office  staff  even 
before  the  patient  encounter.  Your  receptionist  should  report 
to  you  any  woman  who  is  crying  as  she  calls  to  make  an 
appointment,  who  makes  and  breaks  appointments  frequently, 
and  also  any  man  who  calls  to  break  an  appointment  for  a 
woman. 

The  Physicians’  Reference  Manual  on  Domestic  Violence, 
mailed  to  all  TMA  members  last  year,  includes  a compre- 
hensive listing  of  physical  injuries  and  related  behavioral  and 
psychiatric  symptoms  commonly  associated  with  domestic 


Irish  Bahan  Park  is  a communications  consultant  who  specializes 
in  health  care  marketing  and  writing. 


violence.  Reviewing  the  information  and  asking  both  pro- 
fessional and  nonprofessional  staff  to  review  it  is  a simple 
and  logical  first  step  in  identifying  these  patients. 

Pregnancy 

It  is  important  to  note  that  25%  to  45%  of  all  women  who 
are  battered  are  assaulted  during  pregnancy.  Any  unexplained 
injury  or  injury  to  the  breasts,  abdomen,  and  genital  area 
should  be  noted  and  pursued  carefully.  Also,  especially  dur- 
ing pregnancy,  women  tend  to  be  ambivalent  about  seeking 
help  for  their  injuries  or  their  situation. 

Documentation 

Injuries  that  battered  women  receive  are  at  least  as  serious 
as  injuries  suffered  in  90%  of  violent  felony  crimes,  yet  un- 
der state  laws  they  are  almost  always  classified  as  misde- 
meanors. If  a case  gets  to  court,  testimony  can  easily  bog 
down  in  “he  said/she  said.”  A detailed  medical  record  may 


A Victim  of  Domestic  Violence  is  NOT 

• always  poor.  Economic  status  is  no  predictor. 

• at  fault.  She  does  not  cause  it  to  happen. 

• able  to  control  the  behavior  of  the  person  who 
abuses  her. 

• able  to  predict  the  behavior  of  the  person  who 
abuses  her. 

• safer  after  she  leaves  or  divorces. 

• necessarily  married  to  the  person  who  abused 
her.  Single  women  are  often  victims,  and  the 
problem  also  extends  to  gay  and  lesbian 
relationships. 

• safer  afterward  because  it  will  probably  never 
happen  again.  Actually,  battering  tends  to  increase 
and  become  more  violent  over  time. 

• safer  if  she  is  pregnant.  Twenty-five  percent  to 
45%  of  all  battered  women  are  assaulted  during 
pregnancy. 


Family  violence  is  typi- 
cally progressive.  As  a 
man  realizes  the  effective- 
ness of  physical  and  emo- 
tional coercion,  he  tends  to 
use  it  more  frequently.  In 
the  face  of  imbalance  of 
power  in  the  relationship, 
a victim  becomes  more 
fearful,  more  submissive, 
and  more  likely  to  face  se- 
rious injury.  This  is  the 
first  of  a two-part  series  on 
physicians  helping  pa- 
tients cope  with  domestic 
violence. 
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Supportive  Statements 

• He  didn’t  have  the  right  to  hurt  you.  It’s  not  your 
fault. 

• Is  there  a place  you  could  go  where  you  would  be 
safe? 

• There  are  shelters  in  confidential  locations.  Is  that 
something  you  may  want  to  do? 

• This  must  be  very  hard  to  talk  about.  It  took  a lot 
of  courage  to  tell  me  this. 

• Have  you  called  the  police?  It’s  an  option  available 
to  you  . . . 

• Will  you  be  safe  if  you  go  home? 

• I understand  that  you  may  not  be  ready  to  make  a 
decision  about  leaving.  This  is  a very  difficult  and 
frightening  situation.  These  are  your  options  if  you 
decide  you  need  a safe  place  to  go  . . . 

• Even  if  you  yell,  strike  back,  argue,  or  abuse  alcohol, 
he  is  the  only  person  responsible  for  his  violence. 


Blaming  Statements 

• What  did  you  do  to  make  him  so  angry? 

• Why  don 't  you  just  leave  ? 

• You’re  not  safe  in  your  home.  You  should  go 
to  a shelter. 

• I can’t  help  you  if  I don’t  know  what’s  going 
on.  OR  I wish  you  had  told  me  last  time  you 
came  in. 

• You  should  call  the  police. 

• You’re  not  going  back  home,  are  you? 

• You  should  leave  as  soon  as  you  can! 

• What  can  you  do  to  de-escalate  or  prevent 
these  problems? 


be  a critical  factor  if  a woman  finds  herself  faced  with  an 
abuser’s  denial.  Make  sure  your  documentation  of  any  sus- 
pected physical  abuse  is  complete.  As  much  as  possible,  use 
the  patient’s  words  in  describing  the  complaint,  and,  if  ap- 
propriate, include  your  opinion  as  to  whether  or  not  her  ex- 
planation for  injuries  was  adequate  and  credible.  There  is  a 
downside,  however.  Women  can  face  higher  insurance  pre- 
miums or  denial  of  coverage  when  their  medical  records  in- 
dicate a history  of  abuse. 

Reporting  to  Authorities 

To  report  or  not  to  report  is  controversial.  The  AM  A op- 
poses mandatory  reporting,  based  on  the  importance  of  pro- 
tecting the  confidentiality  of  the  physician-patient  relation- 
ship and  the  right  of  competent  adult  patients  to  determine 
their  own  course  of  treatment.  Tennessee  law,  however,  re- 
quires reporting  to  specific  agencies  under  the  following  cir- 
cumstances: 

• To  law  enforcement  officials  or  district  attorney  general, 
when  there  is  suspicion  or  proof  that  a deadly  weapon  has 
caused  injury. 

• To  the  County  Department  of  Human  Services,  when 


there  is  suspicion  of  abuse,  neglect,  or  exploitation  of  an  adult 
who  has  a physical  or  mental  impairment,  including  impair- 
ments caused  by  aging. 

• To  the  Children’s  Services  Board,  the  County  Depart- 
ment of  Human  Services,  district  attorney  general  or  a law 
enforcement  official,  when  there  is  suspicion  of  abuse  or  ne- 
glect of  a child. 

Language  Is  Important 

As  a physician,  your  voice  of  authority  is  particularly  valid. 
You  may  be  the  first  person  the  abused  has  been  able  to  con- 
fide in,  to  validate  her  fear  and  anger.  You  can  best  use  your 
authority  to  let  her  know  you  believe  her,  to  reassure  her  that 
she  does  not  deserve  and  is  not  responsible  for  the  abuse  she 
receives,  that  she  cannot  keep  it  secret  if  she  wants  it  to  stop, 
and  that  help  is  available.  The  language  you  use  is  particu- 
larly important.  Saying  the  wrong  thing  can  sound  as  if  you 
are  blaming  her  for  the  abuse  or  criticizing  her  for  not  leav- 
ing. She  is  the  best  judge  of  her  safety  and  her  resources  in 
making  other  arrangements  for  living. □ 

Coming  next  month:  “Why  Victims  Don’t  Talk,  Why  Doc- 
tors Don’t  Ask.” 
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Practicing  Medicine 


What  Physicians  Should  Know 
About  Employment  Contracts 


Craig  Brooks 


Since  the  1995  repeal  of 
the  State’s  corporate  practice 
of  medicine  doctrine,  many 
independent  Tennessee  phy- 
sicians have  been  lured  into 
employment  by  the  promise 
of  a less  stressful,  more  se- 
cure position  in  a hospital  or 
health  care  system.  It  is  un- 
wise to  assume,  however,  that 
today’s  marketplace  pres- 
sures are  any  less  threaten- 
ing or  strenuous  for  em- 
ployed physicians  than  for 
their  counterparts  in  private  practice. 

Physicians  who  are  employed  for  the  first  time  are  now 
having  to  adapt  to  employment — on  top  of  managed  care. 
Frequently  due  to  concerns  about  compensation,  some  of 
these  physicians  have  become  dissatisfied  with  their  employ- 
ment arrangements.  When  asked  why  they  are  unhappy  with 
their  employment,  many  give  examples  of  broken  promises, 
such  as  productivity  bonuses  where  the  target  was  unattain- 
able or  illusory.  But  other  reasons  are  often  cited  by  physi- 
cians who  are  distressed  by  their  employment  situation. 

Little  or  No  Input  on  Personnel  Decisions:  Employed 
physicians  are  often  surprised  to  discover  they  have  very  little 
influence  when  it  comes  to  staffing  decisions.  Ideally,  an  em- 
ployment contract  will  require  the  employer  to  provide  an 
acceptable  budget  for  the  practice,  based  upon  the  physician’s 
recommendations.  Such  a budget  should  contain  specific  full- 
time equivalents  for  nurses,  clerical/billing,  and  secretarial 
support.  In  addition,  the  contract  should  specifically  provide 
the  physician  an  opportunity  to  interview  prospective  per- 
sonnel and  make  recommendations  regarding  the  hiring  and 
firing  of  all  staff. 

Mediocre  Practice  Promotion:  The  employer  should — 
through  advertising,  community  education  seminars,  and 

Craig  Brooks  is  an  attorney  and  solo  practitioner  who  practices 
in  Nashville.  He  concentrates  his  practice  in  the  area  of  health 
care  law,  with  an  emphasis  in  managed  health  care,  provider 
reimbursement  issues,  and  federal  and  state  regulatory  matters. 


during  managed  care  contract 
negotiations — actively  pro- 
mote the  physician’s  services. 
On  the  other  hand,  physicians 
should  be  aware  of  what  in- 
formation will  be  circulated 
to  managed  care  companies 
and  when  existing  informa- 
tion will  be  corrected  in  the 
event  of  a contract  termina- 
tion or  a change  of  office  ad- 
dress. Prompt  provision  of 
correct  information  to  mem- 
bers and  enrollees  will  ease 
administrative  headaches.  Naturally,  physicians  should  be  as- 
sisted in  every  way  possible  to  achieve  maximum  productiv- 
ity as  an  employee. 

Inadequate  Billing  and  Collection  Practices:  Produc- 
tivity bonuses  are  usually  based  on  the  total  amount  of  rev- 
enues directly  attributable  to  the  physician.  Unfortunately, 
some  employers  do  not  provide  meaningful  data  on  collec- 
tions and  expenses,  and  employed  physicians  are  forced  to 
accept  the  billing  and  collection  rates.  If  the  employed  phy- 
sician believes  the  billing  and  collection  rates  are  inadequate, 
he  may  convince  the  employer  to  improve  the  rates  by  hiring 
more  qualified  personnel.  But  there’s  a “Catch  22”  here — 
the  cost  of  the  additional  overhead  attributable  to  the  physi- 
cian could  actually  reduce  his  chances  of  achieving  a pro- 
duction bonus. 

Unprofitable  Managed  Care  Contracts:  Contracting 
arrangements  with  managed  care  organizations  will  have  a 
major  impact  on  patient  referrals  and  practice  revenues.  Be- 
cause of  the  involvement  of  the  employer  in  the  contracting 
process,  it  is  essential  that  the  medical  practice  be  consulted 
prior  to  the  employer  accepting  managed  care  contracts  based 
on  inadequate  physician  reimbursement  or  that  place  bur- 
densome utilization  review  or  quality  assurance  procedures 
upon  the  physician’s  practice. 

Naturally,  it  is  best  to  avoid  such  problems  in  the  first  place 
by  making  sure  the  employment  contract  contains  provisions 
that  adequately  address  these  issues.  Nonetheless,  employed 


If  the  contract  does  not  provide  the 
physician  the  right  to  amend  or 
terminate  the  agreement — even  when 
the  employer  has  clearly  breached  the 
contract— the  physician  may  have  to 
choose  between  living  with  the  present 
situation  or  suing  for  damages. 
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physicians  who  are  unhappy  with  their  situation  may  be  able 
to  negotiate  an  amendment  to  the  contract  that  would  clarify 
or  expand  the  employer’s  obligations  to  the  practice.  Of  course, 
the  success  of  this  approach  depends  upon  the  strength  of  the 
relationship  between  the  physician  and  the  employer — and 
the  language  of  the  contract. 

If  a physician  has  already  suffered  harm  by  his  employer’s 
poor  performance  under  the  contract,  the  physician  should 
waste  no  time  in  exhorting  the  employer  to  negotiate  an 
amendment  to  correct  the  problem.  If  the  employer  refuses, 
the  physician  should  investigate  whether  the  employer  has 
breached  its  part  of  the  agreement.  But  be  forewarned:  Em- 
ployed physicians  who  accuse  their  employers  of  a breach  of 
contract  must  be  fully  prepared  for  a myriad  of  possible  re- 
sponses by  the  employer. 

In  any  event,  a solid  understanding  of  the  employment 
contract  is  essential.  Some  contracts  require  both  parties  to 
engage  in  “good-faith”  negotiations  and  submit  the  matter  to 
arbitration  rather  than  litigation.  Generally,  each  party  is  re- 
sponsible for  its  own  attorneys’  fees  and  half  of  the  arbitra- 
tion costs,  although  some  contracts  have  “loser-pays”  clauses. 
During  such  arbitration,  the  physician  may  be  forced  to  prove 
that  the  employer  breached  the  contract.  In  addition,  the 
employer  may  claim  the  physician  has  failed  to  live  up  to  his 
end  of  the  bargain.  Hence,  physicians  should  seek  compe- 
tent legal  counsel  to  assess  the  risks  of  this  approach. 

Some  employment  contracts  authorize  the  physician  to 
allege  a breach  that  could  lead  to  terminating  the  contract 
“with  cause.”  Under  these  conditions,  the  physician  must  first 
notify  the  employer  of  the  breach  and  allow  the  employer  a 
reasonable  period  (usually  30  days)  to  correct  the  problem. 
If  the  employer  fails  or  refuses  to  cure  the  breach,  the  physi- 
cian may  have  no  alternative  but  to  terminate  the  contract. 
Where  the  contract  does  not  provide  the  physician  the  right 
to  amend  or  terminate  the  agreement — even  when  the  em- 
ployer has  clearly  breached  the  contract — the  physician  may 
have  to  choose  between  living  with  the  present  situation  or 
suing  for  damages. 

Some  employment  contracts  contain  severe  financial  dis- 
incentives for  physicians  who  terminate  their  contract  early 
and  without  cause.  Many  of  these  require  the  physician  to 
reimburse  the  employer  for  any  difference  between  practice 
revenues  and  overhead  expenses,  or  repay  all  amounts  ad- 
vanced to  the  physician  under  an  income  guarantee  that  have 
not  been  forgiven  by  the  employer.  In  addition,  upon  con- 


tract termination,  the  physician  may  have  to  reimburse  the 
employer  for  amounts  advanced  during  the  recruiting  pro- 
cess to  pay  for  relocation  expenses  or  to  pay  off  student  loans. 

Most  employment  contracts  contain  restrictive  covenants 
such  as  “non-compete”  clauses  to  prevent  the  physician  from 
providing  services  within  a certain  radius  after  termination. 
Many  contracts  also  require  the  physician  to  maintain  the 
confidentiality  of  information  gained  during  employment 
such  as  patient  volume,  market  share,  referring  physicians, 
referral  sources,  and  existing  and  prospective  patients.  Vio- 
lations of  either  of  these  covenants  can  entitle  the  employer 
to  obtain  an  injunction  against  the  physician,  or  to  recover 
specified  monetary  damages.  (The  statute  that  repealed 
Tennessee’s  corporate  practice  of  medicine  law  provides  phy- 
sicians with  some  protection  against  certain  non-compete 
covenants.  However,  the  level  of  protection  afforded  depends 
upon  various  factors,  such  as  whether  employment  is  negoti- 
ated as  part  of  a medical  practice  purchase.) 

Since  managed  care  contracts  have  become  as  much  an 
asset  to  a medical  practice  as  a good  base  of  referrals  and 
satisfied  patients,  the  transferability  of  such  contracts  should 
also  be  considered.  Most  managed  care  contracts  prohibit 
providers  from  assigning  or  transferring  their  rights  or  obli- 
gations under  the  contract  to  others.  However,  the  employer 
will  generally  require  its  employed  physicians  to  transfer  to 
the  employer  all  of  the  physician’s  right,  title,  and  interest  in 
all  contracts  with  third-party  payors.  The  employer  will  con- 
tract directly  with  managed  care  and  third-party  payor  pro- 
grams for  reimbursement  for  services  rendered  by  the  physi- 
cian, and  the  employer  will  bill  and  collect  all  physician  fees. 
The  result  is  that  most  employed  physicians  will  have  no 
managed  care  contracts  to  take  with  them  when  they  termi- 
nate employment. 

Another  important  consideration  is  whether  the  contract 
provides  for  professional  liability  “tail  coverage”  to  protect 
against  claims  that  may  be  made  by  patients  treated  during 
the  period  of  employment.  If  the  contract  fails  to  do  so,  the 
physician  should  arrange  for  such  coverage  before  termi- 
nating employment  to  avoid  any  lapse  in  professional  liabil- 
ity coverage. 

In  conclusion,  physicians  should  carefully  review  their 
employment  contract  and  seek  the  advice  of  legal  counsel 
before  making  a decision  to  terminate  employment.  If  amend- 
ing the  agreement  to  improve  the  situation  is  not  possible, 
terminating  employment  may  be  the  best  alternative. □ 
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Special  Communication 


Dr.  Charles  is  the  Director  of 
The  Movement  Disorders 
Clinic  at  Vanderbilt 
University  Medical  Center, 
Nashville.  He  spent  the  past 
year  in  Washington,  D.  C.  as 
a Congressional  Health 
Policy  Fellow  in  the  Office  of 
Senator  Bill  Frist,  MD. 
Currently,  he  is  serving  as  a 
Fulbright  Scholar  conduct- 
ing Parkinson ' disease 
research  in  Grenoble, 

France.  Dr.  Charles  will 
return  to  Vanderbilt 
University  in  January,  1999. 

Prepared  for  the  American 
Bar  Association,  Section  of 
Administrative  Law  and 
Regulatory  Practice, 

Midyear  Meeting  and 
Program  on  Regulation  of 
Health  Care:  Latest 
De\’eloprnents,  Jan.  30,  1998. 

This  article  represents  the 
views  of  Dr.  Charles  alone 
and  it  is  expressly  stated  that 
this  work  is  not  intended  to 
represent  the  views  of 
Senator  Bill  Frist,  MD, 
Vanderbilt  University,  or  the 
Fulbright  Scholarship 
program. 

Note:  Dr.  Charles  prepared 
this  article  in  anticipation  of 
participating  in  the  program 
as  a panelist.  Later,  a 
conflict  with  other  duties 
compelled  him  to  withdraw 
from  participation.  This 
Perspective  was  included  in 
the  program  materials  with 
Dr.  Charles  ’ permission. 


A Perspective  on  Financial 
Incentives  in  Health  Care 

P.  David  Charles,  MD 


An  aging  population  and 
growth  in  technology  and 
health  care  services  has  pro- 
duced tremendous  increases 
in  health  care  cost  for  both 
the  public  and  private  sector 
over  the  past  three  decades. 
While  Americans  enjoy  one 
of  the  highest  standards  of 
health  care  in  the  world,  our 
total  expenditures  for  health 
care  services  have  grown  at 
an  alarming  rate.  A pure  free- 
market  approach  to  provid- 
ing and  acquiring  of  health 
care  has  many  challenges.  All 
participants  in  our  nation’s 
health  care  system  have  spe- 
cific needs  and  each  faces 
differing  challenges  in  meet- 
ing those  needs.  The  partici- 
pants for  this  discussion  in- 
clude the  physician,  hospital 
(and  related  facilities),  insur- 
ance company,  employer, 
government  (primarily  Med- 
icare), and  most  importantly, 
the  patient. 

The  physician-patient  re- 
lationship is  the  foundation 
of  our  nation’s  health  care 
system.  From  this  relation- 
ship grows  everything  that  is 
medicine.  The  relationship 
begins  when  a patient  pre- 
sents to  a physician  a concern 
related  to  personal  health. 
There  is  trust,  and  from  that 
initial  trust  must  grow  confi- 
dence. To  have  a meaningful 


relationship  the  patient  must  develop  confidence  that  the  phy- 
sician has  competent  medical  skill,  has  the  patient’s  best  in- 
terest at  heart,  and  has  the  intention  and  means  to  maintain 
privacy. 

Our  nation’s  health  care  system  is  rapidly  evolving.  This 
evolution  will  produce  a better  health  care  system  for  all 
Americans.  A challenge  that  faces  us  is  to  ensure  that  finan- 
cial incentives  for  any  participant  in  our  health  care  system 
not  damage  the  physician-patient  relationship. 

Our  Great  Grandfather’s  Doctor 

Before  patients  had  insurance  and  hospitals  had  intensive 
care  units,  doctors  provided  a service  to  patients  for  a fee. 
Every  physician  was  a primary  care  giver  and  subspecialist. 
The  fee  was  often  paid  in  cash,  but  could  be  paid  in  kind 
(food,  livestock,  or  service).  By  necessity  the  terms  of  pay- 
ment were  flexible,  and  many  times  payment  obligations 
could  not  be  met.  Physicians  enjoyed  a prominent  social 
standing  in  the  community  and  earned  a comfortable  living. 
Patients  often  enjoyed  a strong  physician-patient  relationship. 
The  most  significant  barrier  to  that  relationship  was  usually 
centered  around  competence.  The  quality  of  medical  schools 
was  highly  variable  and  many  physicians  had  simply  trained 
with  another  physician.  The  physician  who  was  called  on  to 
treat  newborns  and  the  elderly,  men  and  women,  and  medi- 
cal and  surgical  problems  was  often  ill  equipped  to  manage 
the  load  and  complexity  of  cases,  even  when  measured  by 
the  standard  of  care  of  the  day.  Patients  often  did  not  have 
easy  access  to  their  physician,  but  the  reasons  were  primarily 
geographic  and  not  financial. 

Our  Grandfather’s  Doctor 

As  the  number  and  quality  of  physicians  grew,  so  did  hos- 
pitals. Communities  recognized  the  societal  benefit  of  hospi- 
tals and  invested  community  resources  to  support  them.  This 
financial  investment  by  the  community  for  a hospital  was 
independent  of  fees  paid  to  physicians  by  patients.  Physician 
competence  grew  from  improved  education  and  advancing 
medical  knowledge.  Patients  living  in  larger  cities  enjoyed  a 
new  era  of  health  care,  including  hospitalization  for  serious 
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injury  or  illness  and  new  treatments  for  conditions  that  pre- 
viously had  none.  Patients  in  smaller  cities  or  rural  areas  would 
travel  to  a larger  city  to  receive  care  at  a hospital  if  transpor- 
tation was  available  and  time  permitted.  Hospitals  are  labor 
intensive  and  therefore  expensive  to  operate.  Patients  receiv- 
ing care  at  a hospital  could  expect  to  be  charged.  Soon,  the 
cost  of  a hospitalization  and  physician  fees  for  a serious  con- 
dition were  not  within  the  average  American  family’s  finan- 
cial means.  Physician  incentives  were  mostly  unchanged  and 
hospitals  struggled  to  meet  cost.  The  barriers  to  care  for  pa- 
tients in  smaller  cities  and  rural  areas  remained  primarily 
geographic  and  transportation  related.  Within  larger  cities, 
however,  personal  and  family  debt  related  to  a prolonged 
hospitalization  was  at  the  forefront  of  decision-making  when 
seeking  medical  care. 

Our  Father’s  Doctor 

Employer-sponsored  health  insurance  and  Medicare  for 
the  elderly  revolutionized  our  health  care  system.  The  incen- 
tive for  all  participants  except  the  employer  was  aligned  to 
produce  tremendous  growth.  Patients  could  seek  medical  care 
for  both  minor  and  serious  problems  without  fear  of  bank- 
ruptcy. The  physician  and  the  hospital  were  paid  for  services 
provided.  The  insurance  company  earned  a percentage  of 
every  dollar  paid.  Quality  in  medical  education  grew,  as  did 
scientific  understanding,  and  medical  technology  for  diag- 
nosis and  treatment.  More  patients  sought  medical  care  more 
often.  Physician  fees  and  hospital  charges  grew  as  the  ability 
of  the  insurance  company  to  pay  seemed  endless.  The  incen- 
tive for  the  patient,  physician,  and  hospital  was  greater.  Be- 
cause the  insurance  company  earned  a portion  of  every  dol- 
lar paid,  there  was  tremendous  insurance  growth  as  well.  The 
barriers  to  care  were  few,  and  confidence  in  the  physician- 
patient  relationship  was  high. 

If  nothing  else  changed  in  medicine,  this  alignment  of  in- 
. centives  for  the  patient,  physician,  hospital,  and  insurance 
company  would  collide  with  the  employer’s  willingness  to 
pay  and  government’s  ability  to  tax.  Over  the  last  20  years 
three  additional  factors,  technology  growth,  medical  malprac- 
tice, and  the  national  debt,  added  even  more  cost  to  a for- 
mula that  was  not  sustainable. 

In  an  effort  to  control  cost,  employers  and  government 
sought  to  realign  incentives.  With  their  goal  being  the  same, 
each  took  an  entirely  different  but  predictable  approach. 
Employers  applied  business  principles  and  demanded  com- 
petition among  physicians,  hospitals,  and  insurance  compa- 
nies. Government  regulated. 


Our  Doctor 

Today  we  are  living  through  the  next  revolution  in  our 
health  care  system.  The  physician-patient  relationship  is  chal- 
lenged by  a lack  of  confidence  in  “the  patient’s  best  interest” 
(due  to  financial  incentives)  and  privacy.  Patients  desire  the 
total  access  to  physicians  and  hospitals  that  their  parents  en- 
joyed. Their  financial  incentive  is  to  reduce  their  own  per- 
sonal health  care  expense  (out  of  pocket).  The  financial  in- 
centive for  the  employer  and  government  is  to  reduce  cost. 
The  financial  incentives  for  the  physician  and  hospital  vary 
from  patient  to  patient,  and  can  be  either  aligned  or  oppos- 
ing. Because  the  system  is  in  evolution,  a typical  day  finds 
the  physician  seeing  patients  with  varying  types  of  insurance 
(varying  types  of  incentives).  For  some  patients,  fee  for  ser- 
vice still  applies,  others  are  in  HMOs,  have  Medicare  or 
Medicaid,  or  are  in  a plan  that  places  the  physician  (physi- 
cian group)  “at  risk”  for  ordering  care  that  exceeds  a prede- 
termined fee.  The  same  is  true  for  hospitals.  Insurance  com- 
panies still  earn  a portion  of  every  dollar  paid,  but  competition 
is  vigorous  and  employers  are  demanding  to  pay  less  for  each 
employee.  The  incentive  for  the  insurance  company  is  to  pro- 
vide coverage  to  more  people  who  are  healthy  and  consume 
little  care,  and  to  provide  coverage  to  fewer  people  who  are 
chronically  ill  and  consume  more  care. 

Our  Children’s  Doctor 

The  application  of  free-market  business  principles  to  a 
market  that  is  not  free  can  produce  unexpected  and  some- 
times undesirable  consequences.  Government  regulation 
grows  out  of  congressional  acts  that  are  the  product  of  a 
painstakingly  deliberative  effort.  During  times  of  rapid  mar- 
ket change,  however,  the  time  consumed  in  congressional 
deliberations  and  regulation  implementation  can  render  the 
effort  ineffective.  Business  will  continue  to  offer  new  inno- 
vations to  the  market,  and  government  will  continue  to  offer 
new  efforts  to  guide  the  process.  Medical  malpractice  and 
medical  records  privacy  will  be  addressed  in  this  current  revo- 
lution (but  are  beyond  the  scope  of  this  discussion). 

With  successive  reiterations  of  the  above  cycle,  however, 
our  children  will  see  a different  doctor.  Financial  incentives 
will  stabilize.  Significant  tort  reform  will  not  occur,  but  growth 
in  medical  malpractice  claims  paid  will  level.  Privacy  of  the 
electronic  medical  record  will  be  incomplete.  Quality  care 
will  be  very  expensive,  but  still  attainable  by  most  Ameri- 
cans. Finally,  and  most  importantly,  the  physician-patient 
relationship  will  enjoy  renewed  confidence. □ 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Patient  Care  is  a 
Collaborative  Effort 

J.  Kelley  Avery,  MD 


Case  Report 

A 17-year-old  man  was 
injured  in  a one-car  rollover 
accident  and  brought  to  a 
metropolitan  hospital  by 
ambulance.  In  the  emergency 
department  (ED)  of  this  ter- 
tiary hospital,  he  was  found 
to  have  a blood  alcohol  of 
1 .43.  He  was  semiconscious, 
very  profane  and  combative, 
and  had  to  be  restrained.  He 
was  given  2 mg  of  Valium  so 
that  he  could  be  examined. 
He  complained  of  some  head 
and  neck  pain.  A quick  phy- 
sical assessment  revealed 
pupils  equal  and  reactive.  His 
blood  pressure  was  160/80 
mm  Hg,  pulse  124/min,  and 
he  responded  with  eye  open- 
ing and  inappropriate  speech. 
He  apparently  could  localize 
pain.  The  ED  physician  ex- 
amined the  patient  within  10 
minutes  of  his  arrival.  Rou- 
tine blood  counts  and  chem- 
istries were  normal. 

An  emergency  CT  scan 
of  the  head  revealed  a 1-cm 
epidural  hematoma  with  no  significant  mass  effect  on  the 
underlying  brain  in  the  left  temporal  area.  There  was  a skull 
fracture  in  that  area  as  well. 

The  surgical  specialist  on  call  was  a vascular  surgeon  who 
examined  the  patient,  and  on  the  basis  of  the  skull  fracture 
with  the  underlying  epidural  hematoma,  he  ordered  a neuro- 
surgical consultation.  In  addition,  he  ordered  a drug  to  coun- 
teract the  Valium  given  earlier.  The  neurosurgeon  was  called 
about  two  hours  after  the  patient’s  admission  to  the  ED,  and 
gave  telephone  orders  for  close  observation,  frequent  neuro- 


logic assessments,  and  to  call  him  on  any  change  of  the  j 
patient’s  condition. 

The  young  man  was  observed  in  the  ED  for  about  four  | 
hours,  with  vital  signs  essentially  unchanged,  and  was  then 
admitted  to  the  neurosurgical  ICU.  Shortly  after  his  arrival  in  1 
the  ICU,  the  nurse  called  the  admitting  neurosurgeon  and 
described  to  him  what  she  interpreted  as  signs  of  increasing 
lethargy.  He  seemed  more  lethargic,  pupils  were  sluggish, 
nystagmus  was  present,  and  he  appeared  to  be  unable  to  fo- 
cus his  eyes.  While  he  came  to  the  unit  with  a sinus  rhythm,  ! 
he  was  noted  to  have  periods  of  junctional  bradycardia  which 
spontaneously  converted  to  sinus  rhythm.  The  neurosurgeon 
was  called  about  this,  but  gave  no  new  orders.  Two  hours 
later  there  was  increased  somnolence,  reduced  verbalization, 
and  sluggishly  reacting  and  unequal  pupils.  When  the  physi-  ' 
cian  was  called  a third  time,  he  ordered  stat  blood  gas  analy- 
sis, a repeat  blood  alcohol  determination,  and  Lasix  40  mg  to 
be  given  intravenously. 

One  hour  later,  which  was  about  seven  and  one  half  hours  j 
after  the  patient’s  arrival  in  the  ED,  the  neurosurgeon  came 
to  the  ICU  to  evaluate  his  patient.  Blood  work  was  repeated 
and  a repeat  CT  was  ordered.  Though  there  was  no  change  in 
the  blood  values,  the  CT  showed  a significant  increase  in  the 
size  of  the  epidural  hematoma,  which  measured  3 cm,  with  , 
compression  of  the  underlying  brain.  The  left  ventricle  was 
compressed  and  the  right  was  mildly  dilated. 

The  impression  at  this  time  was  that  the  patient  was  dete- 
riorating and  that  surgery  to  decompress  the  hematoma  was 
needed  as  an  emergency  procedure,  and  about  nine  hours 
after  admission  all  the  clot  was  removed,  and  the  bleeding 
vessel  was  coagulated. 

The  postoperative  course  was  stormy  and  recovery  was 
slow.  He  was  in  the  acute  care  hospital  for  a month  then  trans- 
ferred to  a rehabilitation  center.  He  had  extensive  brain  dam-  ] 
age,  with  the  loss  of  short-term  memory,  reduced  cognition, 
and  severe  motor  instability,  which  improved  only  slightly 
during  five  months  of  therapy  in  the  center. 

A lawsuit  was  filed  charging  the  neurosurgeon,  the  admit- 
ting physician,  the  ED  physician,  and  the  hospital  with  neg- 
ligence in  the  care  of  this  young  man.  During  the  course  of  I 
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pre-trial  discovery,  all  defendants  were  dismissed  from  the 
suit  except  the  hospital  and  the  neurosurgeon.  The  case  was 
settled  for  a large  amount  of  money,  a part  of  which  was  used 
to  purchase  an  annuity  to  provide  income  for  him  for  the  rest 
of  his  life. 

Loss  Prevention  Comments 

All  the  physicians  who  had  contact  with  this  unfortunate 
young  man  are  good  doctors.  The  nursing  staff  is  above  av- 
erage, and  the  hospital  is  a good  tertiary  care  facility.  The 
lessons  to  be  learned  in  this  case  seem  to  be  obvious.  There 
were  many  failures  in  the  passing  of  critical  information  from 
one  care  giver  to  another,  and  one  has  to  conclude  that  if  it 
could  happen  here  it  could  happen  anywhere.  We  are  there- 
( fore  challenged  to  take  steps  to  prevent  such  errors.  In  this 
case,  devastating  injuries  occurred,  most  of  them  probably 
r preventable. 

The  patient  sustained  a skull  fracture  with  a small  epidu- 
ral hematoma.  This  was  correctly  diagnosed  within  two  hours 
! of  his  arrival  in  the  ED,  and  the  physician  there  made  the 
right  call.  He  summoned  the  specialist  on  call,  who  promptly 
ordered  a consultation  by  a competent  colleague.  Then  the 
mistakes  began  to  stack  up.  The  reasons  for  admission  to  the 
neurosurgical  ICU  justified  an  immediate  evaluation  of  his 
patient  by  the  attending  physician.  Why  did  the  neurosurgeon 
not  come  in?  Could  it  be  that  the  physician  on  call  did  not 
urge  him  to?  In  this  situation,  an  injury  serious  enough  to 
justify  this  kind  of  admission,  the  doctor  on  call  is  certainly 
justified  in  expecting  the  admitting  physician  to  come  into 
the  hospital  and  make  sure  that  the  management  of  the  case 
is  proper.  This  was  a “hand  off,”  and  in  all  such  transactions 
care  must  be  taken  that  the  patient’s  best  interests  are  served. 
It  is  at  the  “hand  off’  where  things  occur  that  form  the  basis 
for  legal  action. 

After  admission,  the  nursing  staff,  following  the  doctor’s 
_ orders  and  assuming  the  role  of  observers  of  the  patient’s 
condition,  must  take  charge  and  act  accordingly.  In  this  case 
the  nurse  made  three  calls  to  the  neurosurgeon  describing 
what  she  judged  to  be  signs  of  deterioration  in  the  neuro- 
logic status  of  her  patient.  Two  critical  mistakes  were  made 
in  these  nurse/physician  contacts.  The  first  and  most  impor- 
tant, and  the  one  on  which  the  charge  of  negligence  was  made, 
was  that  the  physician  assumed  that  the  observations  did  not 
really  mean  what  the  nurse  thought  they  meant.  Had  he  hon- 
ored the  nurse’s  judgment,  he  would  most  certainly  have  got 
himself  out  of  bed  and  come  to  his  patient’s  bedside.  A re- 
peat CT  at  that  time  would  probably  have  shown  an  enlarg- 
ing hematoma,  and  surgery  would  have  been  done  hours  ear- 
lier. The  result  of  an  earlier  intervention  will  always  be  in 
doubt,  but  we  have  every  right  to  speculate  that  the  outcome 
would  have  been  better  for  the  patient. 

Another  question  must  be  asked  at  this  juncture.  Why  did 


not  the  nurse  in  the  ICU  simply  say,  “Doctor,  I really  would 
appreciate  it  if  you  would  come  in  and  check  this  young  man. 
I am  concerned  about  him.”  I have  rarely  encountered  a phy- 
sician that  would  not  respond  to  that  kind  of  request.  Then, 
in  case  that  contact  is  ignored,  the  medical  staff  should  have 
a policy  that  would  guide  the  nursing  staff  in  what  to  do  next; 
what  chain  of  command  to  follow  to  get  the  attention  for  the 
patient  and  needed  by  the  nurse.  Why  did  not  the  nurse  di- 
rectly request  that  the  doctor  come?  Could  it  be  that  she  had 
previously  experienced  the  unpleasantness  or  anger  of  that 
physician  and  was  reluctant  to  pursue  it  further?  This  kind  of 
behavior  on  the  part  of  the  physician  cannot  be  ignored  by 
the  medical  staff,  either,  if  our  primary  interest  is  patient  care. 

We  lost  much  more  than  money  in  this  case.  We  lost  a 
young  man.  We  lost  the  respect  of  all  those  in  his  family.  Our 
profession  was  damaged,  and  we  all  suffer  for  it  one  way  or 
another.  □ 


caa 

Carolyn  Avery  & 
Associates,  Inc. 

♦ TMA  Physician 
Services  Workshop 
Coordinator 

♦ Employee  Personnel 
Manuals 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 


POB  159012  • Nashville,  TN  37215-9012 

(615)383-6321  • Fax  (61 5)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment” 


Tennessee  Medicine  ~ October,  1998 


389 


The  Nashville  Customer  Unit  of  Astra  Merck  Inc.  is  committed  to  developing 


healthcare  solutions  through  products,  information,  education, 


and  services 


for  the  healthcare  communities  of  Tennessee. 


Contact  your  Astra  Merck  Pharmaceutical  Specialist  to  explore  how,  as  partners,  we  can  create 
customized  solutions  to  enhance  patient  care  and  satisfaction. 


501  Corporate  Centre  Drive,  Suite  300 
Franklin,  TN  37067 
(800)  295-3935 


Astra  Merck 


012898CSM1 


The  Journal 


Original  Contribution 

Ventricular  Myxoma  Presenting 
As  Acute  Visual  Loss 


Wael  Saleem  Abo-Auda,  MD;  Bala  S.  Chidambaram,  MD; 
Kenneth  Baker,  MD;  Jack  Whitaker,  MD 


Introduction 

Primary  tumors  of  the 
heart  are  rare,  with  an  inci- 
dence in  autopsy  series  rang- 
ing from  0.0017%  to  0.28%.' 

Myxomas  represent  30%  to 
50%  of  all  cardiac  tumors. 

Most  of  these  (86%)  are  in 
the  left  atrium  with  only  2.5% 
to  4%  occurring  in  the  left 
ventricle.2  Cardiac  myxomas 
are  extremely  rare  causes  of  embolic  cerebrovascular  events. 
We  report  a case  of  left  ventricular  myxoma  that  had  em- 
bolized  the  left  posterior  cerebral  artery. 

Case  Report 

A 58-year-old  white  man  gave  a history  of  sudden  onset 
of  blurring  of  vision  in  the  right  visual  field.  He  had  had  a 
right  testicular  seminoma  treated  with  orchiectomy,  radia- 
tion, and  chemotherapy,  and  left  eye  enucleation  following 
retinal  detachment  in  1965.  There  was  no  past  history  of  car- 
diac illness,  or  visual  or  neurologic  symptoms  in  the  past.  On 
initial  evaluation,  his  blood  pressure  was  159/87  mm  Hg,  and 
he  was  afebrile.  Neurologic  examination  was  remarkable  for 
only  right  temporal  blindness  with  normal  funduscopic  ex- 
amination of  the  right  eye.  He  had  a grade  3/6  holosystolic 
murmur  at  the  left  sternal  border  radiating  to  the  carotid  ar- 
teries. His  12-lead  electrocardiogram  showed  normal  sinus 
rhythm.  Initial  hematologic  and  electrolyte  work-up  were 
normal.  A CT  scan  of  the  brain  revealed  a left  occipital 
infarction  without  evidence  of  hemorrhage.  A 2-D  echocar- 


From  the  Department  of  Internal  Medicine,  Division  of  Cardio- 
vascular Medicine,  James  H.  Quillen  College  of  Medicine,  East 
Tennessee  State  University,  Johnson  City. 

Reprint  requests  to  Division  of  Cardiology,  James  H.  Quillen 
College  of  Medicine,  East  Tennessee  State  University,  P.O.  Box 
70522,  Johnson  City,  TN  37614  (Dr.  Whitaker). 


diogram  revealed  a multi- 
lobulated  1.3  X 1.0-cmnon- 
homogenous,  globular  mass 
attached  by  a short  pedicle 
near  the  base  of  the  anterior 
papillary  muscle  of  the  left 
ventricle  (Fig.  1).  A scarred 
aortic  valve  with  a mild  jet  of 
regurgitation  was  seen.  No 
significant  carotid  disease 
was  noted  on  duplex  studies. 

Diagnostic  cardiac  catheterization  confirmed  the  presence 
of  a left  ventricular  mass  and  moderate  right  coronary  dis- 
ease and  significant  aortic  valvular  disease.  Through  a trans- 
aortic  approach,  the  myxoma  was  surgically  removed,  and  a 
prosthetic  valve  was  placed  in  the  aortic  position.  A patent 
foramen  ovale  found  during  surgery  was  also  repaired.  The 


Figure  1.  A 2-D  echocardiogram,  apical  two-chamber  view  showing  a 
multilobulated  mass  with  a short  pedicular  attachment  to  the  anterior 
papillary  muscle  of  the  left  ventricle. 


ABSTRACT 

We  report  a case  of  left  ventricular  myxoma  with  embo- 
lization to  the  left  posterior  cerebral  artery,  causing  acute 
visual  loss.  The  tumor  was  successfully  resected  and  a fol- 
low-up echocardiography  after  21  months  revealed  no  evi- 
dence of  tumor  recurrence.  The  patient  also  had  a past  his- 
tory of  testicular  seminoma.  We  believe  that  this  is  the  first 
case  report  of  an  association  of  cardiac  myxoma  and  testicu- 
lar seminoma. 
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patient  made  an  uneventful  recovery  without  evidence  of  fur- 
ther embolization  and  with  long-term  anticoagulation.  A 2-D 
echocardiogram  2 1 months  later  revealed  no  tumor  recurrence. 

Discussion 

Cardiac  myxomas  are  unusual  causes  of  embolic  strokes, 
though  tumor  embolization  may  be  the  presenting  evidence 
of  a left  ventricular  myxoma.  Tumor  embolization  occurs  in 
60%  of  left-sided  and  1 0%  of  right-sided  myxomas.  Of  those 
tumors  that  embolize,  60%  involve  the  cerebral  circulation.3 
Coronary  embolization  occurs  less  frequently,  and  has  the 
potential  of  progressive  growth,  with  vessel  wall  invasion  and 
ventricular  wall  erosion.  Pedunculated  tumors  with  a papil- 
lary surface  constitute  a higher  risk  for  embolization. 

The  intracavitary  location  of  ventricular  myxomas  makes 
them  a potential  cause  of  hemodynamic  complications  and 
life-threatening  arrhythmias.  Other  manifestations  include 
progressive  destruction  of  the  aortic  valve  and  left  ventricu- 
lar outflow  tract,  with  paroxysmal  congestive  heart  failure, 
chest  pain,  dyspnea,  syncope,  or  sudden  death.4  Mechanical 
irritation  of  the  ventricular  surface  by  the  myxoma  may  cause 
an  increase  in  the  sympathetic  output  from  the  left  stellate 
ganglion,  resulting  in  prolongation  in  the  QT  interval  and 
increased  risk  of  torsades  de  pointes.5  Constitutional  symp- 
toms are  characteristically  lacking  in  ventricular  myxomas 
in  contrast  to  atrial  myxomas,  which  can  cause  fever,  weight 
loss,  cachexia,  malaise,  arthralgia,  rash,  and  clubbing.  Ven- 
tricular myxomas  may  occasionally  be  a part  of  myxoma 
syndromes  associated  with  extracardiac  manifestations.  They 
are  usually  autosomal  dominant,  occur  at  a younger  age 
(<50),  and  tend  to  be  multicentric,  with  a higher  incidence 
of  postoperative  recurrence.6  Carney’s  complex  includes 


cardiac  and  cutaneous  myxomas,  mammary  myxoid  fibro- 
adenoma, spotty  mucocutaneous  pigmentation,  primary  pig- 
mented adrenocortical  disease,  large  cell  calcifying  sertoli 
cell  tumors  of  the  testis,  growth  hormone  secreting  pituitary 
adenomas,  and  psammomatous  melanotic  schwannomas.7 
Koh  et  al8  reported  a case  of  ventricular  myxoma  associated 
with  adrenal  tumor  and  cutaneous  vasculitis.  We  believe  that 
our  case  is  the  first  to  be  reported  of  an  association  of  testicu- 
lar seminoma  and  cardiac  myxoma. 

A 2-D  echocardiogram  is  helpful  in  initial  evaluation  of 
cerebral  emboli  with  suspected  cardiac  origin.  Cardiac 
catheterization,  besides  confirming  these  tumors,  occasion- 
ally helps  in  detecting  the  feeding  vessel  of  the  myxoma  and 
in  evaluation  of  coronary  embolization.  Surgical  excision  is 
the  treatment  of  choice.  Postoperative  echocardiography  is 
necessary  for  early  detection  of  recurrence.  Our  patient  had 
no  recurrence  during  a 21 -month  follow-up  period.  Postop- 
erative recurrence  is  more  common  in  syndrome  myxomas, 
and  may  be  attributed  to  inadequate  excision  or  multicentric 
origin. 6G 
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National  HIV  Telephone  Consultation  Service 
800-933-3413 

This  toll-free  “Warmline”  telephone  consultation  service,  based  at  San  Francisco 
General  Hospital,  is  available  to  physicians  and  other  health  care  providers  with  HIV- 
related  clinical  management  questions. 

Calls  are  answered  by  a team  of  HIV  experts  consisting  of  physicians,  nurse  practi- 
tioners, and  clinical  pharmacists. 

Consultants  are  on  duty  between  10:30  am  and  8:00  pm  EST.  Calls  at  other  times 
are  recorded  and  returned  as  soon  as  possible. 

Funded  through: 

Health  Resources  and  Service  Administration,  AIDS  Education  and  Training  Centers,  and 
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Introduction 

Preventive  medicine  in  the  geriatric  age  group  does  not 
differ  greatly  from  that  in  younger  age  groups.  Though  some 
of  the  health  problems  encountered  in  the  later  decades  of 
life  have  their  genesis  in  mid-life,  the  diseases  encountered 
in  the  geriatric  population  are  often  age  related,  and  the  indi- 
cated therapeutic  interventions  may  be  somewhat  different. 
Therapy  depends  on  the  nature  of  the  disease  process,  the  age 
of  onset,  the  duration  of  the  disease,  and  its  effects  on  the  host. 

Kligman1  suggests  that  therapeutic  interventions  in  the 
elderly  can  be  divided  into  three  categories: 

1.  Primary r Intervention.  This  involves  effort  to  prevent 
disease  and  promote  high  levels  of  function.  The  result  is  a 
healthy,  disciplined  lifestyle.  It  involves  the  maintenance  of 
normal  weight,  appropriate  levels  of  exercise  to  maintain 
cardiorespiratory,  musculoskeletal  and  other  organ  condition- 
ing, attention  to  the  qualitative  and  caloric  make  up  of  diet, 
avoidance  of  chronic  stress,  indicated  immunizations,  and 
salutatory  social  interaction. 

2.  Secondary  Interventions.  These  apply  to  asymptomatic 
or  inapparent  disease.  Screening  procedures  may  be  neces- 
sary for  their  detection.  Among  the  diseases  to  which  these 
interventions  may  be  applied  are  type  II  diabetes  mellitus, 
hypertensive  vascular  disease,  early  cancer  of  the  cervix,  cer- 
tain cancers  of  the  breast,  osteoporosis,  hyperlipidemias,  and 
early  hematologic  disorders. 

3.  Tertiary  Interventions.  This  includes  the  treatment  of 
existing  disease  with  a view  to  minime  morbidity,  prevent  or 
slow  progression,  promote  rehabilitation,  and  extend  survival. 

Procedures  that  can  be  done  to  detect  the  need  for  sec- 
ondary interventions  are  listed  in  Table  1. 

Fries2  advances  the  concept  of  “compression  of  morbid- 
ity.” Implicit  in  this  concept  is  the  valid  assumption  that  pre- 
ventive interventions  will  delay  the  onset  of  symptoms  in 
age-related  diseases  that  are  asymptomatic,  and  that  treat- 
ment of  those  diseases  when  they  do  become  symptomatic, 
as  well  as  those  of  de-novo  origin,  will  compress  morbidity 
to  the  last  few  years  of  life.  A good  example  of  this  sequence 
is  type  II  diabetes  mellitus,  where  the  patient  has  asympto- 
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TABLE  1 

PROCEDURES  TO  DETECT  THE  NEED  FOR 
SECONDARY  INTERVENTION 

1.  Periodic  medical  evaluations 

2.  Blood  lipid  studies 

3.  Glycosylated  hemoglobin  determinations 

4.  Mammograms 

5.  Pap  smears 

6.  Tests  for  glaucoma  and  cataracts 

7.  Bone  mineral  density  studies  and  tests  for  bone  formation  and 
bone  resorption  markers 

8.  Periodic  blood  chemistry  profiles 

9.  Periodic  tests  of  thyroid  function 


matic  disease.  In  this  circumstance,  intervention  to  reduce 
weight,  provide  the  appropriate  diet,  and  an  exercise  pro- 
gram will  delay  or  possibly  prevent  the  onset  of  symptom- 
atic disease  and  even  extend  life  expectancy.  Both  the  physi- 
cian and  the  patient  should  be  constantly  aware  of  the  five 
P’s  in  the  care  of  the  elderly.  They  are  perception,  patience, 
perseverance,  prevention,  and  palliation. 

Emphasis  on  risk  counseling  by  the  physician  and  his  staff 
will  vary  from  patient  to  patient  and  will  be  determined  to 
some  extent  by  the  personal  qualities  of  the  individual.  Stud- 
ies of  successful  aging  suggest  that  the  qualities  that  pro- 
mote successful  aging  are  as  outlined  in  Table  2.1 

Bortz3 4 5 6 7 8 9 10 11 12  introduces  the  concept  of  the  disuse  syndrome.  He 
emphasizes  that  disuse  is  catabolic.  Disuse  also  unfavorably 
alters  structure  and  function.  Unfavorable  effects  from  dis- 
use have  been  demonstrated  on  all  the  major  organ  systems. 

TABLE  2 

QUALITIES  PROMOTING  SUCCESSFUL  AGING 

1.  Intellectual  growth  and  curiosity 

2.  Creativity 

3.  Intergenerational  dialogue 

4.  Productivity 

5.  Community  involvement 

6.  Zest  for  life 

7.  Altruistic  outlook 

8.  Optimism 

9.  Spiritual  strength 

10.  Family  solidarity 

11.  Physical  fitness 

12.  Preventive  health  awareness 
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TABLE  3 

CONDITIONS  THAT  MAY  RESULT  IN  FALLS 

1.  Postural  hypotension 

2.  Visual  and  hearing  impairment 

3.  Ataxia  and  other  gait  disturbances 

4.  Antihypertensive  agents 

5.  Use  of  sedatives,  antidepressants,  and  ataractic  drugs 

6.  Antiparkinsonian  drugs 


Space  medicine  graphically  demonstrates  the  effects  of 
weightlessness.  After  a period  in  space,  astronauts  exhibit 
postural  hypotension,  vestibular  disturbances,  loss  of  physi- 
cal fitness,  and  calcium  loss  from  bone.  It  has  been  demon- 
strated that  disuse  reduces  cardiac  output,  left  ventricular 
function,  and  oxygen  consumption,  and  produces  structural 
changes  in  the  myocardial  fibrils.  Adverse  structural  and 
functional  changes  have  been  demonstrated  in  the  gastro- 
intestinal, respiratory,  and  endocrine  systems  from  prolonged 
inactivity.  In  assessing  the  impact  of  inactivity  and  the  age- 
related  diseases,  due  allowance  should  be  made  for  the  often 
observed  difference  between  biologic  and  chronologic  age. 
Protracted  disuse  results  in  premature  aging. 

The  concept  of  the  disuse  syndrome  can  be  extended  and 
divided  to  include  somatic  disuse  syndrome  and  the  cogni- 
tive disuse  syndrome.  The  somatic  disuse  syndrome  arises 
largely  from  a lack  of  physical  activity.  There  is  a loss  of 
conditioning  of  the  musculoskeletal  and  cardiorespiratory 
systems,  and  obesity  and  its  consequences  ensue.  Osteo- 
porosis and  osteoarthritis  are  frequent  consequences  of  the 
somatic  disuse  syndrome,  and  the  incidence  of  diabetes 
mellitus  type  II,  coronary  artery  disease,  and  depression  is 
also  increased. 

The  cognitive  disuse  syndrome  is  characterized  by  a fail- 
ure to  continue  to  use  and  develop  intellectual  resources.  The 
patient  avoids  intellectual  challenge,  does  not  seek  intellec- 
tual growth,  eschews  socially  stimulating  encounters,  and 
minimizes  enhancing  social  interaction.  The  symptoms  may 
be  confused  with  depression  and  with  pseudodementia,  or 
the  syndrome  may  coexist  with  or  be  a part  of  depression.  It 
can  also  coexist  with  one  or  more  of  the  age-related  organic 
diseases  and  may  contribute  to  the  morbidity  from  a disease 
that  is  clearly  organic. 

The  characteristics  of  disuse  syndromes  that  are  most  fre- 
quently observed  clinically  are  obesity,  multisystem  and  spe- 
cific organ  disturbances,  depression,  and  premature  aging. 

Exercise  prescriptions,  when  discriminately  provided,  are 
often  of  more  benefit  to  the  patient  than  muscle  relaxants, 
benzodiazepines,  antidepressants,  and  nonsteroidal  anti-in- 
flammatory agents.  The  major  challenge  to  the  physician  is 
to  inspire  or  motivate  the  patient  to  comply  with  the  pre- 
scribed regimen.  A brief  reminder  or  gentle  admonition  dur- 
ing each  office  visit  regarding  the  importance  of  physical 


activity  and  other  aspects  of  the  therapeutic  regimen  will  of- 
ten improve  compliance. 

The  average  person  has  a remarkable  redundancy  in  or- 
gan function.  A loss  of  50%  of  function  often  produces  no  dimi- 
nution of  capacity.  It  is  only  when  functional  decline  reaches 
70%  of  maximal  capacity  that  clinical  manifestations  of  dis- 
ease become  evident.  At  this  level,  even  a slight  decline  in 
function  will  produce  changes  requiring  medical  attention.1 2 3 

A disease-induced  deterioration  of  function  is  illustrated 
by  the  patient  with  chronic  obstructive  pulmonary  disease 
who  has  repeated  inflammatory  and  bronchospastic  insults 
and  by  the  patient  with  repeated  attacks  of  pyelonephritis. 
Malignant  and  inflammatory  diseases  often  manifest  them- 
selves differently  in  the  aged.  Prostatic  carcinoma  in  an  80- 
year-old  man  behaves  differently  and  generally  has  a more 
favorable  prognosis  and  less  morbidity  than  the  same  lesion 
in  a 60-year-old  man.  Infection  in  the  old  old  (those  85  to  95 
years  of  age)  may  not  be  attended  by  fever  and  leukocytosis. 
Subtle  reductions  in  arterial  oxygen  tension,  glucose  toler- 
ance, and  creatinine  clearance  can  be  demonstrated  as  the 
individual  ages.  Therefore,  the  dynamism  of  disease  in  the 
elderly,  particularly  the  old  old,  is  different  from  that  of  their 
younger  peers.  The  dimensions  of  age,  disuse,  and  altered 
response  to  the  challenge  of  disease  may  result  in  the  clinical 
expressions  of  disease  being  unusual,  atypical,  and  subdued, 
thus  putting  a different  face  on  a given  specific  disease. 

It  is  estimated  that  5%  to  10%  of  elderly  patients  experi- 
ence major  or  minor  depression.4 5 6 7 8 9  Symptoms  of  depression 
occur  in  15%  of  those  dwelling  in  communities  and  in  15% 
to  20%  of  those  in  long-term  care  programs.  The  recognition 
of  depression  in  the  elderly  is  an  ever-present  challenge. 
Symptoms  of  depression  in  the  elderly  often  simulate  or  sug- 
gest organic  disease.  Fatigue,  insomnia,  agitation,  and  other 
psychophysiologic  disturbances  may  masquerade  as  organic 
disease  and  be  treated  as  such.  Symptoms  from  both  organic 
disease  and  depression  may  coexist  in  the  same  patient 
(somatogenic  depression),  thus  treatment  of  both  entities  is 
in  order.  Improvement  of  the  organic  disease  will  often  re- 
sult in  resolution  of  depression. 

There  is  always  a danger  of  iatrogenic  disease  in  the  eld- 

TABLE  4 

PRECAUTIONS  FOR  PREVENTING  FALLS 

1 . Remove  throw  rugs 

2.  Install  night  lights 

3.  Keep  electric  cords  and  other  objects  out  of  commonly  used  pathways 

4.  Illuminate  stairways  and  hallways 

5.  Remove  mobile  furniture,  such  as  swivel  chairs 

6.  Install  banisters  on  stairs 

7.  Use  nonskid  backing  on  bathtub  rugs. 

8.  Install  grab  bars  near  bathtub  and  commode 

9.  Avoid  leaving  loose  items  on  floors10 

10.  Have  well-lighted,  obstruction-free  hallways 
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TABLE  5 

OUTDOOR  PRECAUTIONS  AGAINST  FALLS 

1.  Driveways  and  other  commonly  used  pathways  should  be  well  lighted 

2.  Avoid  unlevel  terrain 

3.  Avoid  slick  or  iced  pavement 

4.  Avoid  pebbles  and  other  impediments  in  pathways 

5.  Avoid  moving  vehicles 


erly,  particularly  in  the  hospital,  and  the  need  for  polyphar- 
macy in  the  treatment  of  multiple  disease  states  increases  this 
possibility.  Diuretics,  antidepressants,  antipsychotics,  and 
antiparkinsonian  agents  may  produce  postural  hypotension 
and  delirium.  Altered  pharmacokinetics  and  pharmacodyna- 
mics increase  the  incidence  of  drug  reactions.  For  this  reason 
medication  should  be  used  more  cautiously  and  in  smaller 
initial  doses,  and  dosage  adjustments  are  often  desirable.5 

For  several  years  there  has  been  a difference  of  opinion 
regarding  the  propriety  of  treating  isolated  systolic  hyperten- 
sion (ISH),  though  the  consensus  now  seems  to  favor  treat- 
ment. The  report  in  the  Elderly  Program  (SFtEP)  seems  to 
answer  this  question  rather  conclusively,  and  subsequent  re- 
ports have  been  consistent  with  the  thrust  of  this  report.  The 
SHEP  study  was  placebo-controlled,  randomized,  multi-cen- 
tered, and  double  blinded.  It  involved  4,736  patients  over  60 
years  of  age.  Nonfatal  and  fatal  coronary  artery  disease  and 
cardiovascular  disease  were  reduced  by  27%  and  32%  re- 
spectively. There  was  a 36%  reduction  in  the  incidence  of 
fatal  and  nonfatal  strokes  over  a five-year  period  when  com- 
pared to  the  placebo  group.  Low-dose  chlorthalidone  and 
atenolol  were  used  with  a gradual  increase  in  dose,  as  needed, 
based  on  response.  As  a rule,  aggressive  treatment  was  not 
required  to  achieve  the  desired  reduction  in  blood  pressure. 
ISH  was  defined  as  a persistent  systolic  pressure  above  160 
mm  Hg  and  a diastolic  pressure  below  90  mm  Hg.  The  goal 
was  a reduction  of  20  mm  Hg  in  those  patients  with  a systolic 
pressure  above  1 80  and  a reduction  of  the  systolic  pressure 
between  160  and  179  to  below  160.  The  reports  by  Freis  and 
Petrovitch  seem  to  prove  conclusively  that  stroke,  myocar- 
dial infarction,  and  congestive  heart  failure  are  decreased  in 
elderly  patients  with  systolic  hypertension.6-8 

Hypertensive  vascular  disease  is  prevalent  in  the  elderly. 
It  has  been  estimated  that  70%  of  those  who  have  hypertensive 
vascular  disease  do  not  know  they  have  it,  and  that  only  55% 
of  hypertensive  patients  are  receiving  specific  treatment. 

Substantial  improvement  in  the  antihypertensive  armamen- 
tarium of  the  physician  has  occurred  in  recent  years,  capped 
by  the  introduction  of  ACE  inhibitors,  calcium  blockers,  and 
alpha  and  beta  blockers.  These  agents  have  reduced  both 
morbidity  and  mortality  from  hypertensive  cardiovascular 
disease. 

Osteoporosis  and  resultant  fractures  are  a major  health 
problem  in  the  elderly.  It  has  been  found  that  about  25%  of 


all  persons  from  65  to  70  years  of  age  and  50%  of  those  over 
75  have  fallen.  Fifteen  percent  of  these  falls  result  in  injuries 
requiring  medical  attention  and  5%  to  10%  result  in  frac- 
tures. It  is  estimated  that  25  million  Americans  have  osteo- 
porosis. One  in  two  women  and  one  in  five  men  sustain 
osteoporotic  fractures.  It  is  therefore  desirable  to  bend  every 
effort  to  prevent  falls  and  to  prevent  and  to  treat  osteoporosis. 
The  medical  conditions  that  may  result  in  falls  are  listed  in 
Table  3,  and  precautions  that  can  be  taken  in  the  home  to 
prevent  falls  are  listed  in  Table  4. 10  Outdoor  precautions 
against  falls  and  fractures  are  listed  in  Table  5.  Risk  factors 
that  predispose  to  osteoporosis  are  listed  in  Table  6.911 

Bone  mineral  density  (BMD)  measurements  are  helpful 
in  detecting  osteoporosis  and  in  following  the  response  to 
treatment.  Various  techniques  for  measuring  BMD  have  been 
developed  and  are  gradually  becoming  available,  including 
single-proton  absorptiometry,  dual  energy  x-ray  absorp- 
tiometry, and  quantitative  computed  tomography.  It  is  an- 
ticipated that  bone  markers  that  reflect  bone  resorption  (os- 
teoclast activity)  and  bone  formation  markers  that  reflect 
osteoblastic  activity  will  soon  be  generally  available.  These 
tests,  along  with  BMD  determinations,  will  provide  an  osteo- 
porotic profile,  which  should  aid  in  the  diagnosis  of  osteo- 
porosis and  in  monitoring  the  response  to  treatment.  For  ex- 
ample, the  measurement  of  the  isoenzyme  in  the  serum 
alkaline  phosphates  of  bone  origin  can  be  distinguished  from 
the  isoenzyme  of  liver  origin.  It  reflects  bone  formation  and 
bone  turnover. 

Bone  formation  markers  that  reflect  osteoblastic  activity 
are  bone  specific  alkaline  phosphates,  osteocalcin,  and  pro- 
collagen I extension  peptides.  Those  that  reflect  osteoclastic 
activity  are  urinary  hydroxyproline,  urinary  pyridinoline 
crosslinks,  and  plasma  tartrate-resistant  acid  phosphates. 

The  treatment  of  osteoporosis  can  include  the  use  of  es- 
trogen, an  adequate  calcium  intake,  an  adequate  vitamin  D 
intake,  weight  bearing  exercise,  calcitonin,  and  biophos- 
phates." The  choice  and  combination  of  agents  will  have  to 

TABLE  6 

FACTORS  PREDISPOSING  TO  OSTEOPOROSIS 

1.  White  race 

2.  Female  sex 

3.  Small,  slender  body  build 

4.  Nordic  complexion 

5.  Smoking 

6.  Excessive  alcohol  intake 

7.  Excessive  caffeine  intake 

8.  Early  menopause 

9.  Premenopausal  oophorectomy  without  estrogen  replacement 

10.  Prolonged  bed  rest 

1 1 . Sedentary  lifestyle 

12.  Chronic  treatment  with  anticonvulsants  and  glucocorticoids 

13.  Malabsorption  syndrome 

14.  Protracted  anorexia 
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be  made  by  the  physician  dependent  on  the  clinical  picture. 
In  immediately  premenopausal  and  postmenopausal  women, 
the  use  of  estrogen  is  considered  basic  therapy,  assuming  there 
is  no  contraindication  to  its  use.  If  the  uterus  is  present,  a 
progestational  agent  should  be  given  cyclicly,  but  if  the  uterus 
has  been  removed,  this  is  unnecessary.  The  daily  calcium  in- 
take for  the  postmenopausal  woman  with  osteoporosis  not 
on  estrogen  is  1 ,500  mg.  Women  with  postmenopausal  osteo- 
porosis who  cannot  take  estrogen  can  be  given  calcitonin. 
Those  who  are  having  severe  pain  with  fractures  can  also  be 
given  calcitonin  because  of  its  analgesic  effect.  Calcitonin  is 
first  given  in  a dose  of  50  to  100  IU  subcutaneously  or  intra- 
muscularly daily,  which  can  be  reduced  later  to  three  times 
weekly.  It  inhibits  osteoclastic  activity  and  thus  increases  bone 
formation.  A calcitonin  preparation  for  intranasal  adminis- 
tration (Miacalcin)  is  also  now  available. 

Alendronate  sodium  (Fosamax)  is  the  first  preparation  of 
the  biphosphates  to  become  available,  and  is  approved  for 
the  treatment  of  postmenopausal  osteoporosis.  The  usual  dos- 
age is  10  mg  daily.  Adverse  esophageal  experiences  from  its 
use  have  been  reported,  such  as  esophagitis,  esophageal  ero- 
sions, and  esophageal  ulcers.  Its  use,  therefore,  should  be 
monitored  for  these  adverse  reactions. 

Vitamin  D at  a dose  of  400  to  500  IU  daily  improves  cal- 
cium absorption.  It  should  also  be  kept  in  mind  that  estrogen 
and  aspirin  help  in  the  prevention  of  cardiovascular  disease. 

Gullette  and  associates12  have  shown  that  mental  stress, 
including  tension,  sadness,  and  frustration,  can  more  than 
double  the  occurrence  of  myocardial  ischemia  in  the  suc- 
ceeding hour  as  determined  by  EKG  ambulatory  monitoring 
in  patients  with  documented  coronary  artery  disease.  Though 


the  clinical  significance  of  this  observation  remains  to  be 
determined,  it  suggests  that  risk  counseling  with  respect  to 
stress  in  patients  with  coronary  artery  disease,  a long-time 
practice  of  clinicians,  is  appropriate. 

Meydani  et  al,13  recently  reporting  on  the  supplementa- 
tion of  vitamin  E and  the  in-vivo  immune  response  in  elderly 
subjects,  conclude  that  a dose  of  vitamin  E greater  than  that 
currently  recommended  will  increase  the  in-vivo  indices  of 
T-cell  mediated  function  in  the  aged.  A daily  dose  of  200  mg 
of  vitamin  E is  recommended,  and  was  well  tolerated.  An 
age-related  decline  in  immune  competence  in  the  aged  has 
been  demonstrated,  and  this  might  provide  a simple  tech- 
nique for  boosting  immunity  in  the  aged.  Further  such  stud- 
ies are  apparently  needed. □ 
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The  Journal 


Department  of  Health  Report 

The  Tennessee  State 
Hemophilia  Program 

Lawrence  S.  Moffatt,  MD 


Remarkable  advances  in 
understanding  and  treating 
inherited  disorders  of  blood 
coagulation  in  recent  decades 
have  changed  the  future  for 
patients  with  these  disorders 
from  a life  of  debilitation,  ex- 
treme dependence,  and  se- 
vere limitations  to  one  of 
minimal  crippling,  potential- 
ly normal  longevity,  and 
self-support.  With  these  ad- 
vances, medical  care  of  these 
patients  has  shifted  to  outpa- 
tient management.  Support 
organizations  such  as  the  Na- 
tional Hemophilia  Foundation,  the  Tennessee  Hemophilia  and 
Bleeding  Disorder  Foundation,  and  the  State  Hemophilia 
Program  (SHP)  have  become  even  more  important  to  patients 
and  their  families,  providing  information  to  the  medical  com- 
munity and  heightening  awareness  of  resources  for  affected 
Tennesseans. 

The  SHP  was  created  by  legislative  action  on  July  1 , 1 973 
with  a FY  73-74  budget  of  $250,000  and  with  a commitment 
of  financial  assistance  to  provide  blood,  blood  products  and 
services,  and  assistance  in  self-care.  Operating  under  the  Ten- 
nessee Department  of  Health,  five  comprehensive  centers  have 
been  established  throughout  the  state  where  eligible  patients 
are  seen  according  to  site  proximity.  Currently  the  SHP  op- 
erates with  an  annual  budget  of  $692,100.  Approximately 
50%  of  this  is  applied  to  contract  agreements  with  these  five 
centers,  with  the  remainder  going  for  medical  services,  in- 
surance premiums,  and  operational  costs. 

Currently  420  enrollees  are  seen  in  centers  shown  in  Table  1 . 
Characteristics  of  the  patient  population  are  shown  in  Table  2. 

Within  specified  limits,  enrollees  are  provided  the  follow- 
ing services  when  they  are  associated  with  their  bleeding 
disorder(s):  (1)  blood  and  blood  products;  (2)  professional, 
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clinic  and  emergency  room  services;  (3)  laboratory  and  spe- 
cial medical  needs  (orthopedic  appliances,  dental,  and  other 
extraordinary  services);  (4)  inpatient  bleed-related  hospital- 
izations (with  prior  approval  and  with  annual  limitations); 
(5)  ancillary  supplies  and  drugs  (under  an  established  SHP 
formulary);  (6)  home  health  care,  including  nursing  services. 

A seven-member  committee,  which  includes  representa- 
tives from  hospitals,  medical  schools,  blood  banks,  volun- 
tary agencies  interested  in  hemophilia,  local  public  health 
agencies,  medical  specialists  in  hemophilia,  and  the  general 
public  at  the  consumer  level,  serves  without  compensation 
as  an  advisory  panel.  With  advice  from  the  committee,  the 
Department  develops  standards  for  care  and  treatment  under 
the  program,  assists  in  the  development  of  services,  includ- 
ing financial  aid  and  disorder  needs,  and  writes  rules  and 
regulations  necessary  to  carry  out  the  purposes  of  the  SHP. 

The  most  common  inherited  bleeding  disorder  in  humans 
is  von  Willebrand’s  Disease  (vWD)  with  prevalence  ranging 
from  3 to  4/100,000  to  as  high  as  1.3%  of  the  population.1 

The  gene  location  for  vWD  is  on  chromosome  12.  The 
disorder  may  be  caused  either  by  a quantitative  deficiency  or 
by  a defect  of  the  von  Willebrand  factor  (vWF),  which  has 
two  main  functions  in  hemostasis:  to  promote  normal  plate- 
let adhesion  and  to  be  a carrier  protein  for  factor  VIII.2 

While  classic  hemophilia  is  an  X-linked  recessive  disor- 
der affecting  only  males,  vWD  is  usually  an  autosomal  domi- 
nant one  affecting  both  males  and  females  equally,  and  thus 
carries  a 50%  risk  for  a single-affected  parent  to  pass  the 
disorder  to  their  children.  Less  frequently,  the  children  of 
both  affected  but  asymptomatic  parents  may  be  severely  af- 
fected as  a recessive  trait.  As  an  acquired  disorder,  vWD  may 
also  occur  in  association  with  another  underlying  disease  such 
as  autoimmune  and  myeloproliferative  states,  hypothyroid- 
ism, B-cell  disorder,  and  others. 1’3,4 

Three  mam  types  of  vWD  (I,  II,  and  III)  have  been  estab- 
lished, as  well  as  subtypes,  based  upon  the  quantity  and  quality 
of  vWF.  Seventy  percent  of  vWD  is  type  I disease,  and  repre- 
sents a decreased  level  of  vWF.  It  is  generally  milder  than 
types  II  and  III.  Type  III  is  associated  with  total  or  near  total 
absence  of  vWF.  Type  II  patients  present  a more  complicated 
disorder  involving  combinations  of  quality/quantity  defects, 


MISSION  STATEMENT 

The  Tennessee  State  Hemo- 
philia Program  (SHP)  pro- 
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als suffering  from  hemophilia 
and  other  bleeding  disorders. 
Through  the  provision  of  fi- 
nancial assistance,  the  pro- 
gram improves  access  to  care 
and  the  quality  of  life  for  in- 
dividuals who  require  con- 
tinuing suitable  treatments  in 
order  to  avoid  the  crippling 
extensive  side  effects  associ- 
ated with  their  bleeding  dis- 
order (TCA  68-41-102,104). 
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TABLE  1 

SHP  CENTERS 


Chattanooga/Erlanger 

50 

Memphis/UT 

90 

Johnson  City/ETSU 

28 

Nashville/Vanderbilt 

92 

Knoxville/UT 

153 

Other 

7 

which  are  further  classified  into  subcategories.3 

vWD  is  characterized  by  mucocutaneous  bleeding  epi- 
sodes. Indications  for  therapy  for  vWD  include  surgery,  se- 
vere epistaxis,  menorrhagia,  and  gastrointestinal  tract  bleed- 
ing. For  mild  cases  (generally  type  I),  current  therapy  is  first 
pharmacologic  management  with  desmopressin  (DDAVP),  a 
synthetic  analogue  of  vasopressin.  It  has  been  available  since 
1994  as  a nasal  spray.  For  more  severe  cases  and  patients 
unresponsive  to  DDAVP,  replacement  with  purified  factor  VIII 
or  cryoprecipitate  is  indicated.1 

Considerable  attention  is  currently  being  directed  at  the 
female  population  where  vWD  may  be  the  cause  of  menor- 
rhagia, and  where  the  problem  is  thought  by  some  to  be  much 
greater  than  previously  recognized.  In  any  patient  with  re- 
curring mucocutaneous  bleeding  episodes  in  the  presence  of 
a normal  platelet  count,  vWD  should  be  suspected.1 


TABLE  2 

CHARACTERISTICS  OF  PATIENT  POPULATION 
Disorder  Types  Disorder  Severity  Patients  by  Gender 


Hemophilia  A 

187 

Mild 

191 

Male 

299 

Hemophilia  B 

48 

Moderate 

99 

Female 

121 

vWD 

140 

Severe 

130 

Other 

45 

Stephen  Bajardi,  Executive  Director  of  the  National  He- 
mophilia Foundation,  anticipates  that  even  greater  effort  will 
be  made  to  heighten  physician  and  public  awareness  of  vWD 
and  the  knowledge  that  while  it  may  not  constitute  a life- 
threatening  condition,  it  is  definitely  a quality-of-life  concern.5 

For  more  information  regarding  services  and  patient  eli- 
gibility, please  contact  the  SHP  office  at  (615)  523-2259. □ 
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The  Journal 


Vanderbilt  Morning  Report 

A Case  of  Alcoholic  Ketoacidosis 


Case  Report 

A 71 -year-old  black  man  transferred  to  Vanderbilt  for  a 
severe  metabolic  acidosis  had  a history  of  heavy  alcohol  con- 
sumption of  up  to  one  and  a half  quarts  of  whiskey  per  day 
for  the  past  10  years.  His  appetite  was  generally  poor,  and 
his  daily  activities  minimal.  He  was  in  his  usual  state  of  health 
until  three  days  before  transfer  when  he  developed  nausea 
and  vomiting  without  abdominal  pain  or  other  symptoms. 
He  decreased  his  drinking  significantly,  but  when  his  vomit- 
ing persisted,  he  was  taken  to  a local  hospital  where  he  was 
noted  to  be  lethargic,  with  arterial  blood  gases  showing  a pH 
of  7.01  (normal  7.35  to  7.45),  Po2  100  mm  Hg  (normal  80  to 
100),  Pco.,  14  mm  Hg  (normal  35  to  45),  and  a calculated 
bicarbonate  of  6 mEq/L  (normal  24  to  30).  His  serum  so- 
dium was  130  mEq/L  (normal  135  to  145),  potassium  5.2 
mEq/L  (normal  3.5  to  4.5),  chloride  86  mEq/L  (normal  95  to 
105),  and  glucose  82  mg/dl  (normal  60  to  1 20).  He  was  given 
sodium  bicarbonate,  fluids,  and  glucose  intravenously,  and 
transferred  to  Vanderbilt. 

Physical  examination  showed  a thin,  ill-appearing  man 
with  mild  tachypnea  and  a rectal  temperature  of  99.8°F.  Other 
vital  signs  were  normal.  Physical  examination  showed  clear 
lungs  and  normal  heart  sounds.  His  abdomen  was  diffusely 
slightly  tender  and  the  liver  was  palpable  6 cm  below  the 
right  costal  margin,  but  there  was  no  hepatosplenomegaly. 
Bowel  sounds  were  normal  and  stool  showed  a trace  heme. 
Laboratory  studies  showed  a serum  sodium  of  137  mEq/L, 
potassium  4.6  mEq/L,  chloride  92  mEq/L,  bicarbonate  1 1 
mmol/L  (normal  23  to  30),  and  glucose  89  mg/dl.  Arterial 
blood  gas  analysis  showed  a pH  of  7.20,  Po2  98  mm  Hg,  and 
Pco.,  1 6 mm  Hg.  His  CBC  was  normal  except  for  a mild  ane- 
mia and  thrombocytopenia.  Urinalysis  showed  3+  acetone 
but  no  crystals.  A drug  and  toxin  screen  showed  only  ethanol. 
Serum  ketones  were  1:16  (normal-undetectable).  Other  lab- 
oratory studies  and  an  abdominal  film  were  unremarkable. 

The  patient  was  treated  with  fluids  and  glucose,  and  his 
acidosis  resolved  entirely  over  the  next  day.  He  subsequently 
was  placed  in  alcoholic  rehabilitation. 


Prepared  by  Jason  D.  Morrow  MD,  Department  of  Medicine, 
Vanderbilt  University  School  of  Medicine,  Nashville. 


Discussion 

Alcoholic  ketoacidosis  was  first  reported  in  the  medical  lit- 
erature over  50  years  ago  and  has  since  been  well  described.1,2 
The  syndrome  is  characterized  by  a wide  gap  metabolic  aci- 
dosis and  malnutrition  superimposed  on  alcohol  abuse.  It  most 
frequently  develops  in  severe  alcoholics  who  develop  gas- 
trointestinal illness  and  are  unable  to  eat  but  who  may  con- 
tinue to  drink  alcohol.2  Presenting  symptoms  of  alcoholic 
ketoacidosis  most  commonly  include  nausea,  vomiting,  and 
abdominal  pain.  Common  physical  findings  include  tachy- 
cardia, tachypnea,  and  abdominal  tenderness.  Despite  the  fre- 
quency of  abdominal  complaints,  however,  significant  ab- 
dominal problems  are  rarely  reported.2  When  present,  they 
are  due  to  concomitant  processes  such  as  pancreatitis,  severe 
hepatitis,  or  intra-abdominal  sepsis.  Fever  is  seldom  present. 

Laboratory  findings  usually  show  a metabolic  acidosis  with 
a widened  anion  gap.2,3  Often,  however,  the  acid-base  disor- 
der of  alcoholic  ketoacidosis  is  complex,  and  double  or  triple 
disorders  are  common.  A primary  metabolic  alkalosis  can 
result  from  vomiting,  and  extracellular  volume  depletion  and 
a respiratory  alkalosis  can  also  exist.  Ketones  are  routinely 
present  in  the  serum,  and  either  hypoglycemia  or  hyper- 
glycemia may  be  present.2,4  The  pathophysiology  of  alco- 
holic ketoacidosis  is  complex.  The  primary  defects  appear  to 
be  ( 1 ) a relative  deficiency  of  insulin  coupled  with  an  excess 
of  glucagon  caused  by  starvation  and  glycogen  depletion, 
(2)  an  elevated  NADH/NAD  ratio  due  to  the  metabolism  of 
ethanol  by  alcohol  dehydrogenase,  and  (3)  extracellular  fluid 
volume  depletion.2  This  results  in  enhanced  lipolysis  and 
ketoacid  production. 

The  treatment  of  alcoholic  ketoacidosis  is  straightforward. 
Replacement  of  fluid  and  carbohydrate  stores  usually  cor- 
rects the  metabolic  imbalance  within  a day.  Insulin  and  bi- 
carbonate therapy  are  rarely  indicated,  and  in  general  should 
be  avoided.  Since  vitamin  stores  are  frequently  depleted,  their 
repletion  is  also  necessary. □ 

References 

1 . Williams  HE:  Alcoholic  hypoglycemia  and  ketoacidosis.  Med  Clin  North  Am  68:33-38,  1 984. 

2.  Wrenn  KD.  SlovisCM,  Minion  GE,  el  al:.  The  syndrome  of  alcoholic  ketoacidosis.  Am  J Med 
91:119-127,  1991. 

3.  Fumeaux  T,  de  Werra  P:  Acute  metabolic  acidosis  in  chronic  alcoholism.  Intensive  Care  Med 
22:1462-1463,  1996. 

4.  Marinella  MA:  Alcoholic  ketoacidosis  presenting  with  extreme  hypoglycemia.  Am  J Emer g 
Med  15:280-281,  1997. 


400 


Tennessee  Medicine  ~ October,  1998 


TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 

Physicians  utilized  in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis  and  Arlington.  Salary 
potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two  year  fellowship  in  Developmental  Disabilities 
encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Bemie  Simons,  Superintendent 

Lee  Thomas,  Superintendent 

Clover  Bottom  Developmental  Center 

Lakeshore  Mental  Health  Institute 

275  Stewarts  Ferry  Pike 

5908  Lyons  View  Pike 

Nashville,  TN  37214 

Knoxville,  TN  37919 

Telephone:  (615)  231-5372 

Telephone:  (423)  584-1561 

Fax:  (615)  231-5396 

Fax:  (423)  450-5203 

Max  Jackson,  Superintendent 

Russell  Vatter,  Superintendent 

Arlington  Developmental  Center 

Moccasin  Bend  Mental  Health  Institute 

11293  Memphis- Arlington  Road 

100  Moccasin  Bend  Road 

Arlington,  TN  38220-5022 

Chattanooga,  TN  37402 

Telephone:  (901)745-7575 

Telephone:  (423)  785-2271 

Fax:  (901)  745-7272 

Fax:  (423)  785-3333 

Henry  C.  Meece,  Superintendent 

Elizabeth  Littlefield,  Superintendent 

Greene  Valley  Developmental  Center 

Western  Mental  Health  Institute 

P.O.  Box  910 

Highway  64  West 

Greeneville,  TN  37744-0910 

Bolivar,  TN  38074 

Telephone:  (423)  787-6568 

Telephone:  (901)658-5141 

Fax:  (423)  787-6574 

Fax:  (901)658-2783 

Joe  Carobene,  Superintendent 

Pete  Davidson.  Superintendent 

Middle  TN  Mental  Health  Institute 

Memphis  Mental  Health  Institute 

221  Stewarts  Ferry  Pike 

865  Poplar  Avenue 

Nashville,  TN  37214 

Memphis.  TN  38174-0966 

Telephone:  (615)  902-7532 

Telephone:  (901)  524-1200 

Fax:  (615)  902-7541 

Fax  (901)  543-6055 

Pat  Womack,  Recruitment 

710  James  Robertson  Parkway 

1 1th  Floor  Andrew  Johnson  Tower 

Nashville,  TN  37243 

Telephone:  (615)  741-8912 

Fax  (615)  741-4567 

These  24  hour  facilities  offer  stable  and  challenging  settings  serving  children  and  adults  who  have 
developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations,  work  with 

an  excellent  team  of  professionals. 

The  State  of  Tennessee  is  an  equal  opportunity  employer 

News  and  Views 


TMA  Alliance  Report 


Oh  Say,  Can  You  See... 

The  Star  Spangled  Banner,  that  tattered  flag  that  inspired 
our  national  anthem,  is  being  refurbished  and  preserved  at  a 
total  cost  of  $22  million  (including  a $ 1 3 million  gift  from  Ralph 
Lauren).  As  twilight  fell,  the  flag  hung  over  Fort  McHenry. 
Would  it  be  there  in  the  morning?  Physicians  in  America  today 
are  engaged  in  a Fierce  battle  to  preserve  the  best  medical  sys- 
tem in  the  world.  Will  it  be  there  in  the  morning? 

Change  is  inevitable;  whoever  says  it  is  not  is  in  denial.  But 
we  must  guard  against  changes  that  would  take  both  the  health 
and  the  care  out  of  health  care.  How  do  we  do  this? 

1 . Together.  We  must  not  allow  forces  to  divide  and  conquer 
the  medical  community.  As  difficult  as  it  may  be  to  find  com- 
mon ground  in  such  a diverse  group,  we  must  struggle  to  do  so 
or  risk  piecemeal  defeat. 

2.  We  must  define  clearly  the  best  medical  system  we  can 
imagine,  and  then  work  tirelessly  to  get  as  close  to  it  as  pos- 
sible. Perfection  will  always  escape  us,  but  we  must  keep  our 
goals  in  sharp  focus. 

3.  We  must  be  present  at  the  battle  or  we  lose  by  default. 
While  not  many  physicians  went  into  medicine  to  be  intimately 
involved  in  legislative  issues,  the  fact  is  that  health  care  is  on 
the  legislative  operating  table  now , and  physicians  must  have 
forceful  and  meaningful  input  today. 

4.  In  the  words  of  Winston  Churchill,  “Never  give  up.” 

Let  us  refurbish  and  preserve  the  best  system  of  medicine  in 

the  world,  whatever  the  cost.  Then  we  may  ask  future  genera- 
tions, “Oh,  say,  does  the  American  medical  system  yet  stand, 
the  best  of  the  best  in  all  of  the  lands?” 

Sheila  Herring 

TMAA  Legislative  Chairman 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

W.  D.  Bruce,  MD,  Chattanooga 

John  H.  Chrostowski,  MD,  Chattanooga 

David  L.  Ciraulo,  DO,  Chattanooga 

Lynn  A.  Crosby,  MD,  Chattanooga 

Kamran  Farrukh,  MD,  Chattanooga 

J.  C.  Graves,  MD,  Chattanooga 

Daniel  L.  Heithold,  MD,  Ft.  Oglethorpe  GA 

Hal  E.  Hill,  MD,  Chattanooga 

Charles  P.  Johnson,  DO,  Chattanooga 

Charles  Longer,  MD,  Chattanooga 

Michael  Najjar,  MD,  Chattanooga 

Peter  J.  Nowotarski,  MD,  Chattanooga 

Ronald  W.  Oxenhandler,  MD,  Signal  Mountain 

David  W.  Rice,  MD,  Chattanooga 

Charles  M.  Richart,  MD,  Chattanooga 


Eric  Schubert,  MD,  Chattanooga 
John  B.  Standridge,  MD,  Chattanooga 
Matthew  Tinney,  DO,  Chattanooga 
Lori  W.  Wagner,  MD,  Chattanooga 

KNOXVILLE  ACADEMY  OF  MEDICINE 

William  R.  Brown  III,  MD,  Knoxville 
Paul  S.  Dudrick,  MD,  Knoxville 
JejfE.  Flickinger,  MD,  Nashville 
Joseph  H.  Kay  Jr.,  MD,  Knoxville 
James  A.  Killeffer,  MD,  Knoxville 
Michael  J.  McCollum,  MD,  Knoxville 
Phillip  M.  Watson,  MD,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Frederick  R.  Yarid,  MD,  Morristown 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

Charles  A.  Blotnik,  MD,  Memphis 
Gregory  A.  Lowdermilk,  MD,  Memphis 
Caroline  A.  Piely,  MD,  Memphis 
Thomas  G.  Stovall,  MD,  Memphis 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Stephen  N.  Schott,  DO,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Terry  A.  Day,  MD,  Nashville 
Mark  E.  Dentz,  MD,  Franklin 
John  E.  Gerber,  MD,  Nashville 
Douglas  C.  Mathews,  MD,  Nashville 
Roy  T.  Wallace,  MD,  Brentwood 

SMITH  COUNTY  MEDICAL  SOCIETY 

Milton  A.  Smith,  MD,  Hartsville 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Gary  L.  Adelson,  MD,  Kingsport 
Marcus  C.  Grimes,  MD,  Kingsport 

TIPTON  COUNTY  MEDICAL  SOCIETY 

Michael  W.  Craig,  MD,  Covington 
John  D.  Kelly,  MD,  Covington 

WARREN  COUNTY  MEDICAL  SOCIETY 

Michael  C.  Good,  MD,  McMinnville 


In  Memoriam 

Charles  L.  Clarke,  MD,  age  74.  Died  May  12,  1998.  Graduate 
of  Tulane  University  School  of  Medicine.  Member  of  Mem- 
phis-Shelby  County  Medical  Society. 

C.  Douglas  Hawkes,  MD,  age  84.  Died  July  3,  1998.  Graduate 
of  Johns  Hopkins  University  School  of  Medicine.  Member  of 
Memphis-Shelby  County  Medical  Society. 

Marc  H.  Hollender,  MD,  age  81.  Died  August  9,  1998.  Gradu- 
ate of  University  of  Illinois  College  of  Medicine.  Member  of 
Nashville  Academy  of  Medicine. 

Fred  Ownby,  MD,  age  75.  Died  August  3,  1998.  Graduate  of 
Emory  University  School  of  Medicine.  Member  of  Bedford 
County  Medical  Society. 
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B.  A.  Richardson,  MD,  age  71.  Died  July  19,  1998.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Wash- 
ington-Carter-Unicoi  County  Medical  Association. 

H.  William  Scott  Jr.,  MD,  age  81.  Died  August  4,  1998.  Gradu- 
ate of  Harvard  Medical  School.  Member  of  Nashville  Academy 
of  Medicine. 

Addison  B.  Scoville  Jr.,  MD,  age  84.  Died  August  10,  1998. 
Graduate  of  Cornell  Medical  College.  Member  of  Nashville 
Academy  of  Medicine. 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  January,  March,  and 
July,  1998.  This  list,  supplied  by  the  AMA,  does  not  include 
members  who  reside  in  other  states.  Physicians  can  receive  the 
PRA  certificate  valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  continuing  medical 
education,  including  20  hours  of  Category  1;  for  the  two-year 
award,  physicians  report  100  hours  of  CME,  including  40  hours 
of  Category  1;  for  the  three-year  award,  physicians  report  150 
hours  of  CME,  60  of  which  are  Category  1.  Each  application 
for  the  PRA  must  also  verify  participation  in  Category  2 CME 
activities. 

January  1998 

Thomas  M.  Beahm,  MD,  Chattanooga 
William  D.  Falvey,  MD,  Memphis 
Barry  D.  Fletcher,  MD,  Memphis 
Charles  R.  Handorf,  MD,  Memphis 
Mark  N.  Hendrixon,  MD,  Crossville 

C.  Gary  Jackson,  MD,  Nashville 
James  R.  Noonan,  MD,  Dyersburg 
Takis  Patikas,  MD,  Nashville 
Deloris  E.  Rissling,  MD,  Chattanooga 
Charles  C.  Smeltzer,  MD,  Knoxville 
Gates  J.  Wayburn,  MD,  Nashville 
Harry  A.  Zain,  MD,  Morristown 

March  1998 

Terinell  Beaver,  MD,  Memphis 

William  R. Bowers,  MD,  Athens 

James  A.  Burdette,  MD,  Lenoir  City 

Jack  C.  Clark  Jr.,  MD,  Knoxville 

Daniel  S.  Corlew,  MD,  Murfreesboro 

Walter  G.  Efird,  MD,  Memphis 

Lisa  F.  A.  Fara,  MD,  Memphis 

Eric  G.  Fox,  MD,  Nashville 

David  M.  Glassford  Jr.,  MD,  Nashville 

Gregory  L.  Glover,  MD,  Knoxville 

Clarence  E.  Goulding  III,  MD,  Johnson  City 

D.  Tyler  Greenfield,  MD,  Kingsport 
James  M.  Hamlett  III,  MD,  Memphis 
Perry  F.  Harris,  MD,  Nashville 
Kenneth  L.  Hill,  MD,  White  Pine 
David  L.  Johnson,  MD,  Murfreesboro 
Jeffrey  A.  Keenan,  MD,  Knoxville 
Drew  A.  Kreegel,  MD,  Hermitage 


Frank  H.  McNiel,  MD,  Knoxville 
Raymond  L.  Paine  Jr.,  MD,  Knoxville 
Richard  E.  Parrish,  MD,  Oak  Ridge 
Octavio  J.  Pinell,  MD,  Kingsport 
Ronald  S.  Roney,  MD,  Memphis 
Ralph  W.  Simonton  Jr.,  MD,  Portland 
Donald  F.  Tarr,  MD,  Mountain  City 
Miriam  B.  Tedder,  MD,  Harriman 
Ronald  L.  Terhune,  MD,  Memphis 
Gail-Marie  K.  Walter,  MD,  Knoxville 
David  T.  Watson,  MD,  Knoxville 
Charles  E.  White,  MD,  Memphis 
Glenn  E.  Wright,  MD,  Knoxville 
Donald  B.  Wyche,  MD,  Johnson  City 
Mary  E.  Wyche,  MD,  Johnson  City 

July  1998 

Ben  W.  Davis,  MD,  Nashville 
Eric  P.  Ellington,  MD,  Maryville 
Cecelia  G.  Fisher,  MD,  Franklin 
Robin  M.  Floyd,  MD,  Martin 
Joseph  S.  Hudson,  MD,  Memphis 
John  L.  Sawyers,  MD,  Nashville 
Priscilla  B.  Sioson,  MD,  Jackson 
Dean  G.  Taylor,  MD,  Brentwood 
John  J.  Warner,  MD,  Nashville 
Horace  E.  Watson,  MD,  Nashville 


TMA  Board  of  Trustees  Meeting  Minutes 

July  11-12, 1998 

The  following  is  a summary  of  actions  taken  by  the  Board  of 
Trustees  of  the  Tennessee  Medical  Association  at  its  regular 
third  quarter  meeting  at  MeadowView  Convention  Center, 
Kingsport,  Tennessee,  July  11-12,  1998: 

THE  BOARD: 

Special  Reports.  Received  reports  from  Mr.  George  Knox, 
vice-president  of  TMA  Association  Insurance  Agency,  Inc.,  Mr. 
Steve  Williams,  chief  executive  officer  of  State  Volunteer  Mu- 
tual Insurance  Company,  and  Mr.  Tom  Kinser,  chief  executive 
officer  of  BlueCross  BlueShield. 

Annual  TMA  Leadership  Summit.  Agreed  to  hold  annual 
leadership  summits  in  a central  location  of  the  state,  and  will 
take  under  consideration  staff’s  proposal  to  add  additional  fo- 
cus group  meetings  in  regional  areas  of  the  state. 

Task  Force  to  Implement  Resolution  No.  10-98  “Specialty 
Society  Representation  in  the  TMA  House  of  Delegates.”  Rec- 
ommended to  Dr.  Robert  Kirkpatrick,  speaker  of  the  TMA  House 
of  Delegates,  that  the  following  physicians  be  considered  for 
appointment  to  the  task  force  for  specialty  society  representa- 
tion: Drs.  Sam  Williams  III,  Radiology;  Richard  Lane,  Internal 
Medicine,  nonsurgical;  George  Eckles  Jr.,  General  Surgery; 
Donald  B.  Franklin,  Nephrology,  small  society;  David  K. 
Wineck,  Anesthesiology,  large  society  and  hospital  based;  Allen 
S.  Edmonson,  Orthopedic  Surgery;  James  Chris  Fleming,  Oph- 
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thalmology;  and  a nominee  from  the  Tennessee  Academy  of 
Family  Physicians. 

Quarterly  Reports.  Received  quarterly  reports  from:  Ten- 
nessee Medical  Foundation,  Tennessee  Delegation  to  the  AMA, 
TMA  Alliance,  Special  Medical  Issues  Committee,  Committee 
on  Legislation,  Committee  on  Practice  Management  & Man- 
aged Care,  Membership  Committee,  Committee  on  Communi- 
cations & Public  Relations,  TMA  Annual  Meeting  Committee. 

Legislative  Committee.  Appointed  Dr.  Jesse  C.  Woodall  Jr., 
to  serve  as  chairman  of  the  Legislative  Committee  replacing 
Dr.  Charles  W.  White  Sr.  Appointed  Dr.  James  D.  King  to  serve 
as  representative  from  the  7th  congressional  district. 

Pain  Management.  Agreed  to  petition  the  Board  of  Medi- 
cal Examiners  to  consider  expanding  its  current  policy  on  pain 
management  to  include  patients  who  were  near  death,  or,  who 
suffer  from  intractable  pain. 

Medical  Directors  Task  Force.  Agreed  to  form  a task  force 
of  medical  directors  of  health  plans  in  the  state. 

Medwire  Committee.  Agreed  to  rename  the  Medwire  Com- 
mittee the  TMA  Electronic  Information  Oversight  Committee. 

Special  Medical  Issues  Committee.  Appointed  Dr.  Mack 
Land,  chairman  of  the  Special  Medical  Issues  Committee,  re- 
placing Dr.  Jesse  C.  Woodall  Jr. 

Second  Quarter  Financial  Statement.  Reviewed  the  sec- 
ond quarter  financial  statement  as  submitted  by  Mr.  Alexander 

Future  Board  of  Trustees  Meetings.  Agreed  to  continue  to 
meet  quarterly  for  the  present  time.Q 


Board  of  Medical  Examiners 


Minutes  - July  1998 

Name:  Richard  Feldman,  MD  (Nashville) 

Violation:  Failure  to  follow  previous  order;  unprofessional 
conduct. 

Action:  License  placed  on  probation  for  five  years;  assessed 
civil  penalty  of  $2,000;  maintain  advocacy  of  TMF  Physicians 
Health  Program  with  annual  evaluations  from  Menninger  Clinic 
to  Board. 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates 
1 1 medical  centers  located  in  the  scenic  mountains  ot  North- 
east Tennessee,  is  accepting  CVs  from  physicians.  These 
health  care  centers  offer  competitive  wages  and  superior 
benefits.  This  consists  of  401 K,  mileage  reimbursement, 
paid  malpractice  insurance,  continuing  medical  education, 
10  official  holidays  off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team  mail  CVs 
to  Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc., 
3825  Highway  66  South,  Rogersville,  TN  37857.  Phone 
(423)  272-9163,  fax:  (423)  272-4980,  e-mail  address 
rhscmis@planetc.com.  EOE 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of  : 
CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Dec  4-5  24th  Annual  High-Risk  Obstetrics  Seminar 
Dec  12  Primary  Care  Seminar  - Pulmonary 

Jan  9 Primary  Care  Seminar  - Dermatology 

Jan  23-30  21st  Annual  Sisson  International  Head  & Neck  Work- 
shop— Vail,  Colo. 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-8211MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Memphis 

Nov  20  Pediatric  Advanced  Life  Support  Recertification  Course 
Chattanooga 

Dec  10-11  Internal  Medicine  Seminar 


For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


TMA 

PlIYSIl  TAX 
■Sl-'RVH  ES,,. 


TMA/ AMERICAN  CROUP 
PURCHASING  PROGRAM  [V 


Special  For  TMA  Members  Only 


HCFA1500  FORMS 

1 Part  or  2 Part  Continuous 

$38.50  “ M " 

1 Part  - 2,500  per  carton  • 2 Parts  - 1 .000  per  carton 

1999  CODING  BOOKS 

ICO  9 - $49.50  per  book 

ICD  9 with  Volume  3 - $59.50  per  book 

CPT  BOOK  (Professional)  - $65.75  per  book 

HCPCS  (Professional)  $89.75  per  book 
ORDER  NOW  FOR  OCTOBER  DELIVERY 

NO  FREIGHT  DELIVERED  PRICE 

NO  FREIGHT -DELIVERED  PRICE  | 

LASER  HCFA  @ $43. 00  PER  CARTON 

2,500  per  carton 

EXAM  TABLE  PAPER 

1 8"x1 25'  crepe  $24.90  ctn. 

21"  x 125'  crepe  $28.90  ctn. 

18"  x 225'  smooth  $34.90  ctn. 

21"  x 225'  smooth  $39.90  ctn. 

(Case  Package  - 12  Rolls) 

Chart  Dividers  (Indexes) 
Fileback  Dividers 

Call  today  for  special  quote! 

GUARANTEED  SAVINGS! 

Match  Competitor  Tabs 

(Colwell,  Medical  Arts,  Bibbero) 

NO  FREIGHT -DELIVERED  PRICE 

Medical  Telephone  Message  Book  (2  parts) 


STYLE  1 (with  tape)  1-19  Books  only  $10.50  each 
STYLE  2 (w/o  tape)  1 -1 9 Books  only  $5.90  each 

EACH  BOOK  HAS  200  NUMBERED  MESSAGES  - IMPROVES  RISK  AVOIDANCE 
CALL  FOR  PRICES  ON  LARGER  QUANTITIES. 


Phone  1-888-921-7283 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
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President’s  Comments 


David  G.  Gerkin,  MD 


Thanaphobia 

Thanaphobia,  the  fear  of  death  and  its  companion  fear  of  pain  and  disability  is  something  all 
human  beings  face.  Most  people  accept  death  as  inevitable  and  their  response  to  it  is  affected  by 
aspects  of  their  private  lives,  relationships,  and  religious  beliefs.  Pain  is  the  most  common 
symptom  among  the  terminally  ill,  and  in  patients  with  chronic  illnesses,  it  is  the  thing  they  fear 
most.  Their  fears  are  well  founded.  Pain  is  a physical  experience  that  creates  emotional  suffer- 
ing. Inadequate  pain  control  may  cause  rage,  sadness,  and  hopelessness.  Nearly  70%  of  all 
Americans  say  that  they  would  consider  suicide  if  they  had  uncontrolled  pain  associated  with 
an  illness.  Some  patients  suffer  from  ineffective  treatment  of  physical  pain  as  a result  of  insuf- 
ficient analgesia,  the  product  of  inadequate  physician  education  and  a moralistic  view  regard- 
ing narcotics.  Torture,  despondency,  agony  and  death  are  symptoms  of  “opiophobia,”  the  fear 
of  use  of  narcotics,  a well-documented  syndrome  fed  by  fear,  superstition,  and  the  “war  on 
drugs.”  Doctors  suffer  the  syndrome  and  patients  suffer  the  consequences.  Each  year  the  lives 
of  Americans  are  disrupted  by  40  million  headaches,  36  million  backaches,  24  million  muscle 
pains,  and  20  million  neck  pains.  Most  receive  inadequate  care  because  of  numerous  barriers  to 
appropriate  pain  treatment.  Another  13  million  patients  suffer  from  unrelenting,  intractable, 
non-malignant  pain.  Even  among  almost  4 million  cancer  patients  with  pain,  one-half  to  three- 
quarters  are  inadequately  treated  and  nearly  25%  die  in  severe,  unrelieved  pain.  Of  those  with 
advanced  cancer,  80%  have  pain,  most  of  which  could  be  controlled  with  modern  treatment. 

The  cost  to  the  nation  of  acute  and  chronic  pain  is  monumental.  Millions  of  work  days  are 
lost  when  those  with  chronic  intractable  pain  are  inevitably  disabled.  With  help,  many  of  those 
could  recover  and  return  to  the  work  force.  The  causes  of  this  calamity  are  clear.  In  patients,  the 
fear  of  addiction  or  of  being  seen  as  an  addict  is  common.  Their  families  also  typically  fear 
addiction,  even  in  terminal  cancer  and  AIDS  cases.  Historically,  practitioners  have  undertreated 
pain  because  they  have  not  been  trained  to  recognize  and  assess  it.  In  a survey  of  more  than 
1 ,000  physicians,  75%  who  treated  cancer  patients  over  a six-month  period  admitted  that  a lack 
of  knowledge  inhibited  their  ability  to  control  pain. 

Another  major  barrier:  Physicians  worry  that  prescribing  narcotics  would  cost  them  their 
medical  license.  Drug  enforcement  agencies  at  the  state  and  federal  levels  aggressively  monitor 
narcotic  prescriptions;  approximately  100  doctors  lose  their  licenses  each  year  for  overpre- 
scribing narcotics.  A large  proportion  of  physicians  admit  they  undermedicate  patients  for  pain 
symptoms  to  avoid  getting  into  trouble  with  the  law. 

Other  barriers:  a belief  among  both  patients  and  physicians  that  pain  should  be  accepted  as  a 
normal  part  of  a serious  illness  such  as  cancer  and  its  treatment,  and  a fear  that  giving  a medica- 
tion too  early  will  diminish  its  subsequent  effectiveness.  Experts  in  pain  treatment  say  that  for 
most  narcotics  there  does  not  appear  to  be  an  upper  dosage  limit.  In  cancer  patients,  for  ex- 
ample, what  appears  to  be  tolerance  or  decreased  pain  relief  with  the  same  dosage  over  time  is 
usually  a reflection  of  the  disease’s  progression. 

Physicians  have  conflicts  about  how  to  treat  pain.  Undertreatment  prevails  even  though  most 
attending  physicians  in  hospitals  agree  that  it  is  sometimes  appropriate  to  relieve  suffering  when 
doing  so  may  advance  the  death  of  a patient.  According  to  an  article  in  the  1995  Archives  of 
Internal  Medicine,  more  than  a third  of  medical  and  surgical  attending  physicians  surveyed 
admitted  that  fear  of  hastening  a patient’s  death  is  most  often  the  reason  for  undertreating  pain. 
Nevertheless,  three-quarters  of  those  physicians  believe  that  dying  patients  should  determine 
the  best  dosage  regimen  to  control  their  pain. 

What  should  we  do?  The  ethicist  Edmund  D.  Pellegrino,  MD  states,  “The  availability,  acces- 
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sibility,  and  effectiveness  of  modern  methods  of  pain  control  make  it  morally  mandatory  for 
every  physician  to  be  knowledgeable  in  the  use  of  analgesics.  Not  to  relieve  pain  optimally  is 
tantamount  to  moral  and  legal  malpractice.  Despite  this,  many  physicians  still  lack  the  requisite 
knowledge,  or  use  analgesics  too  parsimoniously.  Some  fear  addicting  the  patient;  others,  the 
ethical  responsibility  if  death  were  to  occur  as  a result  of  respiratory  depression.  These  fears  are 
not  justified  factually  or  ethically.  For  example,  it  is  known  clinically  that  patients  with  severe 
pain  receiving  large  doses  of  opiates  rarely,  if  ever,  suffer  respiratory  depression  or  addiction  if 
doses  are  properly  titrated.  Even  if  addiction  were  to  occur  in  terminally  ill  patients,  it  would  be 
a small  price  to  pay  for  relief  of  suffering.  In  non-terminally  ill  patients  with  chronic  illnesses, 
a more  nuanced  approach  to  pain  relief  is  warranted,  however.” 

The  quasi-criminal  liability  imposed  on  physicians  distorts  clinical  information  and  medical 
judgment,  impedes  the  development  of  clinical  expertise,  undermines  the  ethical  commitments 
necessary  to  medical  practice,  and  leads  to  the  abandonment,  wasted  lives,  and  the  death  of 
patients  with  intractable  pain.  Holding  physicians  liable  for  the  misbehavior  or  dishonesty  of 
their  patients  turns  physicians  into  policemen,  and  is,  in  principle,  incompatible  with  effective 
medical  care. 

Most  states  such  as  Tennessee  have  medical  board  regulations  or  adequate  laws  that  protect 
the  physician  who  is  doing  the  right  thing,  but  this  assurance  often  does  not  comfort  the  doctor 
because  there  is  no  commonly  understood  standard  of  practice.  The  doctor  could  still  be  charged 
and  have  to  defend  himself,  and  that  costs  money.  Perhaps  the  physician  would  win,  but  that 
could  still  be  $20,000  to  $25,000  later. 

As  we  pass  through  another  cycle  of  intense  concern  about  drugs,  we  must  take  care  not  to 
discard  medical  and  scientific  knowledge  or  to  ignore  or  stigmatize  those  among  us,  especially 
those  with  chronic  illnesses,  who  benefit  from  the  essential  medical  uses  of  controlled  sub- 
stances. Controlled  substances  are  essential  to  the  quality  of  life  of  millions  of  patients.  A bal- 
anced drug  policy  should  provide  ample  authority  to  address  diversion  problems  without  inter- 
fering in  the  use  of  controlled  substances  in  the  medical  care  of  patients.  Drug  laws  have  a dual 
purpose;  achieving  both  ends  must  be  emphasized,  for  only  in  this  way  will  the  greatest  health 
benefit  be  realized. 


HELP  FOR  PHYSICIANS 


The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 


HELP  US  TO  HELP 


Call  theTMF  Physicians  Health  Program  at  (615)  665-2516  in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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Editorials 


John  B.  Thomison,  MD 


To  Live  Forever 

When  asked  what  the  American  people  expect  from  the  health  care  system,  Dr.  Harry  Schwarz, 
arguably  the  dean  of  American  economists,  at  least  where  health  care  is  concerned,  once  said, 
“To  live  forever,  with  full  sexual  powers,  and  at  no  cost  to  themselves.”  There  are  several  ways 
of  addressing  that  statement,  of  course.  The  first  that  is  bound  to  come  to  mind  is  that  it  is  sheer 
nonsense,  and  that  in  fact  Dr.  Schwarz  must  have  meant  it  that  way.  I am  relatively  certain  he 
didn’t,  though,  and  besides,  whether  he  did  or  didn’t,  not  only  the  statement  but  each  of  its  three 
parts  needs  and  deserves  closer  scrutiny. 

I have  to  observe  next  that  though  I was  about  to  say  he  had  it  all  wrong,  I decided  it  wasn’t 
he,  but  the  American  people,  who  had  it  wrong.  And  not  just  the  American  people,  either, 
though  the  culture  we  live  in  tends  at  least  to  engender  a greater  expectation  of  it  than  most 
others.  Having  said  that,  I would  suggest  that  the  clear  evidence  is  all  around  us  that  the  most 
important  aspects  of  living  forever  have  somehow  escaped  not  only  the  great  unwashed,  but 
their  self-categorized  betters  as  well.  Since  that  first  wicket  is  the  stickiest  of  the  three,  I think 
I’ll  save  it  for  last,  and  dispose  of  the  other  two  first. 

I think  also  I’ll  start  with  Moses.  We  are  told  that  when  Moses  died,  his  eye  was  not  dimmed 
or  his  natural  powers  abated,  which  in  the  Hebrew  means  that  he  had  his  full  sexual  powers.  But 
then  he  was  only  120.  We  aren’t  even  nearly  there  yet,  but  some  men  have  been  getting  on 
second  honeymoons  by  way  of  Viagra.  Besides  that,  the  mailbox  is  swollen  by  similar  promises 
through  other  means.  There  is  a problem  there,  though.  You  might  say  that  some  of  the  men 
came  and  at  the  same  time  went  over  Viagra. 

As  the  Virginia  Slims  cigarette  ads  of  yore  said,  “We’ve  come  a long  way,  Baby.”  Indeed.  We 
are  replacing  parts  these  days  with  impunity,  and  doing  it  “at  no  cost  to  themselves” — after  a 
fashion.  Of  course,  since  there  is  no  such  thing  as  a free  lunch,  one  way  or  another  somebody 
always  pays.  When  “nobody”  pays,  it  means  that  everybody  pays.  But  we  here,  and  Dr.  Scwarz, 
and  the  American  people  he  mentioned,  were  speaking  of  money,  as  though  that  is  the  only  cost 
associated  with  living  forever.  The  longer  one  lives,  the  less  the  monetary  portion  figures  into 
the  cost. 

We  wear  out.  Our  body  wears  out,  and  with  it  our  spirit  and  our  mind.  The  toll  that  exacts 
increasingly  gets  on  our  nerves,  and  living  forever  becomes  a progressively  less  attractive  op- 
tion. Immobility  sets  in,  and  the  better  the  condition  of  the  mind  the  more  of  a problem  that 
becomes.  Not  only  that,  as  body  and  mind  deteriorate,  keeping  them  functional  becomes  a 
problem  that  eventually  ceases  being  ours  alone,  and  others  must  assume  an  increasingly  greater 
role  in  caring  for  them.  If  we  are  fortunate  enough  to  have  caring  children  and  grandchildren, 
the  need  for  the  help  they  give  weighs  increasingly  on  our  mind.  Medical  science  has  gone  far 
in  its  ability  to  keep  the  air  moving  and  the  juices  flowing.  Antibiotics  have  done  pneumonia  in, 
and  now  that  friend  of  the  old  and  infirm  no  longer  carries  off  those  dilapidated  old  shells. 

And  we  hurt.  Most  of  us  almost  always  hurt  somewhere,  even  though  variably.  Some  hurt  so 
much  that  they  look  for  a way  out  of  this  world.  Those  waters  have  been  tested,  and  the  route 
has  been  closed.  Thus  many  sufferers  are  sentenced  to  Hell  on  earth.  I was  about  to  say  a living 
hell,  but  what  they  are  doing  is  not  living,  because  living  implies  some  sort  of  quality  to  the 
existence  that  is  more  than  just  keeping  the  air  moving  and  the  juices  flowing.  Seeing  a familiar, 
occasionally  loving  face  smiling  down  once  in  a while,  and  feeling  a gentle  touch  interspersed 
every  so  often  among  the  seemingly  continuous  and  necessarily  less  gentle  manipulations  from 
a care  giver  is  not  living  by  any  other  than  a medicolegal  definition.  Particularly  is  it  not  when 
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it  is  accompanied  by  continuous,  intractable  pain. 

Even  more  particularly  is  it  not  living  when  it  is  accompanied  by  unnecessary  continuous 
pain.  And  almost  without  exception  such  pain  is  unnecessary.  Morphine  will  relieve  almost  any 
pain,  and  it  should  be  used  to  relieve  almost  any  pain.  Sadly,  it  is  not.  I shall  avoid  going  into 
particulars  here,  because  Dr.  Gerkin  has  presented  a masterful  analysis  of  the  situation  in  his 
President’s  Page  that  just  precedes  this.  To  his  discussion  I would  add  only  the  comment  that 
chronic  pain  became  such  a huge,  unnecessary  problem  only  after  we  gained  the  ability  to  keep 
terminal  patients  alive,  if  not  actually  forever,  at  least  for  durations  that  seem  forever  to  both  the  ! 
sufferers  and  their  care  givers.  That  ability  to  prolong  a life  of  protracted  pain  coincided  with 
the  misguided  reluctance  of  doctors  to  use  narcotics  freely  for  medical  indications  because  of 
possible  legal  repercussions.  This  is  a problem  for  the  various  legislative  bodies  to  solve,  with 
the  help  of  the  Board  of  Medical  Examiners:  the  specious  worry  that  the  terminally  ill  will  j 
become  addicts. 

That  is  ultimately  the  responsibility  of  the  physicians — of  you,  Doctor.  An  organized  effort 
by  the  medical  profession  is  necessary  to  gain  a worry-free  climate  in  which  to  relieve  the  pain 
of  terminally  ill  patients.  There  is  presently  proposed  federal  legislation  before  the  U.S.  Con- 
gress aimed  at  stopping  physician-assisted  suicide.  It  is  entitled  the  Lethal  Drug  Abuse  Preven-  ; 
tion  Act.  If  enacted,  it  would  give  the  U.S.  Drug  Enforcement  Administration  (DEA)  power  to  1 
revoke  the  license  of  any  doctor  who  has  intentionally  prescribed  drugs  to  help  a patient  commit 
suicide. 

Such  legislation,  which  in  the  first  place  is  unnecessary,  is  totally  immoral,  since  it  places  t 
federal  control  above  the  welfare  of  vast  numbers  of  the  hopelessly  sick.  It  would  effectively 
terminate  the  use  of  narcotics  for  the  relief  of  pain  in  the  terminally  ill.  It  would  be  typical  of  the 
misadventures  that  occur  when  non-medical  people  and  agencies  get  into  the  business  of  prac- 
ticing medicine.  I have  not  seen  the  proposed  bill,  but  on  the  face  of  it,  it  is  dreadfully  danger- 
ous. It  would  cause  cruelty  to  the  point  of  torture  of  the  unfortunate  sufferers. 

The  proposed  legislation  is  a misguided  travesty  that  according  to  its  supporters  would  pre- 
vent doctors  from  helping  patients  kill  themselves.  Though  this  stated  end  is  conceivably  laud- 
able, the  proposed  means  to  that  end  would  have  to  be  vigorously  opposed  by  any  moral,  com- 
passionate person,  since  it  would  for  practical  purposes  ensure  a prolonged  frightful  torment  for 
patients  suffering  from  terminal  cancer,  and  would  in  fact  be  even  counterproductive.  A Roman 
Catholic  cardinal,  who  has  no  business  even  commenting  on  such  legislation,  is  on  record  as 
urging  its  passage.  It  is  clear  that  only  the  most  sadistic  of  persons  could  possibly  support  this 
legislation,  and  the  cardinal  should  be  made  aware  of  the  wholesale,  unmitigated  distress  and 
misery  this  legislation  would  cause.  Doctors’  fear  of  action  by  the  DEA  is  already  relegating 
pain  sufferers  to  this  Hell  on  earth,  and  such  legislation  would  simply  seal  their  fate. 

The  dabbling  into  medical  affairs  by  the  untutored,  which  includes  governmental  agencies, 
legislative  bodies,  the  bench,  the  bar,  the  clergy,  business,  and  ribbon  clerks  at  third  party  com- 
puters, is  the  cause  of  untold  mischief  and  misery,  and  virtually  never  results  in  anything  good 
for  either  the  public  or  its  individual  members.  Non-medical  personnel  under  whatever  label 
need  to  get  out  of  the  business  of  playing  doctor.  If  they  would  do  that,  there  would  be  little  call 
by  patients  for  their  doctors  to  play  God.  Plainly  put,  if  this  dreadful  unnecessary  suffering  were 
mitigated  by  adequate  analgesia,  vanishingly  small  numbers  of  patients  would  choose  death  by 
their  own  or  borrowed  hands,  and  the  problem  of  doctor-assisted  suicide  would  also  vanish. 
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Why  Victims  Don’t  Talk, 
Why  Doctors  Don’t  Ask 

Second  in  a two-part  series 

Irish  Bahan  Park 


In  the  last  20  years,  dis- 
eases from  cancer  to  depres- 
sion have  made  their  way 
from  embarrassed  whispers 
to  acceptance  as  a fact  of  life, 
but  domestic  violence  contin- 
ues to  go  unreported  by  vic- 
tims and  undiagnosed  by 
physicians.  Without  proof  of 
the  dimensions  of  the  prob- 
lem, funding  is  inadequate  for  social  services  and  assistance 
for  victims.  The  response  of  the  judicial  system  and  law  en- 
forcement is  often  uncoordinated  because  it  is  not  perceived 
as  a societal  problem.  Written  hospital  policies  and  domestic 
violence  curricula  are  often  inadequate.  Volunteerism  by  the 
general  public  is  skimpy;  it’s  not  a popular  cause.  And,  be- 
hind closed  doors,  the  humiliation,  threatening,  slapping,  and 
physical  and  psychological  harm  continue  for  women,  chil- 
dren, and  the  elderly.  This  article  deals  with  abuse  by  a man 
toward  a woman  in  an  intimate  relationship. 

Why  the  Silence? 

An  analysis  of  focus  groups  comprising  female  victims  of 
male  domestic  violence  reported  in  the  Archives  of  Family 
Medicine,  March  1996,  revealed  that  patients’  barriers  to  dis- 
closure to  a physician  were  often  based  on  an  overlapping  of 
psychological,  social,  and  health  care  system  issues. 

Fear  of  retaliation  by  their  husband  or  boyfriend  was  the 
most  common  barrier.  It  works.  Violence  achieves  power  and 
control.  Being  discovered  could  mean  more  harm.  The  time 
and/or  money  required  by  visits  to  a medical  facility  or  the 
acknowledgment  by  an  insurance  company  could  lead  to 
discovery. 

Low  self-esteem  was  manifested  in  women  who  felt 
ashamed  and  embarrassed  that  they  allowed  the  abuse  to 


Irish  Bahan  Park  is  a communications  consultant  who  specializes 
in  health  care  marketing  and  writing. 


happen  and  that  they  some- 
how deserved  it.  They  feared 
judgment  by  their  physician, 
friends,  and  family. 

Keeping  the  family  to- 
gether is  extremely  important 
for  some  women,  and  to 
many  women  that  means  re- 
taining the  status  quo.  A lack 
of  self-esteem  makes  it  easier 
to  sacrifice  one’s  own  interests  for  the  sake  of  the  partner,  the 
relationship  or  the  children.  Breaking  up  a family  might  mean 
a woman  giving  up  her  sole  source  of  emotional  and  finan- 
cial support  as  well  as  medical  insurance  for  her  children. 
Keeping  a family  together  can  mean  keeping  others  out.  In 
an  abusive,  controlling  relationship,  it  is  common  for  a man 
to  isolate  a woman  in  order  to  make  her  dependent  on  him. 

Physicians’  lack  of  attention  or  time  was  a commonly 
mentioned  barrier.  Many  women,  realizing  that  physicians 
are  busy,  confessed  that  they  were  more  likely  to  dodge  a 
casual  question  about  abuse.  They  needed  to  be  asked  very 
directly  before  they  could  disclose  their  secret. 

Fear  of  police  intervention  could  be  cause  for  another 
beating  for  some  women. 

Why  Physicians  Don't  Ask 

For  a physician  dedicated  to  timely  and  effective  outcomes, 
facing  the  complexities  of,  first,  the  woman’s  situation  and, 
second,  the  physician’s  role,  often  results  in  a curtain  of  de- 
nial. Multiple  somatic  complaints  or  stress-related  illness  do 
not  clearly  signal  domestic  violence,  yet  data  suggest  that 
the  majority  of  medical  visits  related  to  domestic  violence 
present  themselves  in  these  forms,  making  the  primary  care 
physician  a key  person  in  unlocking  the  secret.  One  study 
found  that  when  an  appropriate  trauma  history  is  taken  in  the 
emergency  room,  an  astounding  30%  of  female  trauma  cases 
were  a result  of  domestic  violence. 

If  a physician’s  role  is  to  protect  the  health  of  patients, 


As  long  as  domestic  violence  remains 
a secret,  nothing  can  be  done  about  it. 
JAMA  has  reported  that  medical 
personnel  correctly  diagnose  only 
1 in  35  battered  women. 
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and  if,  as  the  data  suggest, 
domestic  violence  is  rela- 
tively widespread,  why 
don’t  physicians  simply  ask 
their  patients  if  they  are  safe 
at  home?The  answers  are 
complex: 

• “How  many  of  my  pa- 
tients are  going  to  be  af- 
fected? Asking  about  this 
might  not  be  the  best  invest- 
ment of  my  time  with  female 
patients.” 

• “It’s  opening  Pandora’s 
Box.  I can’t  fix  these  com- 
plex situations.  I don’t  have 
the  time.”  “I  can’t  give  her  a 
job  or  money  to  make  her 
independent.” 

• “I  can’t  thoroughly  as- 
sess the  situation.  Substance 
abuse  could  be  part  of  it,  and 
that  is  another  entire  issue.” 

• “If  I ask,  I predict  it  will  slide  into  ‘he  said,  she  said,’  and 
she  might  even  have  reasons  for  an  exaggerated  or  unwar- 
ranted accusation.” 

• “I  strongly  suspect  she  has  let  it  happen  before.  I can’t 
get  her  to  protect  herself.  It’s  frustrating.” 

• “She  looks  and  talks  like  the  wives  of  most  of  the  people 
I know.  Surely  there  couldn’t  be  anything  like  that  wrong  at 
home,  and  her  husband,  who  was  with  her,  seems  concerned 
and  solicitous.” 

• “This  woman  would  be  hard  to  live  with.  She  actually 
could  have  provoked  the  abuse.” 

• “If  I’m  wrong,  I’ve  offended  a patient.  I don’t  think 
women  expect  me  to  probe  into  sensitive,  private  areas  like 


their  relationship  with  their  husband  or  lover.” 

• “Even  asking  the  question  is  a tacit  suggestion  that  she 
is  weak  enough  to  allow  something  like  this  to  happen.  That 
could  seriously  damage  our  relationship.” 

• “I  feel  so  helpless  when  women  get  emotional.  I really 
don’t  know  how  to  act.” 

• “I’ve  never  had  any  training  in  discussing  appropriate 
intervention.” 

Recommended  Intervention 

The  AMA  recommends  the  following  questions.  They  should 
be  asked  with  the  patient  alone.  Facial  expression,  eye  con- 
tact, and  tone  of  voice  should  demonstrate  a caring,  non-judg- 
mental  attitude,  with  sufficient  time  for  conversation. 

• Are  you  in  a relationship  in  which  you  have  been  physi- 
cally hurt  or  threatened  by  your  partner?  Have  you  ever  been? 

• Do  you  feel  like  you  have  been  treated  badly? 

• Has  your  partner  ever  destroyed  things  that  you  cared 
about? 

• Has  your  partner  ever  threatened  or  hurt  your  children? 

• Does  your  partner  ever  force  you  to  engage  in  sexual 
acts  that  make  you  feel  uncomfortable? 

• All  of  us  argue  and  disagree  at  home.  What  happens  when 
you  and  your  partner  fight  or  disagree? 

• Here  is  a list  of  phone  numbers  for  you  to  call  to  get  the 
kind  of  information  and  help  you  might  need.* 

• Here  is  a “Safety  Planning  List”  to  help  you  protect  your- 
self and  your  children.* 

• I would  like  to  see  you  again  in weeks.  (Then,  es- 

tablish a way  to  be  alerted  by  the  appointment  secretary  if 
the  appointment  is  broken. )□ 


*For  a copy  of  listings  of  shelters  in  Tennessee  by  geographic  loca- 
tion, or  a copy  of  a reproducible  one-page  Safety  Planning  List, 
call  the  TMA  at  800-659-  1TM A or  385-2100  in  Nashville,  or  email 
jeanw@tma.medwire.org. 


• At  least  one-third  of  all 
women  in  the  United 
States  will  be  victims  of 
domestic  violence  at 
least  once  during  their 
lifetime. 

• Nationwide,  battering 
accounts  for  14%  to  28% 
of  women  attending  pri- 
maty  care  clinics,  4%  to 
17%  of  women  attending 
prenatal  clinics,  and  ap- 
proximately 30%  of  wo- 
men with  non-motor  ve- 
hicle injuries  coming  to 
emergency  departments. 

• An  act  of  adult  domes- 
tic violence  occurs  in  the 
United  States  every  15 
seconds,  more  frequently 
than  any  other  crime. 


SUPPORT 
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Loss  Prevention  Case  of  the  Month 

Communication  Between 
Physicians  at  Fault 


J.  Kelley  Avery,  MD 

Case  Report 

A 54-year-old  woman  had 
a normal  physical  examina- 
tion and  basic  laboratory 
work  done  early  this  year. 
About  mid-year  her  HMO 
changed  her  primary  care  phy- 
sician, and  in  the  early  fall 
she  paid  her  first  visit  to  her 
newly  assigned  primary  care 
physician  for  the  sudden  on- 
set of  symptoms.  She  had 
awakened  in  the  night  with 
severe  abdominal  cramping 
and  diarrhea.  She  went  to 
the  bathroom  and  while  she 
was  on  the  commode  her 
pain  became  so  severe  that 
she  fainted,  falling  against  a 
towel  rack  and  injuring  her 
nose.  When  she  was  found  on 
the  floor,  she  was  bleeding 
from  her  nose.  There  were  no 
more  spells  of  fainting,  but 
she  continued  having  ab- 
dominal cramping  of  less  se- 
verity with  some  loose  stools. 
In  the  past  she  had  occasional 
irregular  heartbeats  and  had 
had  gallbladder  surgery  be- 
cause of  stones.  She  volunteered  that  the  pain  she  had  before 
surgery  was  not  like  the  pain  she  had  when  she  fainted.  Physi- 
cal examination  revealed  some  tenderness  in  the  epigastrium 
but  no  other  abnormality,  and  the  rectal  examination  did  not 
reveal  any  occult  blood  in  the  rectal  contents.  The  laboratory 
studies  showed  an  iron  deficiency  anemia  with  hematocrit  of 
36.1%  and  hemoglobin  of  1 1 .3  gm/dl.  The  amylase  was  nor- 
mal and  liver  enzymes  were  also  normal.  The  serum  iron  was 
low  at  41  p-g/dl.  The  patient  was  given  the  packets  to  test 
stools  for  blood,  and  was  told  that  with  any  evidence  of  bleed- 


ing, she  would  be  sent  to  a gastroenterologist  for  further 
workup. 

There  was  no  identified  bleeding,  but  the  patient  was  very 
apprehensive  about  her  episode  of  cramping  and  fainting, 
and  because  of  this  her  physician  sent  her  for  consultation  to 
the  gastroenterologist  as  promised. 

His  examination  yielded  no  new  information,  but  because 
of  the  severe  lower  abdominal  cramping,  he  performed  a 
colonoscopy,  which  showed  a solitary  polyp  in  the  anal  ca- 
nal, which  was  removed.  The  pathology  showed  an  adeno- 
villous  polyp  which  was  benign. 

When  a second  bout  of  cramping,  diarrhea,  and  vomiting 
occurred,  a CAT  scan  of  the  abdomen  was  ordered.  Three 
days  after  the  report  on  the  polyp  and  before  the  CAT  scan 
had  been  done,  the  consulting  gastroenterologist  sent  a letter 
to  the  referring  physician  stating  that  he  had  no  “clear  expla- 
nation for  the  patient’s  symptoms”  and  suggested  that  she 
come  to  his  office  or  to  the  emergency  department  during  a 
bout  of  cramping  and  diarrhea  should  another  occur. 

The  radiologist’s  impression  of  the  CT  scan  was  reported, 
“Multiple  abnormalities  noted  on  the  CT  scan  of  the  abdo- 
men. Of  greatest  concern  would  be  the  possible  retroperito- 
neal adenopathy.  Generalized  fullness  of  the  pancreas  noted 
of  undetermined  etiology.”  Antispasmodic  medication  was 
prescribed. 

A few  days  later,  after  a “lengthy  conversation”  with  the 
radiologist,  he  wrote  “will  follow  for  now,  as  there  are  no 
clear  abnormalities  to  explain  the  symptoms.”  Another  letter 
was  sent  to  the  referring  physician  stating,  “She  underwent 
an  abdominal  CT  examination  which  was  essentially  within 
normal  limits.”  Her  physician  recorded  the  continuation  of 
abdominal  pressure,  discomfort,  and  cramping.  “Will  con- 
sider for  further  evaluation.” 

The  patient  had  multiple  visits  relating  to  a mammogram, 
which  proved  to  be  negative.  On  the  occasion  of  one  of  these 
contacts  with  the  radiology  department,  x-rays  of  her  pelvis 
and  hip  were  made  because  of  pain.  These  were  normal  ac- 
cording to  the  report,  but  the  clinician  recorded,  “Lytic  le- 
sions on  x-ray?” 

About  a year  after  the  GI  evaluation  and  the  CT  scan  of 
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the  abdomen,  she  changed  doctors.  Again  she  was  examined 
and  it  was  found  that  she  had  “lost  weight,  30-40  pounds  in 
the  past  year,  and  there  was  some  suggestion  of  a mass  in  the 
right  side  of  her  abdomen  below  her  liver.”  As  a part  of  her 
reevaluation,  another  CT  scan  was  done.  This  one  showed  an 
extensive  retroperitoneal  mass  surrounding  the  splenic  vein 
and  the  aorta.  After  comparison  of  the  films  with  the  exami- 
nation done  a year  before  the  report  states,  “This  finding  rep- 
resents extension  of  the  disease  which  was  described  on  the 
initial  CT.”  Tissue  from  this  lesion  and  from  bone  marrow 
proved  the  diagnosis  of  lymphoma.  A year  after  extensive 
chemotherapy  she  was  thought  to  be  in  remission  from  the 
lymphoma. 

The  patient  stated  that  on  repeated  calls  to  the  specialist’s 
office  she  got  only  that  the  report  was  normal.  On  one  such 
call,  the  patient  felt  that  the  specialist  was  impatient  with  her, 
not  wanting  to  deal  with  her  further.  On  calls  to  the  primary 
care  physician,  she  learned  that  the  report  of  the  CT  scan 
made  some  mention  of  swelling  of  the  pancreas.  Because  of 
the  lack  of  communication  of  the  correct  information  to  the 
patient  and  the  referring  physician,  the  patient  became  angry 
and  filed  a lawsuit.  The  lawsuit  charged  the  specialist  with 
failing  to  recognize  the  abnormalities  on  the  initial  CT  scan, 
failing  to  follow  up  of  the  findings,  and  failure  to  communi- 
cate the  findings  to  the  referring  physician.  No  experts  could 
be  found  who  would  defend  the  gastroenterologist,  which 
required  settlement  of  this  lawsuit  for  a large  amount  of 
money. 

Loss  Prevention  Comments 

How  did  this  happen  in  the  practice  of  an  established  and 
very  well-trained  specialist?  He  looked  at  the  examination 
and  concluded  that  the  radiologist  had  not  accurately  read  it. 
After  a long  conversation  with  the  radiologist  over  the  phone, 


he  apparently  got  the  impression  that  both  of  them  agreed 
that  the  test  was  probably  normal.  (This  was  not  true  at  all.) 
He  stated  that  he  would  follow  the  patient.  There  was  obvi- 
ously a difference  of  opinion  as  to  the  particular  interpreta- 
tion  of  each.  Why  did  the  gastroenterologist  not  order  an- 
other examination  at  that  time,  taking  into  consideration  these 
differences?  He  confused  his  referring  physician  with  his  fol- 
low-up letter,  stating  that  the  test  was  “probably  essentially 
normal”  after  the  report  of  the  test  had  been  sent  out,  which 
was  anything  but  normal.  Did  this  highly  qualified  specialist 
intimidate  the  radiologist  by  his  own  reading  and  the  differ- 
ing interpretation  of  the  test? 

Communication  with  the  referring  doctor  was  bad  enough. 
Why  did  not  the  gastroenterologist  call  this  patient  into  his 
office  and  explain  the  findings  on  the  film  and  his  own  inter- 
pretation which  differed  from  that  of  the  radiologist?  He  had 
clearly  not  given  his  colleague  enough  accurate  information 
to  communicate  clearly  with  his  patient.  Why?  Did  he  just 
not  remember  his  conversations  with  the  patient  and  his  re- 
ferring physician,  and,  in  addition,  fail  to  document  either? 
As  the  case  stood,  if  it  had  been  taken  to  trial,  there  would 
clearly  have  been  a swearing  contest  between  the  patient  and 
the  specialist.  In  that  event,  the  referring  physician  would 
have  also  had  to  reveal  that  the  communications  that  he  had 
from  the  specialist  were  confusing  as  well.  A jury  is  not  likely 
to  take  the  word  of  a physician,  without  documentation  to 
support  it,  against  the  testimony  of  an  injured  patient. 

This  case  appears  to  boil  down  to  a clear  instance  of  a 
failure  of  careful  communication  between  the  specialist  and 
the  primary  care  physician.  It  caused  a successful  lawsuit 
against  the  specialist  and  the  loss  of  the  patient  by  the  pri- 
mary care  doctor.  I wonder  how  long  it  will  be  before  this 
front  line  physician  asks  this  particular  specialist  for  help  in 
the  management  of  another  difficult  clinical  problem. □ 
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Special  Communications 


Horizons  Project  Wants  Physicians 
To  Increase  the  Rate  of  Influenza/ 
Pneumococcal  Immunizations 
Among  Elderly  Blacks 

Logan  Malone 


Research  has  demonstrated  that  the  single  most  effective 
factor  in  determining  a patient’s  decision  to  have  immuniza- 
tions, regardless  of  attitude,  is  the  recommendation  of  their 
physician.  Now  a statewide  coalition  called  the  Tennessee 
Adult  Immunization  Team  (TAIT)  is  encouraging  the  imple- 
mentation of  system  changes  by  physicians,  hospitals,  and 
other  health  care  providers  to  achieve  the  national  Healthy 
People  2000  goal  of  at  least  a 60%  influenza  immunization 
rate  by  the  year  2000  for  all  those  aged  65  or  older. 

Meharry  Medical  College  in  Nashville  and  the  Mid-South 
Foundation  for  Medical  Care,  Inc.  in  Memphis  are  working 
with  the  team  as  part  of  the  national  Horizons  Project,  funded 
by  the  Health  Care  Financing  Administration  (HCFA)  to  in- 
crease the  influenza  immunization  rate  for  black  beneficia- 
ries in  the  state.  There  is  a significant  discrepancy  between 
the  immunization  rates  for  whites  and  blacks  in  Tennessee 
and  throughout  the  country.  In  1997,  the  Tennessee  influ- 
enza immunization  rate  for  whites  of  age  65  and  older  was 
47.5%  and  only  27.8%  among  black  Medicare  beneficiaries. 

In  1998,  a core  thrust  of  the  influenza/pneumonia  cam- 
paign in  Tennessee  (and  nationally)  is  to  encourage  physi- 
cians, hospitals,  and  other  providers  of  health  care  to  imple- 
ment system  changes  in  both  outpatient  and  inpatient  settings 
which  include:  standing  orders,  chart  reminders,  maintain- 
ing an  adult  immunization  record  for  each  patient,  and  bill- 
ing Medicare  for  influenza  and  pneumococcal  immunizations. 

“There  are  several  missed  opportunities  to  increase  the 
adult  immunization  rate — at  the  point  of  hospital  discharge 
during  the  flu  season  for  influenza  vaccination  and  year- 
around  for  pneumococcal  vaccination;  during  office  or  clinic 
visits;  and  in  nursing  homes — all  of  which  could  be  altered 
by  making  these  system  changes,”  according  to  Mid-South’s 
principal  clinical  coordinator,  Stephen  Winbery,  PhD,  MD. 
“Primary  care  providers  can  also  have  a dramatic  impact  on 

Mr.  Malone  is  the  chief  executive  officer  of  the  Mid-South 
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immunization  rates  during  office  and  clinic  visits  by  imple- 
menting these  system  changes.” 

The  group  is  particularly  concerned  about  missed  pneu- 
mococcal vaccination  opportunities  since  the  burden  of  1 
antibiotic-resistant  pneumococcal  disease  is  increasing  in 
Tennessee  in  all  age  groups.  In  1996,  in  Tennessee,  82.7%  ' 
of  all  pneumovax  vaccines  were  given  in  September  through 
December. 

“Update  the  pneumococcal  vaccination  for  those  at  risk  at 
any  time  of  the  year  and  be  sure  to  include  your  office  staff  to 
maximize  the  impact  of  the  system  changes,”  recommended 
Winbery. 

He  said  the  seriousness  of  influenza  is  often  underesti- 
mated. In  a typical  influenza  epidemic  which  occurs  almost 
every  year,  there  are  approximately  20,000  excess  deaths 
(90%  occurring  among  the  elderly).  In  addition  to  the  deaths 
caused  by  influenza,  there  are  deaths  caused  by  cardiopul- 
monary and  other  chronic  diseases  that  can  be  exacerbated 
by  influenza. 

“The  childhood  immunization  program  in  this  country  has 
been  successful;  in  comparison,  adult  immunization  has  not,” 
said  Winbery.  In  1991,  there  were  fewer  than  500  reported 
deaths  from  childhood  preventable  diseases.  In  comparison, 
in  the  United  States  today,  there  are  50,000  to  70,000  deaths 
(most  in  the  age  range  65  and  over)  each  year  from  adult 
vaccine  preventable  diseases:  influenza  (an  estimated  20,000 
excess  deaths),  pneumococcal  (an  estimated  40,000  deaths), 
and  hepatitis  B (an  estimated  4,000  to  5,000). 

“Lack  of  adult  immunization  created  a huge  financial  bur- 
den,” Winbery  explained.  HCFA  has  estimated  that  Medi- 
care reimburses  hospitals  $750  million  to  $1  billion  for  the 
treatment  of  influenza-associated  illnesses  during  epidemic 
periods  and  almost  a half  billion  dollars  in  a non-epidemic 
year. 

Medicare  Part  B began  paying  for  influenza  vaccinations 
in  May  of  1993.  Beneficiaries  do  not  pay  coinsurance  or  de- 1 
ductible  amounts.  Medicare  pays  for  the  vaccine  (HCPCS 
code  90724)  and  administration  (HCPCS  code  g0008).  You 
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may  bill  the  traditional  way  using  one  HCFA  form  per  pa- 
tient or  you  may  use  roster  billing  which  uses  multiple  en- 
tries per  single  form.  Bills  may  be  submitted  by  hard  copy  or 
electronically. 

TAIT  is  currently  composed  of  CIGNA  Medicare, 
Riverbend  GBA,  Meharry  Medical  College,  the  Mid-South 
Foundation  for  Medical  Care,  Inc.,  the  Tennessee  Commis- 


sion on  Aging,  Tennessee  Diabetes  Control  Program,  Ten- 
nessee Pharmacists  Association,  and  the  Tennessee  Depart- 
ment of  Health.  The  group  has  continuing  conference  calls 
in  an  effort  to  coordinate  immunization  activities  across  the 
state.  To  get  more  information  on  the  1998  influenza  and 
pneumococcal  campaign,  please  call  Anthony  Culver,  MS, 
at  (800)  528-2655,  ext.  314.Q 


Flu  Vaccination  Decreases 
Relative  Morbidity  Risk  for 
People  With  Diabetes 


Frank  Vinicor,  MD,  MPH 

People  with  diabetes  are  more  likely  to  die  from  compli- 
cations of  influenza  than  people  without  hyperglycemia.  From 
1985  through  1987,  national  surveys  on  the  health  and  mor- 
tality of  the  U.S.  civilian  population  concluded  that  people 
with  diabetes  are  about  three  times  as  likely  as  people  with- 
out diabetes  to  die  from  influenza  and  pneumonia-related 
complications.  Each  year,  10,000  to  30,000  people  with  dia- 
betes die  from  complications  of  influenza  and  pneumonia. 
During  influenza  epidemics,  people  with  diabetes  are  six  times 
as  likely  as  people  without  diabetes  to  be  hospitalized,  and 
their  death  rate  may  increase  5%  to  15%.  This  risk  is  particu- 
larly high  when  additional  risk  factors  such  as  cardiovascu- 
lar disease  and  kidney  disease  are  present. 

It  is  estimated  that  immunizations  could  prevent  up  to  80% 
of  deaths  associated  with  influenza,  yet  nearly  two  in  three 
adults  with  diabetes  do  not  get  a simple,  safe  flu  shot.  Ag- 
gressive efforts  need  to  be  taken  to  increase  influenza  immu- 
, nization  levels  among  people  with  diabetes  in  order  to  de- 
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crease  influenza-related  morbidity  and  the  number  of  pre- 
ventable deaths. 

Typically,  physician-regulated  diabetes  care  emphasizes 
aggressive  control  of  the  disease  to  retard  the  onset  and  pro- 
gression of  long-term  complications  affecting  the  eyes,  kid- 
ney, and  cardiovascular  and  nervous  systems.  Concentration 
may  be  only  on  diabetes  itself,  and  not  on  the  overall  health 
of  the  patient.  As  a result,  we  may  overlook  general  preven- 
tive measures,  such  as  flu  shots,  that  we  would  utilize  with 
our  patients  without  diabetes. 

CDC  is  launching  a national  awareness  campaign  this  fall 
to  encourage  people  with  diabetes  to  get  a flu  shot  before 
influenza  season,  which  is  generally  November  through 
March.  We  also  recommend  a pneumococcal  vaccine  for 
people  with  diabetes.  Nationally  representative  data  suggest 
that  fewer  than  one  in  six  persons  with  diabetes  are  immu- 
nized against  pneumococcal  pneumonia. 

You  can  help  by  including  influenza  and  pneumonia  vac- 
cinations as  part  of  a regular  diabetes  management  program. 
Please  encourage  your  patients  to  be  vaccinated  to  protect 
themselves  from  these  preventable  risks  and  “take  control  of 
their  diabetes.”Q 
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Adversity  does  not  discriminate 
Protect  your  income. 

Examine  the  best  group  long  term 
disability  coverage  for  physicians. 


The  TMA  Association  Insurance  Agency  is  now 
offering  the  leading  group  long  term  disability 
protection  available  — the  “Income  Protection 
Plan”  for  medical  practices  with  two  or  more 
doctors.  We  believe  this  plan  offers  the  best  group 
disability  insurance  value  available  for  your 
premium  dollars. 
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Original  Contribution 

The  Northeast  Tennessee  Spirituality 
And  End  of  Life  Issues  Survey 


David  R.  Ginn,  MD;  Lisa  Aliff,  RN 


On  December  1 , 1 99 1 , the 
Federal  Patient  Self  Determi- 
nation Act  required  all  hos- 
pitals, nursing  facilities,  hos- 
pice programs,  and  health 
maintenance  organizations 
receiving  federal  funding  to 
inform  patients  of  their  rights 
under  state  law  to  make  medi- 
cal decisions  and  to  execute 
a living  will  and/or  durable 
power  of  attorney  for  health 
care.1  Although  this  has  fa- 
cilitated discussion  regarding 
end  of  life  issues  among  phy- 
sicians, other  health  care 
workers,  and  patients,  the  di- 
rect impact  of  a living  will 
and  durable  power  of  attor- 
ney in  facilitating  end  of  life  decision  making  is  not  clear.  It 
is  our  experience  that  most  patients  do  not  have  a living  will 
or  durable  power  of  attorney  for  health  care. 

Recently  there  has  been  interest  in  the  relationship  be- 
tween spirituality  and  end  of  life  decision  making.2'7  We  prac- 
tice and  teach  general  internal  medicine  in  a freestanding 
academic  model  practice  located  in  a small  city  in  the  heart 
of  Appalachia.  It  is  our  impression  that  the  population  is 
deeply  religious  and  that  religion  heavily  influences  their 
decision  making.  We  are  also  frequently  involved  with  pa- 
tients and  their  families  in  end  of  life  decision  making.  For 
these  reasons  we  sought  to  learn  more  about  our  patients’ 
spirituality,  their  attitudes  about  end  of  life  issues,  and  how 
many  of  them  had  executed  a living  will  and/or  durable  power 
of  attorney  for  health  care. 


From  the  Department  of  Medicine,  James  H.  Quillen  College  of 
Medicine,  East  Tennessee  State  University,  Johnson  City. 

Repring  requests  to  146  West  Park  Drive,  Suite  9-G,  Kingsport, 
TN  37660  (Dr.  Ginn). 


Methods 

We  created  the  Northeast 
Tennessee  Spirituality  and 
End  of  Life  Issues  Survey 
(Fig.  1).  An  introductory  let- 
ter which  also  served  as  an 
informed  consent  to  partici- 
pate was  attached  to  the  sur- 
vey (Fig.  2).  The  survey  oc- 
curred in  Kingsport,  which  had 
a population  of  41,055  people 
in  1995.  It  is  located  in  North- 
east Tennessee  near  Bristol 
and  Johnson  City.  The  Tri-Cit- 
ies metropolitan  area  had  a 
population  of  458,229  in  1996. 
Kingsport  is  the  world  head- 
quarters of  Eastman  Chemical 
Company,  which  is  one  of  the 
largest  employers  in  Tennessee.  In  1996, 1 1,325  Kingsport  citi- 
zens were  employed  there.  Quebecor,  Holston  Valley  Medi- 
cal Center,  Indian  Path  Medical  Center,  AFG  Industries, 
Holston  Defense  Corporation,  JPS  Converter  Industrial 
Group,  and  Willamette  Corporation  are  the  other  major  em- 
ployers. Per  capita  income  in  1 990  was  $ 1 3,862  and  per  capita 
income  as  a percent  of  the  state  average  was  1 18.25%  in  1990. 
In  1990,  94.8%  of  the  population  was  white,  4.4%  was  black, 
and  0.5%  was  Asian.  The  remainder  of  the  population  were 
predominantly  Native  Americans  or  Pacific  Islanders.8 

The  location  of  the  survey  was  at  the  University  Physi- 
cians Practice  Group  general  internal  medicine  office  in 
Kingsport.  This  practice  was  created  in  1979  by  the  Depart- 
ment of  Internal  Medicine  of  East  Tennessee  State  Uni- 
versity’s College  of  Medicine.  The  main  campus  of  the  medi- 
cal school  is  situated  30  miles  away  in  Johnson  City.  The 
practice  was  designed  to  be  a free  standing  model  internal 
medicine  practice.  It  has  had  a very  stable  patient  population 
since  its  creation.  It  is  situated  next  to  Holston  Valley  Medi- 
cal Center,  a large  tertiary  nonprofit  hospital  that  currently  is 


ABSTRACT 

We  developed  the  Northeast  Tennessee  Spirituality  and  End 
of  Life  Issues  Survey  and  randomly  distributed  it  to  1,000 
patients  in  our  internal  medicine  practice.  We  received  568 
surveys  at  least  partially  completed.  Most  of  the  participants 
demonstrated  a spiritual  interest  and  at  least  half  believed 
it  appropriate  for  their  physician  to  share  their  diagnosis 
and  prognosis  with  their  spiritual  leader.  Only  0.9%  of  pa- 
tients thought  it  was  necessary  for  their  physician  to  know 
about  their  spiritual  heritage  in  order  to  serve  their  needs 
better.  Less  than  30%  of  respondents  had  a living  will  or 
durable  power  of  attorney  for  health  care.  A large  majority 
of  patients  did  not  want  CPR  (67.8%)  or  IV  fluids  (69%)  or 
mechanical  ventilation  (74.5%)  if  their  physician  determined 
they  were  at  the  end  of  their  life.  This  was  true  whether  or 
not  they  could  identify  a house  of  worship  or  a spiritual 
leader.  Less  than  one-third  of  patients  who  did  not  want 
terminal  CPR  or  mechanical  ventilation  had  a living  will  or 
durable  power  of  attorney  for  health  care. 
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FIGURE  1 


1.  Name: 

2.  Religion,  faith,  or  philosophy: 

3.  Spiritual  leader  (i.e.  Minister,  Pastor,  Priest,  Rabbi) 

Telephone  Number: 

4.  Is  it  appropriate  for  me  as  your  physician  to  share  your  diagnosis  (DYes  DNo)  or  prognosis 

(□Yes  DNo)  with  your  spiritual  leader  if  they  inquire? 

5 . Place  of  worship : 

Telephone  number: 

6.  Is  there  anything  I,  as  your  physician,  need  to  know  about  your  spiritual  heritage  so  that  I 
can  serve  your  needs  better?  (DYes  DNo)  If  yes,  describe: 

7.  Do  you  have  a living  will  (DYes  DNo  DI  don’t  know) 

8.  Do  you  have  a durable  power  of  attorney  for  medical  care?  (DYes  DNo  DI  don’t  know) 

If  yes,  who  is  it? 

9.  Do  you  want  CPR,  cardiopulmonary  resuscitation,  attempted  even  if  I,  your  physician, 
determine  you  are  at  the  end  of  your  life?  (DYes  DNo  DI  don’t  know) 

10.  Do  you  want  artificial  (intravenous)  fluids  even  if  I,  your  physician,  determine  you  are  at 
the  end  of  your  life?  (DYes  DNo  QI  don’t  know) 

11.  Do  you  want  to  have  mechanical  ventilation  (i.e.  have  a tube  placed  in  your  trachea  which 
is  attached  to  a breathing  machine)  even  if  I,  your  physician,  determine  you  are  at  the  end 
of  your  life?  (DYes  DNo  DI  don’t  know) 

12.  Do  you  have  any  hopes  or  wishes  regarding  the  dying  process  and  death  (DYes  DNo) 

If  yes,  list: 

13.  Do  you  have  any  fears  about  the  dying  process  and  death  (DYes  DNo)  If  yes,  list: 


Signed Date 


part  of  the  Wellmont  Corporation.  The  practice  consists  of 
six  full-time  faculty  members  of  the  Department  of  Medi- 
cine, two  male  and  four  female.  The  senior  member  has  re- 
tired from  practice  but  does  teaching  and  administrative  work. 
His  patients  have  been  absorbed  into  the  general  practice. 
One  faculty  member  is  board  certified  in  geriatrics  and  an- 
other in  infectious  disease,  but  all  practice  general  internal 
medicine.  Residents  and  medical  students  rotate  through  the 
office  practice  year  round,  but  patients  are  interviewed  and 
examined  by  the  same  faculty  member  on  each  visit  unless 
that  faculty  member  is  on  vacation.  Therefore,  the  practice 
operates  essentially  as  a private  office.  It  is  administered  by 
Medical  Education  Assistance  Corporation,  which  is  affili- 
ated with  East  Tennessee  State  University.  The  percentage  of 
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female  patients  in  the  practice  may  be  higher  than  average, 
possibly  because  four  of  the  five  practicing  faculty  are  women. 
The  percent  of  female  patients  per  faculty  member  is  68%, 
51%,  56%,  63%,  and  58%.  The  office  practice  patients  have 
the  following  insurance  coverage:  36%  Medicare,  6%  Man- 
aged Care,  7%  TennCare,  and  36%  commercial;  the  rest  are 
private  payers. 

Beginning  August  19,  1996,  and  ending  June  27,  1997, 
1 ,000  introductory  letters  and  attached  surveys  were  distrib- 
uted by  a nurse  hired  temporarily  to  serve  as  a research  tech- 
nician, and  therefore  blinded  to  the  patients.  She  attached 
letter  and  survey  packets  to  computerized  encounter  forms 
for  the  following  day’s  office  patients  in  a random  fashion. 
These  were  distributed  by  the  office  receptionist  to  patients 
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FIGURE  2 


Dear  Patient, 

We  are  asking  all  our  patients  to  fill  out  this  survey.  We  believe 
the  answers  you  provide  may  help  us  serve  your  needs  better.  If 
you  do  not  wish  to  fill  this  out,  please  indicate  below  and  return 
to  the  receptionist. 

Thank  you. 


University  Physicians 
□ I do  not  wish  to  fill  out  the  survey. 


Signature  Date 


when  they  signed  in  for  the  office  visit.  They  were  encour- 
aged to  fill  out  these  surveys  while  waiting  for  the  doctor  and 
to  turn  them  in  before  leaving,  but  they  were  allowed  to  turn 
them  in  at  any  time. 


The  returned  consent  letter  and  survey  packets  were  placed 
in  a folder  labeled  with  patient  name,  office  account  num- 
ber, and  chart  number  and  filed  in  alphabetical  order  in  a 
locked  file  cabinet  located  in  a research  office  away  from  the 
main  office.  As  the  survey  progressed,  only  those  patients 
who  had  not  been  issued  a survey  were  randomly  selected  to 
receive  one.  The  study  ended  when  1,000  letter  and  survey 
packets  had  been  issued.  The  568  surveys  that  were  at  least 
partially  completed  and  returned  were  coded  on  computer 
software  and  submitted  for  statistical  analysis.  Demographic 
data  on  the  study  group  were  added  only  during  the  data 
collection  phase  via  the  office  computer  to  avoid  selection  bias. 

All  patients,  including  those  who  were  not  issued  surveys, 
were  issued  copies  of  the  Tennessee  living  will  and  durable 
power  of  attorney  for  health  care  during  the  study  period. 

Results 

Of  the  1,000  surveys  issued,  568  were  at  least  partially 
filled  out  and  returned.  Of  that  number,  221  patients  did  not 
consent  to  participate  and  211  did  not  return  the  packets. 
The  mean  age  of  the  568  respondents  was  61 .42,  with  a stan- 
dard deviation  of  15.1 1.  The  age  range  was  from  20  to  96 
years  of  age.  The  study  group  consisted  of  560  white  (98.6%) 


TABLE  1 

RESULTS  OF  NORTHEAST  TENNESSEE  SPIRITUALITY  AND  END  OF  LIFE  ISSUES  SURVEY 


Yes  (%)* 

No  (%)* 

I don’t  know  (%)* 

No  Response  (%)* 

1 . Religion  faith  or  philosophy 

501  (88.2) 

2 (.3) 

63(11.1) 

2.  Religion  faith  or  philosophy  named 

497  (87.5) 

71  (12.5) 

3.  Name  of  spiritual  leader 

267  (47.0) 

35(6.1) 

87(15.3) 

179  (31.5) 

4.  Appropriate  to  share  diagnosis  with  spiritual  leader? 

315(55.5) 

143  (25.2) 

110(19.4) 

5.  Appropriate  to  share  prognosis  with  spiritual  leader? 

284  (50.0) 

124  (21.8) 

160  (28.2) 

6.  Place  of  worship  named 

381  (67.1) 

26  (4.6) 

161  (28.3) 

7.  Need  for  physician  to  know  about  spiritual  heritage 

5 (0.9) 

472  (83.1) 

62(10.9) 

8.  Living  will 

153  (26.9) 

387  (68.1) 

20  (3.5) 

8(1.4) 

9.  Durable  power  of  attorney  for  health  care 

129  (22.7) 

363  (63.9) 

51(9) 

25  (4.4) 

10.  Name  of  durable  power  of  attorney  for  health  care 

92(16.2) 

2 (0.4) 

474  (83.5) 

1 1 . Desire  terminal  CPR 

76(13.4) 

385  (67.8) 

95(16.7) 

12(2.1) 

12.  Desire  terminal  IV  fluids 

60(10.6) 

392 (69) 

106(18.7) 

10(1.8) 

13.  Desire  terminal  mechanical  ventilation 

32(5.6) 

423  (74.5) 

106(18.7) 

7(1.2) 

14.  Hopes  or  wishes  regarding  death  and  dying 

175  (30.8) 

326  (57.4) 

67(11.8) 

15.  Fears  regarding  death  and  dying 

91  (16.0) 

421  (74.1) 

56  (9.9) 

*(%)  Percent  to  nearest  tenth  based  on  568  study  group  participants 
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TABLE  2 

RELIGION,  FAITH,  OR  PHILOSOPHY  NAMED  BY  STUDY  GROUP  N=568 


Number 

Percent  of  Study  Group 

Baptist 

235 

41.4 

Methodist 

93 

15.4 

Christian  Church 

41 

7.2 

Presbyterian 

41 

7.2 

Protestant 

26 

4.6 

Catholic 

11 

1.9 

All  Others  Named 

Less  than  10  each 

8.8 

Total  Named 

497 

87.5 

and  eight  black  (1.4%)  respondents.  There  were  357  female 
(62.9%)  and  21 1 male  (37.1%)  respondents.  The  results  of 
the  survey  are  summarized  in  Table  1 . A large  majority  of 
those  surveyed  (87.5%)  were  able  to  name  their  faith,  nearly 
half  (47%)  could  identify  a spiritual  leader,  and  at  least  two- 
thirds  (67. 1 %)  were  able  to  name  a house  or  a place  of  wor- 
ship. The  majority  of  respondents  were  Protestant  Christians 
(Table  2).  Over  half  of  the  study  group  (55.5%)  thought  it 
appropriate  for  the  physician  to  share  the  patients’  diagnosis 
with  their  spiritual  leader  but  only  five  patients  (0.9%)  thought 
the  physician  needed  to  know  about  their  spiritual  heritage 
so  they  could  serve  their  needs  better.  Fewer  than  one-third 
(26.9%)  of  those  completing  the  survey  said  they  had  a liv- 
ing will,  and  only  16.2%  were  able  to  name  the  person  with 
durable  power  of  attorney  for  health  care. 

Fewer  than  15%  of  patients  wanted  CPR  (13.4%)  or  IV 
fluids  (10.6%)  or  mechanical  ventilation  (5.6%)  if  their  phy- 
sician determined  they  were  at  the  end  of  their  life.  Less  than 


one-third  indicated  they  had  hopes  or  wishes  regarding  the 
dying  process  and  even  less  (16%)  admitted  to  fears  regard- 
ing the  dying  process  and  death. 

Table  3 shows  there  was  no  significant  difference  between 
the  subgroups  who  could  name  a spiritual  leader  or  identify 
a house  of  worship  and  the  total  study  group  with  regard  to 
their  wishes  about  terminal  CPR  or  mechanical  ventilation. 
Fewer  than  one-third  of  those  who  did  not  want  terminal  CPR 
or  mechanical  ventilation  had  either  a living  will  or  durable 
power  of  attorney  for  health  care,  as  indicated  in  Table  4. 

Discussion 

The  results  of  our  survey  confirmed  that  spirituality  and 
religion  are  an  important  aspect  of  our  patients’  lives.  Of  our 
patients,  87.5%  were  able  to  name  their  faith,  47%  were  able 
to  name  a spiritual  leader,  and  67%  were  able  to  name  a house 
or  place  of  worship.  This  finding  is  consistent  with  national 
surveys,  which  have  shown  that  90%  of  those  polled  believe 
in  God  and  40%  attend  religious  services  weekly.9  Therefore 
we  thought  it  surprising  that  less  than  1%  of  our  patients 
believed  their  physician  needed  to  know  about  their  spiritual 
heritage  to  serve  their  needs  better.  One  could  interpret  this 
finding  in  a number  of  ways.  It  may  be  that  the  patients  did 
not  perceive  spirituality  as  relevant  to  medical  care  and  medi- 
cal decision  making  or  they  may  believe  that  their  physicians’ 
spiritual  heritage  was  close  enough  to  their  own  that  addi- 
tional education  or  communication  regarding  this  issue  was 
not  necessary.  Certainly  this  finding  may  be  unique  to  a pre- 
dominantly white  Protestant  Appalachian  population.  It  is 
interesting  that  at  least  half  of  our  patients  thought  it  appro- 
priate for  the  physician  to  share  their  diagnosis  and  progno- 


TABLE  3 


END  OF  LIFE  WISHES  IN  SUBGROUPS  WITH  IDENTIFIABLE  SPIRITUAL  LEADERS  OR  HOUSES  OF  WORSHIP 


Subgroup  who  named  a 
spiritual  leader  N=267 

Subgroup  who  named  a 
house  of  worship  N=381 

Total  Study  Group 
N=568 

N 

% 

N 

% 

N 

% 

Wishes 

Regarding 

Terminal 

CPR 

Yes 

36 

13.5 

52 

13.6 

76 

13.4 

No 

176 

65.9 

259 

68 

385 

67.8 

Don’t  Know 

49 

18.4 

63 

16.5 

95 

16.7 

No  Response 

6 

2.2 

7 

1.2 

12 

2.1 

Wishes 

Regarding 

Terminal 

Mechanical 

Ventilation 

Yes 

13 

4.9 

21 

5.5 

32 

5.6 

No 

202 

75.7 

292 

76.4 

423 

74.5 

Don’t  Know 

48 

18 

62 

16.3 

106 

18.7 

No  Response 

4 

1.5 

6 

1.6 

7 

1.2 
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PATIENTS  IN  SUBGROUPS  REFUSING  TERMINAL  CPR  OR  MECHANICAL  VENTILATION  WHO  HAVE  A 
LIVING  WILL  OR  DURABLE  POWER  OF  ATTORNEY 


Subgroup  of  Patients  Refusing 
Terminal  CPR  N=385 

Subgroup  of  Patients  Refusing 
Mechanical  Ventilation  N=423 

Total  Study  Group 
N=568 

N 

% 

N 

% 

N 

% 

Living 

Will? 

Yes 

126 

32.7 

129 

30.5 

153 

26.9 

No 

248 

64.4 

280 

66.2 

387 

68.1 

Don’t  Know 

7 

1.8 

10 

2.4 

20 

3.5 

No  Response 

4 

1.0 

4 

0.9 

8 

1.4 

Durable 

Power  of 
Attorney  for 
Health  Care? 

Yes 

101 

26.2 

103 

24.3 

129 

22.7 

No 

238 

61.8 

268 

63.4 

363 

63.9 

Don’t  Know 

28 

7.3 

34 

8.0 

51 

9 

No  Response 

18 

4.7 

18 

4.3 

25 

4.4 

sis  with  their  designated  spiritual  leader.  Unless  physicians 
understand  their  patients’  spiritual  heritage,  however,  they 
might  be  at  a marked  disadvantage  in  trying  to  interface  with 
their  spiritual  leader. 

Another  relatively  surprising  finding  of  our  study  was  the 
small  percentage  of  patients  who  wanted  cardiopulmonary 
resuscitation  or  IV  fluids  or  mechanical  ventilation  if  their 
physician  determined  they  were  at  the  end  of  their  life.  The 
percentage  of  patients  wanting  CPR  is  much  lower  than  other 
studies  have  found.'012  This  might  be  explained  by  the  word- 
ing of  our  survey’s  questions  regarding  CPR,  mechanical 
ventilation,  and  IV  fluids.  Specifically,  our  patients  were  asked 
whether  they  wanted  these  interventions  even  if  their  physi- 
cian determined  they  were  at  the  end  of  their  lives.  We  be- 
lieve these  questions  should  always  be  asked  in  this  narrow 
context,  since  this  is  the  scenario  in  which  the  information 
becomes  most  relevant.  Our  patients’  attitudes  toward  termi- 
nal CPR  and  mechanical  ventilation  did  not  seem  to  be  re- 
lated to  whether  they  could  identify  a spiritual  leader  or  a 
place  of  worship. 

The  most  problematic  finding  of  our  survey  is  that  fewer 
than  one-third  of  our  patients  who  did  not  want  terminal  CPR 
or  mechanical  ventilation  had  either  a living  will  or  durable 
power  of  attorney  for  health  care.  We  suspect  that  the  percent 
of  patients  in  our  study  group  having  a living  will  and  du- 
rable power  of  attorney  is  greater  than  that  in  the  general 
population.13  This  is  despite  a large  and  costly  national  edu- 
cation program  regarding  living  wills  and  durable  power  of 
attorney  for  health  care  that  has  been  going  on  since  1991. 
Therefore,  most  medical  decision  making  in  patients  who 


have  been  rendered  mentally  incapacitated  by  their  illness  is 
being  done  by  the  substituted  judgments  of  surrogate  deci- 
sion makers.  Although  this  can  predict  the  preferences  of 
patients  better  than  chance  alone  it  is  hardly  an  ideal  situa- 
tion.2 Further  study  is  needed  to  determine  whether  surveys 
such  as  ours  can  be  helpful  to  physicians  and  surrogate  deci- 
sion makers  in  making  end  of  life  decisions.  It  is  encourag- 
ing that  56.8%  of  our  patients  at  least  partially  completed  the 
survey.  Based  on  our  study,  it  is  likely  that  primary  care  phy- 
sicians would  have  more  success  in  having  patients  complete 
surveys  regarding  end  of  life  issues  than  they  would  in  get- 
ting their  patients  to  execute  a living  will  or  durable  power  of 
attorney  for  health  care.  Certainly  all  patients  should  be  en- 
couraged to  execute  a living  will  or  durable  power  of  attor- 
ney, but  we  are  skeptical  that  this  strategy  will  be  embraced 
by  the  majority  of  our  patient  population. 

The  strengths  of  our  study  include  the  high  participation 
rate  and  the  study  group’s  having  been  drawn  from  a prac- 
tice group  similar  to  that  of  a private  practice.  Potential  weak- 
nesses of  our  study  include  the  composition  of  our  study  group 
because  it  consisted  of  62.9%  women  and  only  37.1%  men, 
which  might  bias  the  results.  Also,  our  population  was  over- 
whelmingly white  and  Protestant.  Therefore  the  results  of 
our  study  should  not  be  generalized  to  the  whole  state  or  the 
nation.  The  study  has,  however,  been  very  informative  for 
the  physicians  in  our  practice.  We  would  encourage  physi- 
cians throughout  Tennessee  to  distribute  this  or  similar  sur- 
veys to  their  patients  in  order  to  better  document  their  wishes 
regarding  end  of  life  medical  decision  making,  and  to  gain 
insight  into  their  spirituality. 


Tennessee  Medicine  ~ November,  1998 


429 


Conclusions 

1 . Most  of  the  participants  in  this  survey  study  demon- 
strated a spiritual  or  religious  interest. 

2.  At  least  half  of  the  participants  felt  it  was  appropriate 
for  their  physician  to  share  their  diagnosis  and  prognosis  with 
their  spiritual  leader. 

3.  An  overwhelming  majority  of  the  patients  surveyed  felt 
it  was  not  necessary  for  their  physician  to  know  about  their 
spiritual  heritage  in  order  to  serve  their  needs  better. 

4.  Fewer  than  30%  of  the  study  patients  had  a living  will 
or  durable  power  of  attorney  for  health  care. 

5.  An  overwhelming  majority  of  patients  in  the  study 
group  did  not  want  CPR  or  IV  fluids  or  mechanical  ventila- 
tion if  their  physician  determined  they  were  at  the  end  of 
their  life.  This  was  true  whether  or  not  the  patients  could 
identify  a house  of  worship  or  a spiritual  leader. 

6.  Less  than  one-third  of  the  patients  who  did  not  want 
CPR  or  mechanical  ventilation  if  their  doctor  determined  they 
were  at  the  end  of  their  life  had  a living  will  or  durable  power 
of  attorney  for  health  care.Q 
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Rupture  and  Spontaneous  Resolution 
Of  a Giant  Bulla  With  Improvement 
In  Airways  Obstruction 

Nathan  A.  Ridgeway,  MD;  David  R.  Ginn,  MD 


Introduction 

In  addition  to  their  more  obvious  effect  of  reducing  func- 
tional vital  capacity,  pulmonary  bullae  can  cause  airways 
obstruction.  These  inelastic  space-occupying  lesions  reduce 
the  elastic  recoil  pressure  of  the  whole  lung  and  thereby  de- 
crease the  diameter  of  the  airways.1-2  The  natural  history  of 
bullae  is  unpredictable,  since  some  remain  stable  for  years 
while  others  progress  rapidly  in  size  and  production  of  dis- 
ability.1 Giant  bullae  (those  which  occupy  more  than  a third 
of  a lung)  rarely  resolve  spontaneously.3 

We  describe  a case  of  rupture  and  spontaneous  resolution 
of  a giant  pulmonary  bulla  followed  by  improvement  in  ex- 
ercise capacity.  Spirometry  showed  improvement  in  FEV) 
greater  than  improvement  in  FVC.  This  case  exemplifies  the 
physiologic  changes  which  occur  with  giant  bullae  and  it  is 
timely  due  to  the  current  interest  in  lung  reduction  surgery. 

Case  Report 

A 47-year-old  man  with  constant  substernal  chest  pain 
due  to  acute  anterior  myocardial  infarction  subsequently  re- 
quired coronary  bypass  surgery.  A giant  left  upper  lobe  pul- 
monary bulla  present  for  at  least  four  years  was  not  treated 
(Fig.  1).  He  smoked  one  to  two  packages  of  cigarettes  daily 
for  30  years  and  had  chronic  exertional  dyspnea,  but  could 
walk  one  mile  at  a normal  pace. 

Five  years  later  the  patient  reported  that  he  had  not  smoked 
since  his  heart  attack  but  his  dyspnea  on  exertion  had  gradu- 
ally worsened  and  now  limited  his  walking  to  about  1/4  mile. 
His  chest  x-ray  showed  no  appreciable  change.  Spirometry 
revealed  FVC  3.50  L (predicted  4.73  L),  FEVj  1.78  L (pre- 
dicted 3.78  L),  and  FEV/FVC  50.7%  (predicted  79.8%)  with 
no  improvement  after  bronchodilation.  There  was  no  evidence 
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of  heart  failure.  His  alpha- 1 -antitrypsin  level  was  normal. 

His  condition  did  not  change  during  the  next  year  until  he 
experienced  sudden  left  chest  pain  aggravated  by  breathing, 
for  which  he  did  not  seek  treatment.  These  symptoms  gradu- 
ally resolved  in  about  three  weeks,  and  a few  weeks  later  he 
had  increased  his  walking  to  three  to  four  miles  without  stop- 
ping to  rest.  Six  months  after  the  episode  of  pain  a chest  x-ray 
showed  a small  pneumothorax  on  the  left,  and  did  not  show 
the  giant  bulla  (Fig.  2).  A follow-up  chest  x-ray  nine  months 
after  the  episode  of  pain  showed  complete  resolution  of  the 
pneumothorax  (Fig.  3),  and  spirometry  showed  definite  im- 
provement: FVC  4.27  L (predicted  4.7 1 L),  FEV,  2.62  L (pre- 
dicted 3.75  L),  and  FEV/FVC  61.3%  (predicted  79.6%).  The 
improvement  was  explainable  only  by  spontaneous  rupture 
and  resolution  of  the  giant  bulla,  and  could  not  be  attributed 
to  any  change  in  medical  management  or  pulmonary  risk 
factors. 

Discussion 

We  can  find  only  one  other  case  in  the  literature  of  giant 
pulmonary  bulla  rupture  and  spontaneous  resolution  with 
improvement  in  symptoms  and  pulmonary  function  tests.  The 
other  case  was  reported  in  the  Japanese  literature,  and  was 
very  similar  to  our  case.4  There  are  reports  of  five  cases  in 
which  giant  bullae  resolved  after  infection  of  the  bulla  and 
surrounding  lung.3-5'6  In  four  of  these  an  air/fluid  level  was 
found  in  the  bullae  before  resolution.  One  of  the  five  patients 
experienced  improvement  of  symptoms  after  closure  of  the 
bulla,5  but  four  were  not  unduly  breathless  before  the  closure 
and  therefore  were  not  improved  afterwards. 

In  cases  of  giant  pulmonary  bullae  that  resolve  after  in- 
fection and  development  of  air/fluid  within  the  bullae,  it  has 
been  hypothesized  that  infection  causes  closure  of  bronchial- 
bulla  communications,  resulting  in  resorption  of  bulla  con- 
tents and  shrinkage  of  the  bulla.  In  cases  of  rupture  of  a bulla 
followed  by  limited  pneumothorax  formation,  we  believe  that 
the  reduction  in  area  of  the  bulla  wall  results  in  closure  of 
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Figure  1.  Chest  x-ray  showing  the  giant  bulla 
within  the  upper  lobe  of  the  left  lung. 


Figure  2.  Chest  x-ray  showing  the  small 
pneumothorax  on  the  left  and  no  longer  show- 
ing the  giant  bulla. 


Figure  3.  Chest  x-ray  showing  complete  resolu- 
tion of  the  pneumothorax. 


bronchial-bulla  communications  which  then  permits  resorp- 
tion of  the  air  and  shrinkage  of  the  bulla. 

It  is  well  established  that  when  single  bullae  or  clusters  of 
bullae  become  larger  than  one-third  of  a hemithorax  with 
evidence  of  compression  of  adjacent  lung  tissue,  and  the  FEV! 
is  less  than  50%  of  predicted,  reduction  pneumoplasty  of  the 
bullous  area  can  be  effective.7  Improvement  can  be  expected 
to  last  for  years  if  the  patient  does  not  have  significant  dif- 
fuse emphysema  as  well.  Patients  with  rapidly  progressive 
dyspnea  and  rapid  enlargement  of  bullae  are  especially  good 
surgical  candidates.1 

The  physiologic  consequences  of  diffuse  emphysema  cul- 
minating in  overdistended,  inelastic  lung  which  has  reduced 
radial  tension  around  the  airways  resulting  in  their  collapse 
on  expiration,  are  similar  to  those  of  giant  pulmonary  bullous 
disease.2,8  Bullous  and  diffuse  emphysema  can  also  be  detri- 
mental to  overall  pulmonary  function  because  of  the  effects 
of  hyperinflation  on  ventilation-perfusion  matching,  mechan- 
ics of  breathing,  and  respiratory  muscle  function.9 

Recently  there  has  been  a resurgence  of  interest  in  lung 
volume  reduction  surgery  for  diffuse  emphysema.  As  in  sur- 
gery for  large  bullae,  there  can  be  immediate  improvement 
of  ventilatory  function.10  Newer  surgical  techniques  and  bi- 
lateral surgery  have  enhanced  the  success  rate.10,11  Questions 
do  remain,  however,  regarding  the  choosing  of  patients  for 


surgery,  and  the  duration  of  benefit.  On  January  1,  1996  the 
Health  Care  Financing  Administration  stopped  paying  for 
lung  volume  reduction  surgery  for  diffuse  emphysema.  The 
National  Institutes  of  Health  subsequently  issued  a call  for 
interested  clinical  centers  to  participate  in  a study  comparing 
intensive  medical  therapy  alone  with  intensive  medical 
therapy  combined  with  lung  volume  reduction  surgery  as  to 
long-term  efficacy,  morbidity,  and  mortality,  and  to  define 
selection  criteria.l2Q 
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Antimicrobial  Resistance 
Danger  Signs  All  Around 


Allen  Craig,  MD 

When  penicillin  was  first  mass-produced  and  prescribed 
during  World  War  II,  it  seemed  the  battle  against  infectious 
diseases  would  surely  be  won.  Since  then,  with  the  help  of 
the  pharmaceutical  industry,  physicians  have  usually  man- 
aged to  keep  at  least  one  step  ahead  of  bacteria  as  they  mu- 
tated, exchanged  genetic  material,  and  developed  resistance. 
When  Staphylococcus  aureus  became  resistant  to  penicillin, 
oxacillin  was  developed.  As  gram-negative  bacteria  devel- 
oped resistance  to  ampicillin  and  cephapirin,  new  third-gen- 
eration cephalosporins  appeared.  Recent  developments  make 
the  outcome  of  this  battle  somewhat  less  certain.1’2  Vanco- 
mycin-resistant enterococcus  (VRE)  has  spread  beyond  the 
confines  of  the  intensive  care  unit  to  our  long-term  care  fa- 
cilities and  the  community.3  4 Glycoprotein  (vancomycin) 
intermediate  S.  aureus  (GISA  or  VISA)  was  identified  in 
New  Jersey  and  Michigan  in  1997  and  this  year  in  New  York.5 
Multidrug-resistant  Salmonella  enterica  serotype  typhimu- 
rium  (DT  104)  has  been  imported  from  Europe  and  appears 
to  be  spreading  in  the  United  States.6  What  will  be  next? 

We  have  reason  for  concern  in  the  United  States,  but  par- 
ticularly in  Tennessee.  Centers  for  Disease  Control  and  Pre- 
vention (CDC)  surveillance  data  for  invasive  isolates  of  Strep- 
tococcus pneumoniae  (the  most  common  cause  of  meningitis 
and  acute  otitis  media)  indicate  that  the  four  largest  met- 
ropolitan regions  in  Tennessee  have  the  highest  rate  of 
resistance  to  penicillin  of  the  nine  participating  states  (per- 
sonal communication:  Brenda  Barnes,  Vanderbilt  University 
School  of  Medicine,  June  1998).  In  1996,  the  Tennessee 
Department  of  Health  Laboratory  Services,  the  East  Tennes- 
see Regional  Office,  and  the  Communicable  and  Environ- 
mental Disease  Services  Section  investigated  an  outbreak  of 
multidrug-resistant  pneumococcal  meningitis  in  a day  care 
center  in  East  Tennessee.  Three  children  were  hospitalized 
within  five  days;  one  child  died.  All  three  had  the  same  sero- 
type 14-pneumococcal  strain  by  pulsed-field  gel  electrophore- 
sis (often  described  as  PFGE),  a very  useful  DNA  finger- 
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printing  tool.  This  strain  was  carried  by  18%  of  the  children 
in  the  index  day  care  center  and  in  many  children  at  another 
local  day  care  center.  Risk  factors  for  carrying  the  outbreak 
strain  included  upper  respiratory  infection  at  the  time  of  cul- 
ture and  recent  antibiotic  use.7  In  1994,  a survey  of  children 
seen  in  Memphis  outpatient  clinics  showed  that  47%  of  the 
children  were  colonized  and  59%  of  the  strains  isolated  were 
resistant  to  at  least  one  class  of  antibiotics.  Recent  antibiotic 
use  was  also  a risk  factor  in  this  study.8 

It  is  estimated  that  in  1992,  over  17  million  prescriptions 
were  written  in  the  United  States  for  nonspecific  upper  respi- 
ratory infections.9  Millions  of  antibiotic  prescriptions  are 
written  annually  for  pharyngitis,  bronchitis,  sinusitis,  and  oti- 
tis media  with  effusion. 10  Many  of  these  illnesses  are  caused 
by  viruses  that  do  not  respond  to  antibiotics.  Most  of  these 
prescriptions  are  written  for  children.  The  overuse  of  antibi- 
otics in  the  hospital  as  prophylactic  and  therapeutic  medica- 
tions also  contributes  to  antibiotic  resistance."  The  inappro- 
priate use  of  antibiotics  wastes  money  and  encourages 
resistant  bacteria  to  flourish. 

Although  overuse  in  humans  is  the  major  contributor  to 
the  development  of  antibiotic  resistance,  use  in  animals  is 
another  cause  for  concern.  In  the  United  States,  over  80%  by 
weight  of  antibiotics  prescribed  for  animals  are  used  in 
subtherapeutic  doses  as  growth  promoters.12  There  are  many 
examples  of  increases  in  antimicrobial  resistance  related  to 
this  practice.  An  increase  in  vancomycin  resistance  in  Eu- 
rope has  been  linked  to  extensive  use  of  avoparcin,  a related 
compound,  in  animals.12  In  the  United  States,  the  use  of 
virgimamycin  as  a growth  promoter  in  animals  has  increased 
resistance  to  a new  drug  Synercid  (quinupristin-dalfopristin) 
used  to  combat  VRE  infections.13 

A number  of  strategies  can  be  used  to  decrease  the  threat 
of  antimicrobial  resistance  to  our  patients.  First,  antibiotics 
should  not  be  prescribed  for  conditions  that  are  of  viral  ori- 
gin such  as  the  common  cold,  pharyngitis  with  negative  throat 
culture,  otitis  media  with  effusion,  or  short-lived  cough  in  a 
healthy  patient.  The  American  Academy  of  Pediatrics  and  to 

(Continued  on  page  435) 
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A Case  of  Syncope 


Case  Report 

A 62-year-old  white  woman  admitted  to  Vanderbilt  Hos- 
pital with  recurrent  syncope  had  been  without  medical  prob- 
lems until  three  years  earlier  when  she  began  having  synco- 
pal spells  that  subsequently  occurred  approximately  two  to 
three  times  per  month.  The  episodes  happened  only  while 
she  was  standing,  and  lasted  two  to  three  minutes.  There  were 
no  prodromal  symptoms,  and  no  seizure  activity  or  other 
neurologic  signs  were  witnessed.  The  patient  noted  no  asso- 
ciated chest  pain,  palpitations,  or  other  cardiac  symptoms. 
Previous  evaluation  at  another  hospital  one  year  earlier  for 
syncope  had  included  a cardiac  echocardiogram,  Holter 
monitor,  stress  test,  and  carotid  duplex  studies,  all  of  which 
were  negative.  On  the  day  of  admission,  the  patient  experi- 
enced a syncopal  episode  and  was  brought  to  Vanderbilt 
Hospital  for  further  evaluation. 

Physical  examination  revealed  a healthy  appearing  woman 
in  no  distress,  with  normal  vital  signs;  her  pulse  while  lying 
down  was  58/min  and  on  standing  was  55/min,  and  her  blood 
pressure  was  142/78  mm  Hg  lying  down  and  136/80  mm  Hg 
standing.  Her  blood  chemistries  were  unremarkable.  Her  EKG 
showed  bradycardia,  with  a pulse  of  50/min,  but  was  other- 
wise negative.  On  the  second  day  of  admission,  the  patient 
had  a two-minute  syncopal  episode  while  walking  in  the  hall. 
Telemetry  showed  no  significant  change  in  her  heart  rate 
during  the  episode,  and  she  had  neither  arrhythmia  or  con- 
duction system  block.  Her  blood  pressure  immediately  after 
the  episode  was  normal,  and  her  blood  glucose  was  1 1 1 mg/ 
dl  (normal  60  to  120).  Because  a cardiac  cause  for  syncope 
was  not  apparent,  tilt-table  testing  was  done  to  determine 
whether  she  might  have  autonomic  dysfunction  with  associ- 
ated neurally  mediated  syncope.  For  this  study,  the  patient 
was  subjected  to  passive  head-up  tilt  at  15°  increments  of 
three  minutes  each.  At  a tilt  of  60°,  the  patient  experienced  a 
one-minute  syncopal  spell,  during  which  her  pulse  and  blood 
pressure  did  not  change,  suggesting  a non-cardiac,  non-au- 
tonomic  cause  for  her  syncope,  with  her  symptoms  possibly 
secondary  to  a psychiatric  disorder.  A psychiatrist  discov- 
ered that  her  syncopal  spells  had  begun  after  her  husband 
had  died  three  years  earlier  and  she  had  entered  into  an  abu- 
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sive  relationship  with  another  man.  Her  symptoms  had  in- 
creased in  frequency  when  she  was  emotionally  distraught. 
A diagnosis  of  conversion  disorder  manifested  by  psycho- 
genic syncope  with  depression  was  made,  and  she  was  treated 
with  sertraline  and  psychiatric  counseling.  Her  syncopal 
spells  have  not  recurred. 

Discussion 

Syncope  is  a common  medical  problem  that  accounts  for 
approximately  1%  to  2%  of  hospital  admissions.1  It  has  a 
broad  differential  diagnosis,  although  the  primary  causes  are 
neurogenic-vasodepressor  (vasovagal)  syncope  (55%),  car- 
diogenic syncope  (10%),  syncope  related  to  central  nervous 
system  pathology  (seizure,  cerebrovascular  insufficiency) 
(<  10%),  and  drug-metabolic  associated  syncope  (<10%). 
No  cause  for  the  syncopal  episode  is  found  in  15%  to  20%  of 
cases.23  Certain  guidelines  aid  in  the  differential  diagnosis. 
Patients  under  the  age  of  50  with  no  previous  history  of  car- 
diac disease,  seizures,  antihyperglycemic  medication,  or 
drug-alcohol  abuse  almost  always  turn  out  to  have  either 
benign  neurally  mediated  reflex  syncope  or  a disorder 
undiagnosable  from  available  evidence.2  Such  patients  rarely 
require  an  evaluation  more  elaborate  than  a careful  history 
and  physical  examination  and  standard  blood  chemistries. 
Tilt-table  studies  may  be  helpful  for  diagnosing  autonomi- 
cally  generated  hypotension  in  neurally  mediated  reflex  syn- 
cope, although  the  specificity  of  the  test  may  be  low.  An  EKG 
is  warranted  in  most  persons  over  the  age  of  40  to  assess 
cardiac  function.  Computed  tomography  of  the  head  or 
electroencephalographic  studies  are  not  cost-effective  in  the 
absence  of  additional  abnormal  neurologic  symptoms.2 

Special  mention  should  be  made  regarding  syncope  sec- 
ondary to  cardiac  causes  since  cardiac  syncope  almost  al- 
ways reflects  serious  heart  disease  and  has  been  associated 
with  significant  mortality;  a one-year  mortality  of  up  to  33% 
has  been  reported.1  In  the  case  of  patients  over  40  years  of 
age,  and  especially  in  those  with  risk  factors  for  cardiac  dis- 
ease, prolonged  Holter  monitoring  of  cardiac  activity  is  indi- 
cated. Additional  studies,  including  direct  electrophysiologic 
examination  of  the  heart  or  cardiac  catheterization,  may  add 
helpful  information.2 

Syncope  (pseudosyncope)  can  also  be  associated  with 
psychiatric  illnesses.  It  can  be  either  factitious  or  manifested 
as  a conversion  disorder.  The  essential  feature  of  a conver- 
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sion  disorder  is  the  presence  of  symptoms  or  deficits  affect- 
ing voluntary  motor  or  sensory  function  that  suggest  a neu- 
rologic or  other  medical  condition.4  Psychologic  factors  are 
judged  to  be  associated  with  the  symptom  or  deficit,  a judg- 
ment based  on  the  observation  that  the  initiation  or  exacer- 
bation of  the  symptom  or  deficit  is  preceded  by  conflicts  or 
other  stressors.  Unlike  factious  disorders,  the  symptoms  are 
not  intentionally  feigned  or  produced.  Treatment  of  the  un- 


derlying stress  often  alleviates  symptoms,  as  was  the  case  in 
this  patient.  □ 
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the  American  Academy  of  Family  Physicians  have  recently 
published  a series  of  articles  outlining  principles  for  the  out- 
patient use  of  antibiotics  for  five  common  conditions  in  pe- 
diatrics.10 Second,  health  education  information  for  parents 
must  include  the  message  that  antibiotics  are  powerful  drugs 
that  should  be  used  only  when  indicated.  Patient  satisfaction 
research  suggests  that  parents  may  be  as  satisfied  by  a more 
detailed  explanation  of  their  child’s  illness  as  with  an  antibi- 
otic prescription.14  The  CDC  provides  color  brochures  free- 
of-charge  that  physicians  may  find  useful  in  educating  pa- 
tients (to  order  call  404-639-4742).  Third,  physicians  serving 
on  infection  control  and  pharmacy  and  therapeutics  commit- 
tees have  a unique  opportunity  to  provide  leadership  as  to 
the  appropriate  use  of  antibiotics  in  the  hospital  practice. 
Fourth,  we  should  support  the  prudent  use  of  antibiotics  in 
farm  animals. 

The  Knox  County  Health  Department  has  been  a forerun- 
ner is  this  effort  in  Tennessee.15  They  are  working  with  pub- 
lic and  private  providers  to  get  the  word  out  that  antibiotics 
must  be  used  appropriately  if  we  are  to  stem  the  tide  of  in- 
creasing rates  of  resistance  in  Tennessee.  Providers  across 
Tennessee  should  feel  a sense  of  urgency  in  dealing  with  this 
important  clinical  problem.  There  is  no  time  like  the  present 


to  intensify  our  efforts  to  save  antibiotics  for  the  patients  who 
really  need  them  so  they  will  remain  effective.  We  can  then 
get  back  to  winning  the  battle  against  infectious  diseases. □ 
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Trauma  Rounds 

BB  Gun  Injuries:  Two  Case  Reports 

Angie  R.  Larsen,  MD;  James  V.  Lewis,  MD 


BB  guns  and  mechanically  related  firearms,  although  con- 
sidered by  many  to  be  toys,  cause  serious  injuries.  Numer- 
ous studies  have  documented  the  potential  of  BB  guns  to  cause 
damage,  as  well  as  the  steps  that  could  be  taken  to  decrease 
the  hazard  posed  by  BB  guns.  This  type  of  injury,  however, 
continues  to  occur.1 

BB  guns  and  other  pneumatic  weapons  such  as  air  guns 
and  pellet  guns  were  first  used  in  the  1 6th  century  to  hunt  big 
game.  In  the  late  1700s  the  Austrian  army  used  pneumatic 
weapons  against  Napoleon.  More  recently,  Lewis  and  Clark 
used  similar  weapons  to  hunt  big  game  as  well  as  to  impress 
Native  peoples  they  encountered  on  their  expeditions.2 

BB  guns  are  widely  available.3  Little  regulation  is  placed 
on  their  purchase  or  use  despite  extensive  documentation  of 
a need  for  both.  In  addition  to  the  wide  availability  of  BB 
guns  and  continuing  lack  of  regulation  of  their  use,  modern 
technology  has  allowed  the  creation  of  much  more  powerful 
weapons  with  far  greater  potential  to  cause  serious  injury.3-4 
A brief  review  of  physics  illustrates  the  potential  for  tissue 
damage  that  can  occur  with  missiles  of  varying  velocities. 
Tissue  damage  is  determined  by  the  velocity  (V)  and  mass 
(M)  of  a missile.  These  factors  are  related  to  the  equation  for 
kinetic  energy  (KE) : KE  = 0.5M  X VV.  KE  changes  as  the 
missile  strikes  a substance  such  as  tissue.  The  amount  of  tis- 
sue damage  can  be  correlated  with  the  amount  of  KE  trans- 
mitted to  the  tissue,  thus  increased  missile  velocity  results  in 
increased  KE  and  increased  injury.5 

Children,  more  specifically  boys  age  10  to  14  years  old, 
are  the  most  frequent  victims  of  BB  gun  injuries.1  Since  chil- 
dren typically  have  less  mass  than  adults,  and  additionally 
have  less  developed  tissue  structure,  BB  guns  can  cause  more 
severe  injuries  in  children  than  in  adults.6 

Most  BB  gun  injuries  (66%)  are  accidental.1  The  majority 
of  BB  gun  injuries  are  to  eyes  and  extremities,  although  as 
illustrated  by  the  two  cases  reviewed  here,  injury  can  occur 
to  any  part  of  the  body.7  It  is  interesting  to  note  that  the  ma- 
jority of  BB  gun  injuries  occur  in  January  immediately 
after  BB  guns  are  given  as  Christmas  gifts,  and  in  June  and 
July  when  children  are  out  of  school.8 


From  the  Department  of  Surgery,  James  H.  Quillen  College  of 
Medicine,  East  Tennessee  State  University,  Johnson  City. 


The  following  cases  illustrate  two  BB  gun  injuries  seen  at 
a Level  1 trauma  center. 

Case  Reports 

Case  1.  An  1 1 -year-old  boy  was  transported  via  ambu- 
lance to  our  Level  1 trauma  center  with  a gunshot  wound  to 
the  left  temple.  The  boy  had  been  accidentally  shot  with  a 
BB  gun  while  playing  at  the  home  of  a friend.  The  ambu- 
lance crew  reported  that  the  patient  was  alert  at  the  scene  but 
became  unresponsive  en  route  to  the  hospital. 

On  arrival  at  the  emergency  room  the  patient’s  blood  pres- 
sure was  156/79  mm  Hg,  heart  rate  104/min,  temperature 
96°E  and  respiratory  rate  32/min.  The  airway  was  not  com- 
promised, and  the  oxygen  saturation  was  100%  on  room  air. 
A small  left  temple  wound  was  present  with  an  underlying 
hematoma.  No  exit  wound  was  visible.  Glasgow  Coma  Scale 
(GCS)  was  13.  The  patient  opened  his  eyes  and  squeezed  his 
right  hand  to  command.  There  was  questionable  voluntary 
movement  of  the  left  upper  extremity,  but  no  lower  extrem- 
ity movement  was  seen.  The  patient’s  pupils  were  equal,  round 
and  reactive.  Gaze  was  dysconjugate. 


Figure  I.The  initial  CT  scan  of  the  head  in  Case  I.The  entrance  wound 
is  in  the  patient’s  left  temporal  region.  Blood  and  air  can  be  seen  along 
the  missile  tract.  The  BB  is  seen  on  the  patient’s  right,  probably  in  the 
cerebellum. 
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A CT  scan  without  contrast  of  the  patient’s  head  showed 
the  pellet  tract  traversing  the  calvarium  and  cerebellum  prior 
to  reaching  the  right  occipital  region.  A small  subdural 
hematoma  underlay  the  pellet  entry  site  at  the  left  temple, 
with  some  subarachnoid  blood  as  well  as  bone  fragments 
along  the  pellet  tract  (Fig.  1). 

The  patient  developed  pupil  inequality  and  began  to  vomit 
I shortly  after  return  to  the  emergency  room  from  completion 
of  the  CT  scan.  He  was  immediately  intubated,  and  after 
neurosurgery  consultation  an  intracranial  pressure  monitor 
was  placed  and  the  patient  admitted  to  the  intensive  care 
unit.  While  there  the  patient  was  treated  with  hyperventila- 
tion and  barbiturates.  His  mental  status  improved,  and  he  was 
I extubated  without  difficulty.  He  had  a residual  gait  ataxia 
I and  some  difficulty  with  speech,  primarily  expressive  apha- 
I sia.  Fig.  2 shows  one  of  the  follow-up  CT  scans. 

The  child  was  discharged  home  approximately  five  weeks 
i following  admission,  and  was  scheduled  to  have  continued 
I aggressive  rehabilitation  therapy. 

Case  2.  An  8-year-old  boy  was  transferred  via  ambulance 
to  our  facility  from  a small  outlying  hospital  approximately 
I six  hours  after  being  accidentally  shot  in  the  abdomen  with  a 
BB  gun  while  reportedly  playing  on  a swing  set.  X-rays  of 
the  abdomen  performed  at  the  referring  hospital  demonstrated 
I a pellet  in  the  right  upper  quadrant,  apparently  in  the  liver. 

He  had  been  hemodynamically  stable  throughout  his  initial 
i workup  and  en  route. 

Upon  arrival  the  patient’s  heart  rate  was  93/min  and  his 
' blood  pressure  was  99/49  mm  Hg.  Physical  examination  dis- 
closed an  entry  wound  in  the  midline  between  his  xiphoid 
process  and  the  umbilicus.  No  exit  wound  was  visible.  He 
complained  of  slight  tenderness  around  the  pellet  entry  site 
: and  in  his  right  lower  quadrant.  His  abdomen  was  not  dis- 
; tended  and  no  rebound  tenderness  or  guarding  was  present. 


Figure  2.  Follow-up  CT  scan  of  the  head  in  Case  1.  There  is  now  more 
blood  seen  along  the  tract  of  the  BB. 
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Rectal  examination  was  negative  for  occult  blood. 

An  abdominal  x-ray  series  showed  no  free  air.  The  BB 
appeared  to  be  within  the  liver.  An  ultrasound  confirmed  the 
intrahepatic  location. 

The  patient  was  admitted  to  the  hospital.  Because  of  the 
time  that  had  elapsed  since  injury,  and  because  of  the  lack  of 
significant  physical  findings,  the  patient  was  managed  con- 
servatively. Serial  hemoglobin  and  hematocrit  levels  remained 
near  admission  levels,  and  repeat  abdominal  examinations 
demonstrated  no  acute  changes.  The  patient  was  discharged 
home  in  stable  condition  on  the  morning  following  admis- 
sion. He  experienced  no  complications  after  discharge. 

Discussion 

The  two  cases  presented  here  demonstrate  that  BB  guns 
can  cause  serious  injuries  and  highlight  several  important 
points  about  BB  gun  injuries.  Each  victim  was  a boy  who 
had  been  accidentally  shot  by  a friend  or  relative  while  at 
play.  The  victim  in  the  second  case  was  slightly  younger  than 
the  10-  to  14-year-old  age  group  most  commonly  affected  by 
BB  gun  injuries,  but  the  first  child  at  age  1 1 was  within  this 
group.  Although  neither  the  distance  from  which  each  child 
was  shot  nor  the  exact  type  of  BB  gun  used  is  documented, 
both  injuries  indicate  significant  velocity  upon  impact.  In  the 
second  case,  although  the  child  was  hemodynamically  stable 
and  had  a relatively  benign  abdominal  examination  upon  ar- 
rival at  the  emergency  room,  the  location  of  the  pellet  within 
the  liver  necessitated  admission  for  hemodynamic  monitor- 
ing and  serial  abdominal  examinations  due  to  a high  index  of 
concern  for  intra-abdominal  injury. y In  the  first  case,  the 
patient’s  injury  was  manifested  as  only  a small  external  wound 
on  his  temple.  Although  he  was  alert  initially,  his  neurologic 
condition  progressively  worsened,  and  the  CT  scan  of  his 
head  demonstrated  significant  abnormalities.  In  accordance 
with  recent  studies,  nonoperative  management  was  elected.10 

In  conclusion,  BB  gun  injuries  continue  to  cause  serious 
injuries  despite  extensive  documentation  regarding  the  dan- 
gers posed  by  BB  guns  and  the  need  for  close  supervision  of 
their  purchase  and  use.Q 
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TMA  Alliance  Report 


AMA  Foundation 

Congratulations  to  the  TMA  Alliance  for  the  26th  year  for 
raising  more  money  than  any  other  state  alliance  in  the  nation. 
The  Deans  of  the  Tennessee  medical  schools  and  all  other  state 
schools  have  expressed  their  appreciation  and  sincere  gratitude 
for  the  TMA  Alliance  membership  and  spouses’  donations. 

. It  was  announced  at  the  AMA  annual  meeting  in  Chicago 
that  our  Foundation  was  taking  on  a “new”  strategic  direction 
and  a new  title,  AMA  Foundation,  formerly  the  American  Medi- 
cal Association  Education  and  Research  Foundation.  This  new 
era  of  AMA  philanthropy  was  discussed  by  Regina  Benjamin, 
MD,  a member  of  the  AMA  Board  of  Trustees  and  president  of 
this  Foundation.  The  Foundation  will  continue  the  support  of 
medical  education  and  plans  to  expand  this  support  to  recog- 
! nize  extraordinary  services  and  leadership  in  community  health 
i initiatives,  health  education,  and  dedication  by  our  practicing 
physicians.  Look  for  additional  information  released  by  this 
i reorganized  and  expanded  Foundation. 

The  AMA  Foundation  promotes  many  fund  raising  themes. 
Our  most  successful  is  the  Sharing  Card.  This  year’s  card  re- 
flects the  TMAA  theme  of  “Caring.”  The  card  was  created  by 
I Chattanooga  artist  Vicki  Daniel  Hardee  who  is  familiar  with 
our  community  service.  The  card  reflects  taking  time  to  share 
and  to  care  with  children  at  play  and  is  surrounded  by  our  beau- 
tiful Tennessee  mountains  and  lakes.  We  appreciate  your  atten- 
tion and  support  to  this  fund-raiser  scheduled  for  the  holiday 
season. 

Again,  congratulations  to  the  medical  community  for  its  in- 
creased participation  and  generosity,  and  for  taking  the  time  to 
care. 

Brenda  Fennewald 

AMA  Foundation  State  Chairman 


In  Memoriam 


William  I.  Lewis,  MD,  age  57.  Died  August  20,  1998.  Graduate 
of  University  of  Texas  Medical  School.  Member  of  Nashville 
Academy  of  Medicine. 

David  O.  Patterson,  MD,  age  65.  Died  June  6,  1998.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Greene  County  Medical  Society. 

Ernest  B.  Payne,  MD,  age  49.  Died  September  20,  1998.  Gradu- 
ate of  Meharry  Medical  College.  Member  of  Memphis-Shelby 
County  Medical  Society. 

George  L.  Sivils,  MD,  age  79.  Died  September  1,  1998.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Chattanooga-Hamilton  County  Medical  Society. 

James  Robert  Troutt,  MD,  age  81.  Died  September  15,  1998. 
Graduate  of  Vanderbilt  University  School  of  Medicine.  Mem- 
ber of  Sumner  County  Medical  Society. 


AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  August,  1998.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1 . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Gerald  L.  Blossom,  MD,  Knoxville 
Robert  C.  Bone,  MD,  Lebanon 
Robert  P.  Christopher,  MD,  Memphis 
Clair  S.  Hixson,  MD,  Kingsport 
David  H.  McConnell,  MD,  Newport 
J.  Fred  Ralston  Jr.,  MD,  Fayetteville 
Mary  L.  Schatz,  MD,  Brentwood 
James  N.  Sullivan,  MD,  Nashville 
Larry  M.  Toffoletto,  MD,  Morristown 
Laura  E.  Witherspoon,  MD,  Chattanooga 
Seth  L.  Yoser,  MD,  Memphis 


Personal  News 


Paul  Gorman,  MD,  Bristol,  has  been  elected  into  the  American 
Society  for  Surgery  of  the  Hand. 

Robert  Kerlan,  MD,  Germantown,  has  been  elected  a Fellow  of 
the  American  College  of  Physicians- American  Society  of  Inter- 
nal Medicine. 


Board  of  Medical  Examiners 


Minutes  - August  1998 

Name:  Stephen  Denton,  MD  (Athens) 

Violation:  Allegations  of  unprofessional,  dishonorable,  or 
unethical  conduct. 

Action:  License  summarily  suspended. 


Tennessee  Medicine  Policy 

Tennessee  Medicine  publishes  the  actions  of  the  Board  of  Medi- 
cal Examiners  directly  from  the  Department  of  Health’s 
monthly  sunshine  notice.  TMA  policy  calls  for  Tennessee  Medi- 
cine to  print  corrections,  retractions,  or  case  updates  as  they 
are  received  from  the  Department  of  Health.  Physicians  whose 
case  results  are  overturned  or  modified  by  either  the  Board  of 
Medical  Examiners  or  final  judicial  action  may  request,  through 
appropriate  supporting  documentation,  that  Tennessee  Medi- 
cine print  an  update  in  the  next  possible  publication. 
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CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association.  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Dec  4-5  24th  Annual  High-Risk  Obstetrics  Seminar 
Dec  12  Primary  Care  Seminar  - Pulmonary 
Jan  9 Primary  Care  Seminar  - Dermatology 

Jan  23-30  2 1 st  Annual  Sisson  International  Head  & Neck  Work- 

shop—Vail,  Colo. 

Feb  6 Primary  Care  Seminar  - Urology 
March  6 Primary  Care  Seminar  - Endocrinology 
April  3 Primary  Care  Seminar  - Nephrology 
May  2 1 -22  Phonosurgery  Workshop 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-82 1 1 MCN,  Nashville,  TN  37232,  Tel.  (6 1 5) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Chattanooga 

Dec  10-11  Internal  Medicine  Seminar 

Feb  21-26  Clinical  Medicine  Update — Maui,  Hawaii 

June  15-19  Family  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Centenarian  Sibling  Pair  Study 

The  Harvard  Medical  School  and  the  Beth  Israel  Deaconess  Medical  Center,  both  of  Boston,  are 
seeking  participants  for  a genetic  study  on  aging.  Subject  candidates  are  individuals  98  years  old 
and  older  and  their  living  brothers  and  sisters  who  are  at  least  90.  Participants  do  NOT  have  to  live 
in  the  Boston  area.  Participation  is  voluntary  and  free  of  charge.  To  help  us  discover  information 
that  could  lead  to  a cure  for  such  devastating  diseases  as  Alzheimer’s  disease  and  cancer,  please 
refer  us  to  any  of  your  patients  who  may  qualify.  Call  us  toll  free  at  888-333-6327.  Thank  you  for 
your  assistance. 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows: 
$35  for  the  first  50  words  ($25  for  TMA  members),  25 
cents  for  each  additional  word.  Count  as  one  word  all 
single  words,  two  initials  of  a name,  single  numbers, 
groups  of  numbers,  hyphenated  words,  and  abbrevia- 
tions. Advertisers  may  utilize  a box  number  for  confi- 
dentiality, if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this 
box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of 
the  2nd  month  preceding  the  desired  month  of  publica- 
tion, and  will  be  subject  to  approval.  No  phone  orders 
will  be  accepted.  Payment  must  accompany  order. 
Each  listing  will  be  removed  after  its  first  publication 
unless  otherwise  instructed.  Fee-for-service  agency  ad- 
vertisements are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO 
Box  120909,  2301  21st  Ave.  South,  Nashville,  TN 
37212-0909.  Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

Seeking  MD  for  a DISTRICT  HEALTH  OFFICER  for  Anderson, 
Campbell,  Morgan,  and  Scott  County  Health  Departments.  An 
internship/residency  in  a primary  care  specialty  and  at  least 
three  years  post  medical  education  and  experience  required.  An 
M.P.H.  desirable.  Contact  Paul  C.  Erwin,  MD,  MPH,  at  P.O.  Box 
59019,  Knoxville,  TN  37950-9019. 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates 
1 1 medical  centers  located  in  the  scenic  mountains  of  North- 
east Tennessee,  is  accepting  CVs  from  physicians.  These 
health  care  centers  offer  competitive  wages  and  superior 
benefits.  This  consists  of  401 K,  mileage  reimbursement, 
paid  malpractice  insurance,  continuing  medical  education, 
10  official  holidays  off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team  mail  CVs 
to  Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc., 
3825  Highway  66  South,  Rogersville,  TN  37857.  Phone 
(423)  272-9163,  fax:  (423)  272-4980,  e-mail  address 
rhscmis@planetc.com.  EOE 


Are  You  Reading 
This  Ad? 

So  are  THOUSANDS  of  others. 
Reach  over  6,500  physicians  with  a 
display  ad  in  the  TENNESSEE  MEDICINE 

For  further  information  contact 
Tennessee  Medical  Association 
PO  Box  120909,  Nashville,  TN  37212-0909 

(615)  385-2100 


Your  EM  Career 
and  Team  Health — 
A Perfect  Fit. 
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Want  to  practice  in  a Level  I trauma  center  or  a community 
hospital  with  a low  volume?  Maybe  you  prefer  a pediatric  or 
academic  facility?  No  matter  what  type  of  opportunity  you're 
looking  for.  Southeastern  Emergency  Physicians,  an  affiliate  of 
Team  Health,  can  meet  your  needs.  Headquartered  in  Knoxville, 
we  currently  have  both  full-  and  part-time  Emergency 
Medicine  opportunities  throughout  the  state  of  Tennessee. 

All  opportunities  with  Southeastern  Emergency  Physicians 
provide  competitive  compensation,  paid  malpractice  insurance  and 
a flexible  schedule  with  no  on-call.  No  J-l  opportunities  available. 


TEAM 

HEALTH 


For  more  information  on  these  opportunities, 
please  call  Lee  Ann  Long  at 

1-800-909-8366. 


www.team-health.com 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available  in 
emergency  departments  throughout  Tennessee,  Kentucky, 
Virginia  and  Georgia.  Physicians  who  have  completed  a 
residency  in  Emergency  Medicine  or  a Primary  Care 
specialty  with  Emergency  Medicine  experience  will  be 
considered. 

Emergency  Coverage  Corporation  provides  flexible 
scheduling,  competitive  compensation  and  paid 
malpractice  insurance. 


For  more  information,  fax  your  CV 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

1-800-577-7707 


ECC 


A Team  Health  Affiliate 
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List  of  Advertisers 


TMA 

PlIYSH  'I  AX 

Skhvices,.*- 


TMA/AMERICAN  CROUP 
PURCHASING  PROGRAM 
Special  For  TMA  Members  Only 


HCFA  1500  FORMS 

1 Part  or  2 Pari  Continuous 

$38.50  carton 

1 Part  - 2,500  per  carton  • 2 Parts  - 1 ,000  per  carton 

1999  CODING  BOOKS 

ICD  9 - $49.50  per  book 

ICD  9 with  Volume  3 • $59.50  per  book 

CPT  BOOK  (Professional)  - $65.75  per  book 

HCPCS  (Professional)  $89.75  per  book 

ORDER  NOW  FOR  OCTOBER  DELIVERY 

NO  FREIGHT  - DELIVERED  PRICE 

NO  FREIGHT -DELIVERED  PRICE  | 

! LASER  HCFA  @ $43. 00  PER  CARTON 

2,500  per  carton 

EXAM  TABLE  PAPER 

1 8"x1 25'  crepe  $24.90  ctn. 

21"  x 125'  crepe  $28.90  ctn. 

18"  x 225'  smooth  $34.90  ctn. 

21"  x 225'  smooth  $39.90  ctn. 

(Case  Package -12  Rolls) 

Chart  Dividers  (Indexes) 
Fileback  Dividers 

Call  today  for  special  quote! 

GUARANTEED  SAVINGS! 

Match  Competitor  Tabs 

(Colwell.  Medical  Arts,  Bibbero) 

NO  FREIGHT -DELIVERED  PRICE 

Medical  Telephone  Message  Book  (2  parts) 


STYLE  1 (with  tape)  1-19  Books  only  $10.50  each 
STYLE  2 (w/o  tape)  1-19  Books  only  $5.90  each 

EACH  BOOK  HAS  200  NUMBERED  MESSAGES  • IMPROVES  RISK  AVOIDANCE 
CALL  FOR  PRICES  ON  LARGER  QUANTITIES. 
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The  TMA  Association  Insurance  Agency,  Inc 410,  424 


Phone  1-888-921-7283 
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Carolyn  Avery  & 
Associates,  Inc. 

♦ TMA  Physician 
Services  Workshop 
Coordinator 

♦ Employee  Personnel 
Manuals 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 


POB  159012  • Nashville,  TN  3721 5-9012 

(615)383-6321  • Fax  (615)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment” 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.O.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2“  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author's  name,  the  figure  number,  and  the  word 
“top,”  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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A Subsidiary  of  the 
! Tennessee  Medical  Association 
2301  2 1st  Avenue  South 
P.O.  Box  120909 
Nashville,  TN  37212-0909 


Marketing  Inquiries  Contact 
Director  of  Marketing 
1089  Bailey  Avenue 
P.O.Box  1109 

Chattanooga,  TN  37401-1109 
1-888-616-7873 


Dedicated  to 
adding  value 
to  your  TMA 
Membership! 


TMA 

ENDORSED 

Visit  the  TMA  Website 
www.medwire.org 


■ Automobile  Lease  and/or  Purchase  Plan 

• Physicians  Leasing  Company,  Inc.  — 1-800-759-8880 

Free  delivery  to  your  home  or  office,  day  or  night. 

m Bank  Services 

• MBNA  America  Bank  — 1-800-457-3714 

Offering  low  introductory  APR  on  balance  transfers  and  cash  advance 
checks.  Choose  the  TMA  designer  card  and  show  your  support  for  the 
TMA!  (Please  mention  priority  code  GLT4  when  you  call.) 

■ Car  Rental 

• Alamo  Rent-A-Car,  Inc.  — 1-800-354-2322 

With  Alamo's  great  rates,  you  get  everything  you  need  for  the  road  at  less 
than  you've  ever  expected.  (Request  rate  code  by  ID#93 128). 

■ Collection  Services 

• I.C.  System  — 1-800-685-0595 

Offering  TMA  members  the  finest  account  receivable  management  services. 

u Communication  Services 

Merritel  Communications  Group  LLC  — 1-800-828-1918 

Offering  long  distance  rates  of  9.5<j:  per  minute,  a calling  card,  personal 
800#'s,  and  pagers. 

■ Continuing  Education  Seminars 

• Call  1-800-659-1862 

Providing  TMA  members  with  practice  management  workshops. 

■ Forms  and  Office  Supplies 

• American  Business  Forms,  Inc.  — 1-888-921-7283 

HCFA,  office/filing  supplies,  forms  & envelopes. ..guaranteeing  TMA 
members  the  lowest  prices  in  the  industry  by  utilizing  the  volume  of  group 
purchasing.  When  placing  an  order,  refer  to  Group  #835. 

■ Internet  Communications/Consulting  & 

MCO  Data  Access 

• Passport  Health  Communications  — 1-888-661-5657 

Offering  cost-effective,  easy  to  understand  internet  solutions  for  the 
health  care  industry. 

u Magazine  Subscriptions 

• TMA  Magazine  Program  — 1-800-289-6247 

Lowest  rates  on  all  of  your  subscription  needs  — save  time  & money! 

■ Package  Delivery 

• Airborne  Express  — 1-800-MEMBERS  (800-636-2377) 

Members  save  up  to  43%. 

■ Payroll  Services 

• PAYCHEX,  Inc.  — 1-800-322-7292 

Provides  discounted  pricing,  payroll  and  tax  payment  services  for  your 
practice  at  a 15%  discount. 

m Tax  Audit  Service 

• TaxResources,  Inc.  — 1-800-922-8348 

Providing  expert  representation  by  tax  audit  professionals. 
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President’s  Comments 


David  G.  Gerkin,  MD 


The  Faces  of  Flope 

In  every  small  town  and  every  great  city  one  finds  an  obelisk,  a statue  of,  or  monument  to 
someone  in  uniform  or  one  who  is  honored  because  of  having  worn  a uniform.  Some  uniforms 
on  these  statues  or  displays  may  be  old  fashioned,  as  one  can  imagine,  depicting  Civil  War 
soldiers,  or  those  wearing  the  “tin  hats”  of  the  First  World  War.  Then  there  is  the  magnificent 
sarcophagus  of  the  Unknown  Soldier  at  Arlington  Cemetery.  These  all  depict  military  persons 
or  commemorate  their  sacrifices.  Many  of  those  honored  were  and  are  military  doctors,  from 
many  years  past  to  the  current  terrible  conflicts  in  Bosnia,  the  Persian  Gulf,  Haiti,  and  the 
genocide  in  Africa. 

The  ethics  of  being  a doctor,  which  are  both  immensely  strong  and  quite  narrow,  are  tremen- 
dously stressed  when  dealing  with  military  and  political  situations  where  there  may  be  few  if 
any  good  options.  In  wartime,  the  world  is  divided  into  friend  and  foe,  and  an  ethical  dilemma 
revolves  around  the  extent  to  which  the  physician-patient  relationship  can  remain  inviolate  or 
when  it  must  conform  to  the  dictates  and  needs  of  political  institutions,  particularly  the  military. 
Thank  God  that  all  existing  codes  of  ethics  and  tenets  of  international  law  applying  to  medical 
personnel  hold  doctors  to  a primary  and  inescapable  obligation  to  take  care  of  the  sick  and 
injured  in  both  peace  and  in  war.  Society  has  granted  physicians  certain  rights  and  privileges,  on 
the  assumption  that  the  physician  has  contracted  to  act  selflessly  and  skillfully  on  behalf  of  each 
and  every  person  who  seeks  care.  For  a physician  to  withhold  care  or  to  act  on  the  basis  of 
anything  other  than  medical  need  is  to  violate  his  agreement  with  society  and  to  abrogate  the 
responsibility  conferred  on  him  by  virtue  of  his  profession. 

Thus  the  faces  of  compassion  and  hope  are  seen  through  the  eyes  of  both  ally  and  enemy,  as 
well  as  the  innocent  civilian  non-combatants.  The  Union  doctor  amputating  the  leg  of  the  Con- 
federate soldier  to  save  his  life;  the  military  doctor  in  World  War  I crossing  the  trenches  at  night 
to  treat  a suffering  enemy  soldier;  the  many  civilian  casualties  of  World  War  II  aided  by  doctors 
often  too  tired  to  sleep;  the  gift  of  relief  of  pain  and  terror  for  the  small  naked  Vietnamese  girl 
covered  with  napalm  running  toward  the  faces  of  mercy,  are  what  these  eyes  see  and  have  seen. 
The  wound  surgeon  of  the  Roman  Empire  and  the  biotechnical  military  doctor  in  the  Persian 
Gulf  are  linked  across  the  millenia  by  the  unifying  theme  of  a physician’s  obligation  to  his 
patient. 

Sherwin  B.  Nuland  states  in  his  narrative  The  Face  of  Mercy,  “This  is  the  face  of  mercy — and 
this  the  face  of  medicine  at  war.  Always  outflanked  by  the  technology  of  destruction  and  seem- 
ingly overwhelmed  by  the  sheer  magnitude  of  their  humane  obligation,  healers  have  ever  perse- 
vered in  their  calling.  Era  by  era,  century  by  century,  and  war  by  war,  the  healer  has  found 
himself  ever  less  alone  in  his  mission.  At  first,  field  aides,  then  nurses,  wound  dressers,  ambu- 
lance drivers,  medics  and  laboratory  personnel,  and  finally  helicopter  pilots  made  up  a few  of 
the  legions  that  have  served  in  the  doctors’  army,  opposing  the  forces  of  death.  Now  when 
doctors  go  off  to  war,  they  are  but  the  front  line  of  a massive  campaign  that  reaches  back  into 
civilian  life — to  big  city  hospitals,  university  and  federal  laboratories,  pharmaceutical  research 
facilities,  and  even  design  departments  of  engineering  firms.  Whatever  havoc  a war  may  wreak, 
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it  always  speeds  up  the  process  of  change.  Throughout  history,  war  has  hastened  the  progress  of 
medicine.” 

Of  course,  routine  drill  weekends,  two  weeks  of  army  training  at  some  isolated  hot  and 
muddy  place,  and  last-minute  unplanned  trips  to  courses  on  biological  and  chemical  warfare 
are  not  as  dramatic  and  heroic  as  what  I have  described.  They  do,  though,  require  the  same 
dedication,  time  away  from  family,  time  away  from  the  office,  and  a certain  crustiness  to  con- 
tinue. It  is  particularly  difficult  for  those  gone  from  home  and  family  at  this  holiday  time  of  the 
year,  and  it  is  what  prompted  these  comments.  I salute  those  who  have  served  in  years  past, 
those  who  serve  today,  and  those  who  will  surely  come  forward  in  the  future.  They  are  the 
“Military  Doctors.”  They  are  “the  faces  of  hope.” 


HELP  FOR  PHYSICIANS 


The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 


HELP  USTO  HELP 


Call  the  TMF  Physicians  Health  Program  at  (6 1 5)  665-25 1 6 in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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Editorials 


John  B.  Thomison,  MD 


Christmas  in  October 

As  I sit  looking  out  the  window  into  October’s  bright  blue  weather,  my  thoughts  turn  from 
the  necessity  at  hand  to  the  loveliness  of  it  all,  and  then  to  the  way  that  so  many  of  the  leaves 
have  simply  turned  brown  and  fallen  to  the  ground  from  the  drought  during  the  last  two  months. 
I think  of  how  the  remaining  leaves  will  soon  begin  coloring,  perhaps  after  tonight,  when  a light 
frost  is  predicted.  I listen  as  the  wind  rustles  the  leaves— the  still  green  ones  on  the  trees  and  the 
brown  ones  that  have  fallen  to  the  ground  and  now  sometimes  are  stirred  up  and  briefly  take 
flight  again  to  change  their  vista.  I think  on  all  these  things,  and  all  the  while  as  I do  there  is 
underneath  them  that  niggling  necessity,  with  the  disturbing  thought  that  I am  not  thinking  the 
thoughts  I ought,  not  thinking  of  any  of  the  things  I should  be  thinking  of,  if  I am  to  write  the 
Christmas  editorial  that  is  waiting  to  get  out  of  my  head.  And  then  suddenly  comes  the  intruding 
possibility  that  there  might  not  even  be  an  editorial  there  at  all. 

It’s  the  usual  thing  when  it  comes  time  in  mid-October  to  have  my  Christmas  editorial  writ- 
ten. Only  it  is  worse  this  year,  because  there  has  been  virtually  nothing  to  stimulate  me,  and 
little  to  remind  me  of  the  season  except  for  the  persistence  of  the  managing  editor.  So,  since  her 
reminders  have  become  impelling,  and  are  showing  signs  of  frustration,  I vowed  to  do  it  today, 
though  it’s  still  only  two  days  past  deadline.  Nevertheless,  it  still  remains  to  be  seen  whether  or 
not  an  editorial  does  in  fact  reach  fruition  this  very  day.  (It  didn’t,  and  this  is  now  two  days  after 
that.  But  it’s  coming.) 

Perhaps  what  I should  do  to  get  started  properly  is  think  back  a few  hours,  and  dwell  again 
on  the  cold  darkness  that  was  still  there  all  about  me  as  I went  out  to  walk  this  morning  even  as 
the  world  was  already  bustling  about  its  daily  business.  Such  a scene  would  be  a heap  more  in 
keeping  with  Christmas  time,  though  certainly  vastly  less  appealing,  than  the  green  trees  and 
bright  blue  skies  that  I see  as  I look  through  my  window.  But  were  I to  do  that,  it  would  interject 
a note  of  gloom  that  should  be  foreign  to  this  season,  which  despite  the  discomfort  and  pain  of 
its  humble  origins  on  this  earth,  was  conceived  in  the  mind  of  God  as  a time  of  highest  joy  and 
greatest  glory.  There  is  already  enough  frustration  and  pain  and  loneliness  and  hustle  and  bustle 
to  go  round,  without  resorting  to  that. 

Since  shepherds  most  assuredly  did  not  watch  their  flocks  with  their  newborn  lambs  by  night 
on  the  Judean  hillsides  in  mid-December,  scholars  are  now  generally  agreed  that  Jesus  was  born 
in  October.  Since  it  is  that  time  right  now,  even  as  I write,  I should  be  able  to  come  up  with  a 
Christmas  greeting  for  you.  That  way,  it  will  come  to  bring  you  joy  and  comfort  (I  hope)  when 
the  days  are  short  and  dreary  and  the  nights  are  long  and  cold.  Thus  it  likely  was  too  that  the 
early  church  considered  it  appropriate  to  adopt  the  Roman  Saturnalia,  the  midwinter  feast  that 
was  not  the  debauche  it  later  became,  but  a time  of  gift  giving,  when  masters  often  took  turn 
about  to  serve  their  slaves,  for  celebrating  the  birthday  of  the  true,  the  original  Once  and  Future 
King. 

And  so,  whether  you  greet  one  another  with  Merry  Christmas,  Happy  Hanukkah,  Mele 
Kalikimaka,  or  simply  Happy  Holidays,  or  whatever,  we  can  almost  all  join  with  Tiny  Tim  in 
saying,  “.  . . and  God  bless  us,  every  one.” 

Oh  . . . and  a Happy  New  Year,  too. 
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Christmas  Gifts 


As  far  back  as  early  summer,  which  is  about  when  the  manufacturing  of  Christmas  gifts  is  at 
its  peak,  the  mercantile  soothsayers  were  predicting  a dismal  holiday  season,  possibly  account- 
ing for  what  seemed  to  me  a slow  start  for  this  years’s  annual  Christmas  catalog  glut.  What  with 
the  chaotic  financial  situation  in  the  world  around  us,  the  citizenry  was  getting  wary,  so  the 
soothsayers  said,  and  there  were  signs  that  the  free  spending  spirit  was  being  eroded  by  unchar- 
acteristic prudence.  Increasingly,  funds  were  being  socked  away  against  the  anticipated  rainy 
day.  Somewhere  around  the  first  of  October  that  day  did  indeed  descend  on  the  financial  world 
of  the  United  States  as  well,  just  about  coinciding  with  the  beginning  trickle  of  catalogs.  The 
ensuing  crescendo  will  begin  to  taper  off  around  Thanksgiving,  but  laggards  will  be  prodded  by 
repeated  offerings  until  at  least  mid-December,  promising  delivery  in  time  for  the  Big  Day  if 
you’ll  give  them  only  a few  days.  The  merchants  are  nervous. 

As  seems  usual  these  days,  I have  a pre-Christmas  soap  box,  so  I think  this  is  a great  oppor- 
tunity to  get  on  it,  despite  its  having  to  do  only  tangentially  with  Christmas.  It  concerns  a year- 
round  problem  that  is  magnified  at  Christmas  time,  when  it  also  hits  a crescendo  that  will 
become  a colossal  nuisance.  What  makes  it  a particular  annoyance  is  that  since  almost  without 
exception  it  derives  from  good  causes,  it  can  send  an  already  generous  benefactor  on  a gargan- 
tuan guilt  trip.  It  is  my  own  opinion  that  the  custom  survives  at  all  only  because  of  that. 

I don’t  know  how,  when,  or  by  whom  it  all  started,  and  I would  suspect  its  origins  are  com- 
pletely obscure.  But  I would  wager  large  sums  that  it  was  conceived  as  a business  and  not  a 
philanthropic  venture,  and  I suspect  also  that  by  far  the  major  beneficiaries  are  businesses  and 
not  charitable  organizations,  which  I think  are  simply  unwitting  shills.  The  first  knowledge  I 
have  of  it,  though,  is  the  sending  of  Christmas  seals  by  the  American  Lung  Association  to  fight 
tuberculosis,  which  as  the  “white  plague”  was  rampant  at  the  time  of  the  First  World  War,  when 
the  seals  were  introduced.  Though  it  was  a long  time  before  the  idea  took  hold  and  proliferated, 
it  likely  was  an  enterprising  printer  who  recognized  a good  thing  when  he  saw  it,  and  persuaded 
some  charitable  organization  or  other,  or  even  more  likely  others,  to  send  a next  year’s  calendar 
during  the  holiday  season  to  those  on  its  list  of  donors,  with  a suggestion  that  they  might  wish 
to  make  an  additional  contribution  in  return  for  the  [supposed]  favor. 

Well,  you  know  the  rest.  It  seems  somehow  demeaning  to  appear  cheap  to  your  favorite 
charity,  even  though  your  favorite  charity  has  no  idea  as  to  who  responds,  and  never  recognizes 
your  having  done  so.  Only  the  computer  of  the  hired  fund-raiser  knows.  First  it  was  only  a 
calendar,  but  then  it  spread  to  boxes  of  Christmas  cards  as  well,  and  more  recently  to  note  cards, 
address  stickers,  and  lately  T-shirts — and  who  knows  what  else  and  what’s  next.  And  now  it’s 
not  only  at  Christmas,  but  at  all  seasons.  It  is  a monstrous  nuisance.  And  an  enormous  waste.  A 
lot  of  those  “gifts”  are  discarded  unopened,  and  often  those  intended  for  answers  are  forgotten. 
But  not  for  long.  You  are  dunned  forever  by  the  computers,  asking  if  you’ve  received  the  lovely 
calendar  (cards,  etc.,  etc.)  you  were  sent,  and  did  you  neglect/forget/overlook  (they  never  say 
“ignore”)  sending  in  your  contribution?  Whether  or  not  you  respond  with  a contribution,  the 
computers  and  the  purveyors  of  all  that  stuff  get  theirs.  At  the  same  time,  fund-raisers  claim  that 
even  though  they  never  hear  from  a high  percentage  of  the  recipients  of  their  largesse,  the 
method  still  engenders  a sizeable  “take,”  and  is  therefore  profitable.  When  told  it  is  an  annoy- 
ance to  their  contributors,  they  simply  shrug  and  say  they  don’t  lose  many  donors  that  way. 

I’m  sure  they  don’t.  Though  annoyance  may  evoke  chastisement  or  castigation,  or  even 
sometimes  denunciation,  it  generally  takes  a lot  more  than  that  to  occasion  the  divorcing  of  a 
spouse  or  the  disinheritance  of  an  offspring  ...  or  the  renunciation  of  a favorite  charity.  So  it 
seems  we’ll  just  have  to  put  up  with  all  that  trivia.  Just  try  bailing  out.  The  computers  have 
gotcha. 
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Practicing  Medicine 


How  Alternative  Is 
Alternative  Medicine? 


Irish  Bahan  Park 


Alternative  medicine,  suf- 
ficiently valid  to  merit  its  own 
office  at  the  National  Insti- 
tutes of  Health  but  not  yet 
valid  enough  to  merit  reim- 
bursement in  general  by  third 
party  payors,  seems  neverthe- 
less to  be  moving  slowly  to- 
ward the  mainstream. 

Defining  alternative  medi- 
cine is  not  simple.  In  essence, 
the  Office  of  Alternative 
Medicine  of  the  NIH  defines  it  as  “not  taught  widely  in  medi- 
cal schools,  not  generally  used  in  hospitals,  and  not  usually 
reimbursed  by  medical  insurance  companies.”  Their  list  “de- 
signed to  facilitate  the  grant  review  process  . . . [which]  should 
not  be  considered  definitive,”  ranges  from  shamanism  to 
neuromagnetic  stimulation  devices.  (Incidentally,  Vanderbilt 
physicians  have  developed  and  are  currently  using  such  a 
device,  with  FDA  approval  pending.) 

The  NIH  list  also  includes  massage  therapy,  acupressure, 
relaxation  techniques,  and  music  therapy,  which  are  consis- 
tent with  physiological  principles  of  Western  medicine  and 
often  used  as  a complement  in  mainstream  medicine  today. 
Others  on  the  list,  such  as  some  megavitamin  therapies,  ho- 
meopathic medicine  and  acupuncture,  constitute  entire  heal- 
ing systems  with  a different  origin,  and  are  therefore  actually 
alternative  to  conventional  therapies. 

Fringe  or  Mainstream? 

Music  therapy,  which  sounds  as  if  it  is  on  the  fringe  of 
traditional  medical  practice,  is  based  on  widely  accepted  re- 
search that  listening  to  music  can  directly  influence  pulse, 
blood  pressure,  and  electrical  activity  in  the  muscles. 
Newsweek  magazine  recently  described  results  from  research 
at  several  leading  universities  validating  positive  effects  on 
patients  with  cerebral  palsy,  stroke,  immune  deficiency,  and 
open  heart  surgery,  as  well  as  on  premature  babies  and  women 


Irish  Bahan  Park  is  a communications  consultant  who  specializes 
in  health  care  marketing  and  writing. 


in  labor.  And,  indeed,  20%  of 
music  therapists  reported 
they  had  received  third-party 
payments  last  year. 

In  the  eyes  of  the  public, 
recent  announcements  that 
major  pharmaceutical  com- 
panies will  market  herbal 
supplements  lend  legitimacy 
and  credibility  to  their  use. 
The  supplements  will  lack 
rigorous  testing  by  the  FDA. 
Conventional  thinking  will  assume  that  the  quality  control 
issues  that  have  plagued  supplements  in  the  past  are  likely  to 
be  a non-issue  for  pharmaceutical  companies  with  a major 
interest  in  preserving  their  overall  reputation.  Proponents  of 
herbal  supplements,  on  the  other  hand,  are  likely  to  continue 
to  depend  on  the  brands  they  traditionally  use,  citing  the  dif- 
ferent expertise  and  mind-set  required  in  preserving  the  po- 
tency of  natural  substances. 

A glance  backward  underscores  the  ever-widening  gray 
area  between  alternative  and  traditional  medicine.  Fifteen 
years  ago,  stress  management  for  cancer  patients  was  accepted 
in  very  few  circles,  and  pain  management  specialists  using  a 
mind-body  connection  were  often  viewed  with  skepticism. 
Physical  therapists  who  borrowed  from  the  Alexander  Tech- 
nique and  the  Feldenkrais  Method  were  better  off  not  dis- 
cussing it  with  most  orthopedic  surgeons  if  they  wanted  re- 
ferrals. Although  few  physicians  look  to  practices  like  these 
as  their  first  line  of  treatment,  the  practices  are  entering  the 
realm  of  acceptance  and  may,  in  some  cases,  be  reimbursed 
when  folded  into  traditional  treatment  models.  A spokesper- 
son for  BlueCross  BlueShield  of  Tennessee  claimed  they  have 
had  few  requests  for  alternative  medical  treatment  and  are 
willing  to  evaluate  them.  Practitioners  of  alternative  medi- 
cine, however,  tend  to  have  different  experiences. 

Medical  School  Curricula 

Looking  back  15  years,  the  alternatives  were  certainly  for- 
eign to  a medical  school  curriculum.  Responses  to  a survey 
of  those  responsible  for  today’s  medical  school  curricula  in 


Tennessee  physicians  looking  for 
effective  as  well  as  cost-effective 
treatment  are  now  likely  to  encounter 
a wide  range  of  therapies  that  could 
be  classified  as  new,  ancient-disguised- 
as-new,  or  simply  ancient. 
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Tennessee  reveal  the  beginning  of  a presence.  Richard  Peppier, 
MD,  PhD,  at  the  University  of  Tennessee  College  of  Medicine 
explains,  “We  can’t  teach  students  just  for  today.  We  must  teach 
them  for  practice  20  or  40  years  from  now,  when  treatment 
viewed  as  quackery  today  might  be  tomorrow’s  treatment  of 
choice.”  The  school  offers  a course  on  acupuncture  as  an  elec- 
tive, and  Dr.  Peppier  mentioned  that  a course  in  electro- 
acupuncture will  probably  be  added.  A well-received  elective 
is  “Awareness  of  Spirituality  on  the  Treatment  of  Patients,” 
offered  to  first-year  students  as  well  as  to  residents.  David 
Drumell,  vice  president  of  pastoral  care  for  Baptist  Memorial 
Health  Care  Corp.,  who  designed  the  course,  points  out  that 
three  years  ago,  only  three  medical  schools  in  the  country 
offered  a similar  program.  Now,  40  schools  offer  one. 

Dr.  Peppler’s  colleague  at  Vanderbilt  University  School 
of  Medicine,  Joel  Gotterer,  MD,  PhD,  explains,  “At  Vander- 
bilt, the  teaching  of  alternative  medicine  is  driven  by  the 
views  and  interests  of  individual  faculty  members,  rather  than 
through  specific  courses.” 

Diverse  Population 

At  Meharry  Medical  College,  Pamela  Williams,  MD,  ex- 
plains, “We  address  alternative  medicine  in  an  introductory 
course  in  clinical  medicine.  Our  students  need  to  be  prepared 
for  diverse  populations,  to  realize  choices  exist  other  than 
mainstream.  We  look  at  the  total  spectrum  of  non-standard 
alternative  treatments  in  order  to  help  patients  make  informed 
decisions,”  and  she  reports  that  she  frequently  refers  students 
to  Columbia  University’s  website  on  alternative  medicine 
http://cpmcnet.columbia.edu/dept/msenthal.  She  has  recently 
observed  a good  bit  of  information  dealing  with  spirituality 
sent  by  the  Association  of  American  Medical  Colleges,  and 
“I  am  seeing  more  references  in  medical  education  litera- 
ture, in  medical  journals,  and  more  discussion  in  general  on 


these  topics.  It’s  my  job  to  be  aware  of  trends.” 

The  trend  of  including  traditional  medical  education  is  na- 
scent. However,  the  American  College  for  Advancement  in 
Medicine  (ACAM)  and  the  American  Holistic  Medical  Asso- 
ciation are  established  providers  of  training  and  exposure,  as 
well  as  support  for  an  endeavor  that  often  faces  resistance. 

In  Private  Practice 

Nashville’s  Stephen  Reisman,  MD,  is  one  of  nine  physi- 
cians in  Tennessee  who  are  members  of  the  ACAM.  After 
graduating  from  the  Boston  University  School  of  Medicine 
in  1981,  he  spent  the  next  ten  years  in  conventional  training 
and  practice.  During  that  time  his  exploration  of  ways  to  en- 
hance his  practice  of  medicine  led  him  down  many  avenues, 
including  these  two  organizations. 

Now  in  his  eighth  year  of  private  practice,  Dr.  Reisman 
stresses  the  importance  of  a mind-body  approach.  With  his 
extensive  experience  in  meditation,  which  he  teaches  at  a J 
cancer  support  center  in  Nashville,  as  well  as  in  psycho- 
therapy, he  continues  to  observe  important  healing  changes  ' 
through  his  relationships  with  his  patients. 

Nutritional  intervention,  along  with  the  application  of  spe- 
cific natural  medicines  to  specific  illnesses,  also  maintains  a 
central  role  in  Dr.  Reisman’s  treatment  plans.  “This  is  not  a 
replacement  for  the  miracles  of  emergency  surgery,”  he  says,  | 
“yet  whenever  possible,  we  want  to  employ  substances  akin 
to  human  physiology  and  chemistry.  The  objective  is  to  re- 
spect and  strengthen  what  is  essentially  a self-healing  capac- 
ity.” A holistic  approach  extends  even  to  his  office  environ- 
ment, with  its  neutral  colors,  soft  lighting,  and  relaxing  music. 

During  an  era  in  which  change  seems  to  be  the  most  per- 
vasive influence  on  the  practice  of  medicine,  perhaps  it  is 
fitting  that  some  of  the  change  reverts  to  basics  as  old  as  the  J 
human  condition  itself.  □ 


CLASSIFICATION  OF  COMPLEMENTARY  AND  ALTERNATIVE  MEDICAL  PRACTICES 

The  NIH  Office  of  Alternative  Medicine  supports  and  conducts  research  and  research  training  on  these  practices  and  disseminates 
information  on  the  findings.  This  list  is  not  considered  definitive. 

Alternative  Systems  of  Medical  Practice  Acupuncture  Anthroposophically  Extended  Medicine  Ayurveda  Community-Based  Health 
Care  Practices  Environmental  Medicine  Homeopathic  Medicine  Latin  American  Rural  Practices  Native  American  Practices  Natural 
Products  Naturopathic  Medicine  Past  Life  Therapy  Shamanism  Tibetan  Medicine  Traditional  Oriental  Medicine 
Bioelectromagnetic  Applications  Blue  Light  Treatment  and  Artificial  Lighting  Electroacupuncture  Electromagnetic  Fields  Electro- 
stimulation and  Neuromagnetic  Stimulation  Devices  Magnetoresonance  Spectroscopy 

Diet,  Nutrition,  Lifestyle  Changes  Changes  in  Lifestyle  Diet  Gerson  Therapy  Macrobiotics  Megavitamins  Nutritional  Supplements 
Herbal  Medicine  Echinacea  (purple  coneflower)  Ginger  Rhizome  Ginkgo  Biloba  Extract  Ginseng  Root  Wild  Chrysanthemum  Flower 
Witch  Hazel  Yellowdock 

Manual  Healing  Acupressure  Alexander  Technique  Aromatherapy  Biofield  Therapeutics  Chiropractic  Medicine  Feldenkrais  Method 
Massage  Therapy  Osteopathy  Reflexology  Rolfing  Therapeutic  Touch  Trager  Method  Zone  Therapy 

Mind/Body  Control  Art  Therapy  Biofeedback  Counseling  Dance  Therapy  Guided  Imagery  Humor  Therapy  Hypnotherapy 
Meditation  Music  Therapy  Prayer  Therapies  Psychotherapy  Relaxation  Techniques  Support  Groups  Yoga 

Pharmacological  and  Biological  Treatments  Anti-Oxidizing  Agents  Cell  Treatment  Chelation  Therapy  Metabolic  Therapy  Oxidizing 
Agents  (Ozone,  Hydrogen  Peroxide) 
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Health  Policy  Series 

Health  Care  in  Black  and  White 
Racial  Differences  in  Health 
Resource  Use  and  Outcomes 

David  M.  Mirvis,  MD 


Some  groups  of  patients  use  health  care  resources  and  have 
health  care  outcomes  different  than  others.  The  groups  may 
be  distinguished  by  race,  geography,  insurance  status,  or  any 
of  many  other  features.  These  variations  have  attracted  the 
interest  of  health  services  researchers  and  policy  makers  dur- 
ing the  past  decade. 

One  important  grouping  is  by  race.  Data  for  Tennessee1 
demonstrate  significant  racial  differences  in  health  outcomes 
(Fig.  1).  The  age  adjusted  mortality  rate  for  all  Tennesseans 
in  1995  was  1,017.3  deaths  per  100,000  population.  For  white 
citizens,  the  rate  was  1,022.2  deaths  per  100,000  population 
and  for  black  citizens  it  was  1 ,040.9  deaths  per  1 00,000  popu- 
lation— a difference  of  only  1.8%.  However,  when  the  mor- 
tality rates  for  specific  age  groups  are  examined,  wide  gaps 
appear.  For  those  under  1 year  of  age,  the  mortality  rate  for 
blacks  was  1,830.8  deaths  per  100,000  population,  a level 
147%  higher  than  the  741.5  deaths  per  100,000  population 
recorded  for  whites.  For  the  15-  to  24-year-old  and  45-  to 
64-year-old  groups,  mortality  rates  were  74%  (181.1  deaths 
per  100,000  population  vs.  1,03.9  deaths  per  100,000  popu- 
lation) and  81%  (1,423.8  deaths  per  100,000  population  vs. 
786.2  deaths  per  100,000  population),  respectively,  higher 
for  blacks  than  for  whites  in  Tennessee. 

Causes  of  death  also  differ  between  white  and  black  co- 
horts. Among  those  aged  15  to  24  years,  the  triad  of  homi- 
cide, accidents,  and  suicide  accounted  for  139.8  deaths  per 

100,000  population  for  blacks,  but  for  only  82.5  deaths  per 

100,000  for  whites;  this  difference  accounted  for  74%  of  the 
overall  difference  in  mortality  rates  between  the  two  groups. 

A different  pattern  emerges  in  the  45-  to  64-year-old  brack- 
et. The  overall  mortality  rate  for  blacks  was  8 1 % higher  than 
for  whites.  The  largest  part  of  this  difference  was  a higher 
contribution  due  to  heart  disease  (rates  of  400.9  vs.  222.8 
deaths  per  100,000  population),  malignancy  (432.5  vs.  278. 1 


From  the  Division  of  Health  Services  and  Policy  Research, 
University  of  Tennessee,  Memphis. 


deaths  per  100,000  population),  and  cerebrovascular  disease 
(1 12.6  vs.  33.7  deaths  per  100,000  population).  The  differ- 
ences in  mortality  rates  due  to  those  three  conditions  explained 
65%  of  the  overall  difference  in  mortality. 

These  local  differences  mirror  current  national  findings.2 
Age  adjusted  mortality  rates  for  blacks  in  the  United  States 
during  January  through  September  of  1 997  (70 1 .2  deaths  per 

100,000  population)  was  54%  higher  than  for  whites  (455.2 
deaths  per  100,000  population).  Longitudinal  studies  have 
demonstrated  a widening  in  this  racial  difference  in  mortal- 
ity rate  over  the  past  two  decades;  indeed,  from  1 984  to  1 989, 
life  expectancy  rose  for  whites  but  fell  for  blacks.3 

These  data  have  been  expanded  by  numerous  epide- 
miologic and  health  services  research  studies.  What  has 
emerged  is  a consistent  pattern  of  findings.  First,  the  health 
status  of  blacks  is  lower  than  for  whites.  Geronimus  et  al4 


AGE  RANGE  (YRS) 


Figure  1.  The  1995  mortality  rates,  expressed  as  deaths  per  100,000 
population,  in  Tennessee  by  age  (in  years).  The  two  curves  represent  the 
mortality  rates  for  white  citizens  (solid  line)  and  for  black  citizens  (dashed 
line). 
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reported  that,  in  poor  areas,  black  men  had  a standardized 
mortality  rate  of  1 .8  to  4. 1 times  that  of  the  nationwide  white 
population.  A dramatic  example  was  presented  in  a study  of 
survival  of  black  men  in  Harlem,  a neighborhood  in  upper 
Manhattan  with  a population  that  is  90%  black.5  Survival 
analysis  showed  that  black  men  in  Harlem  were  less  likely  to 
reach  the  age  of  65  years  than  were  men  in  Bangladesh,  a 
country  with  one  of  the  lowest  incomes  in  the  world. 

In  these  studies,4-5  the  major  cause  of  excess  mortality  was 
cardiovascular  disease.  In  each,  23%  of  the  excess  deaths 
among  black  men  were  due  to  cardiovascular  disease,  a per- 
centage larger  than  for  homicide,  HIV  infection,  drug  de- 
pendency, and  other  conditions  commonly  associated  with 
poverty  and  inner-city  socioeconomic  conditions. 

Second,  health  resource  use  by  blacks  is  lower  than  for 
whites.  Many  studies  on  utilization  have  focused  on  the  use 
of  cardiovascular  procedures  by  patients  with  coronary  ar- 
tery disease.  For  example,  Wenneker  and  Epstein6  reported 
that  utilization  rates  in  Massachusetts  for  cardiac  cathe- 
terization, coronary  artery  bypass  graft  surgery,  and  coro- 
nary angioplasty  were  38%,  126%,  and  152%,  respectively, 
greater  for  white  than  for  black  patients.  In  some  states,  the 
ratio  of  rates  of  procedure  use  exceeds  6: 1 . Similar  differ- 
ences in  utilization  have  been  reported  for  other  conditions. 
Lee  et  al7  demonstrated  that  for  80  Medicare-reimbursed  pro- 
cedures, utilization  by  blacks  was  lower  than  that  of  whites 
for  the  more  costly  procedures  (e.g.,  coronary  artery  surgery 
or  thromboendarterectomy  vs.  transurethral  resection  of  the 
prostate),  and  that  differences  were  greater  in  the  South  than 
in  other  regions  of  the  country. 

The  critical  question  is  “why”?  What  factors  result  in  lower 
survival  and  lesser  use  of  health  care  resources  by  blacks 
than  by  their  white  co-citizens?  Three  sets  of  explanations 
have  been  proposed. 

First,  socioeconomic  arguments  emphasize  the  direct  and 
indirect  effects  of  differences  in  the  economic  status  of  the 
two  groups  to  explain  health  outcomes.  The  association  be- 
tween lower  socioeconomic  status  and  worse  health  is  strong, 
even  if  the  underlying  mechanisms  are  not  fully  appreciated. 
In  the  study  by  Geronimus  et  al,4  for  example,  blacks  living 
in  areas  with  less  poverty  did,  in  general,  have  less  excess 
mortality  compared  to  the  white  population  than  did  those 
from  areas  with  deepest  poverty.  Guralnick  et  al8  demonstrated 
that  education  level  had  a stronger  relation  to  total  and  active 
life  expectancy  than  did  race.  Blacks  also  have  lower  rates  of 
health  insurance  coverage,  a major  determinant  of  access  to 
health  care  services  and  of  health  outcomes,  than  do  whites. 
Data  reported  from  the  Medical  Expenditure  Panel  Survey9 
demonstrated  that  22.9%  of  the  overall  black  population  was 
uninsured  during  the  first  half  of  1996  in  contrast  to  13.1% 
of  the  white  population,  a 75%  difference.  This  difference  is 
compounded  by  the  reluctance  of  many  clinicians  to  fully 


participate  in  insurance  programs  serving  mainly  poor  mi- 
norities and  the  geographic  maldistribution  of  services  re- 
ducing access  to  the  poor. 

However,  socioeconomics  is  not  the  sole  explanation. 
Adjustment  of  mortality  and  utilization  rates  for  income  im- 
proves the  odds  ratios  for  cardiac  procedures  but  only  mod- 
estly. 10  Furthermore,  the  Black  Belt  of  Alabama  had  the  low- 
est excess  mortality  rate  but  the  highest  rate  of  poverty  of 
any  poor  area  studied  by  Geronimus  et  al4;  Harlem,  in  con- 
trast, had  the  lowest  poverty  rate  but  the  highest  excess  mor- 
tality rate. 

Second,  biologic  explanations  suggest  that  disease  pro- 
cesses differ  between  groups,  leading  to  differences  in  re- 
source use  and  outcome.  Blacks  do,  for  example,  have  higher 
prevalences  of  risk  factors  for  cardiovascular  disease,  such 
as  hypertension,  diabetes  mellitus,  obesity,  and  smoking.11 
Data  also  indicate  that  blacks  with  coronary  artery  disease 
less  commonly  have  typical  angina  pectoris  and  less  com- 
monly have  three-vessel  or  left  main  coronary  disease  than 
do  whites.12  The  former  may  lead  to  lower  rates  of  cardiac 
catheterization  and  the  latter  to  lower  rates  of  surgical  inter- 
vention. A role  for  genetics  may  also  be  suggested;  the  higher 
rates  of  cardiovascular  death  among  blacks  in  New  York  is 
heavily  dependent  upon  place  of  birth.13  Socioeconomics  may 
also  interact  with  biology;  reduced  access  to  health  care  be- 
cause of  lack  of  insurance  may  result  in  higher  rates  of  poorly 
controlled  hypertension,  a condition  with  a higher  prevalence 
among  blacks,  leading  to  higher  mortality  rates  from  cardio- 
vascular disease. 

This,  too,  is  not  the  full  answer.  Adjusting  for  the  differ- 
ences in  risk  factors  explains  only  a small  percentage  of  the 
excess  mortality.11  Furthermore,  if  biologic  variables  were 
the  sole  or  major  cause  of  differences  in  procedure  use,  then 
the  level  of  appropriateness  of  use  and  risk-adjusted  outcomes 
should  be  the  same  as  for  white  subpopulations.  Studies  by 
Peterson  et  al,14  for  example,  demonstrate  that  this  is  not  so. 
Racial  differences  in  rates  of  coronary  artery  surgery  were 
greatest  among  those  with  most  severe  coronary  disease,  i.e., 
those  most  likely  to  benefit  from  surgery.  Rates  of  surgery 
were  also  most  different  among  patients  with  the  greatest 
extension  of  life  offered  by  the  procedures,  as  projected  by 
age,  left  ventricular  function,  and  coexisting  disease.  Finally, 
survival  rates,  after  adjusting  for  prognostic  factors,  was  lower 
for  blacks  than  for  whites.  Thus,  differences  in  procedure 
use  appear  to  represent  true  and  meaningful  underutilization. 

Finally,  sociocultural  explanations  focus  on  attitudinal 
differences  within  the  groups  of  patients  themselves  or  of 
health  care  providers  toward  the  two  groups.  Data,  on  one 
hand,  suggest  that  patterns  and  preferences  of  health  system 
use  by  blacks  differs  from  that  of  whites.  Differences  in  health 
perceptions,  reliance  on  family  and  friends,  experience  with 
and  ability  to  deal  with  certain  health  care  systems,  etc.,  be- 
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tween  societies  and  subcultures  may  directly  influence  care 
and  outcome.'5  In  the  Coronary  Artery  Surgery  Study,12  al- 
most 12%  of  whites  advised  to  pursue  medical  treatment  for 
coronary  disease  elected  surgery  instead;  only  1%  of  blacks 
choose  more  aggressive  treatment.  Blustein  and  Weitzman16 
also  reported  that  blacks  with  chest  pain  living  near  hospitals 
without  high  technology  cardiac  services  are  less  likely  than 
whites  to  travel  to  hospitals  with  these  services.  Finally, 
Whittle  et  al17  reported  that  blacks  were  less  likely  than  whites 
to  say  they  would  undergo  cardiac  surgery  if  it  were  recom- 
mended to  them  by  their  physicians  to  improve  symptoms 
and  prolong  life  than  would  whites. 

A second  and  more  noxious  form  of  sociocultural  influ- 
ence is  bias.  Racial  bias  in  health  care  remains  at  both  the 
level  of  the  system  and  the  individual  practitioner.  For  ex- 
ample, black  infant  mortality  is  higher  in  cities  with  high  lev- 
els of  racial  segregation  and  less  black  political  power. lx  At 
an  individual  level,  studies  by,  for  example,  Whaley19  and 
Finucane  and  Carresse20  have  demonstrated  that  negative  ste- 
reotypes of  blacks  do  interfere  with  clinical  decision-making 
in  mental  health  services  and  in  presentation  of  cases  by  house 
officers.  The  presence  and  impact  of  such  racial  bias  has  been 
recognized  by,  for  example,  the  American  Medical  Associa- 
tion.21 The  conclusion  that  racial  prejudice  remains  in  our 
society  is  inescapable.  That  it  impacts  medical  practice  is  thus 
not  surprising,  but  is  intrinsically  counter  to  basic  ethical  stan- 
dards of  medical  practice. 

This  discussion  leads  to  several  important  conclusions. 
First,  major  differences  in  mortality  rates  between  blacks  and 
whites  exist  in  Tennessee  as  in  the  nation  as  a whole.  Second, 
these  differences  reflect  differences  in  sociocultural  causes 
(e.g.,  the  higher  rates  of  homicide,  accident,  and  suicide  rates 
in  younger  blacks),  as  well  as  in  mortality  due  to  common 


medical  conditions  (e.g.,  high  rates  of  death  due  to  heart  dis- 
ease, malignancy,  and  cerebrovascular  disease  in  middle  aged 
blacks).  Third,  causes  of  high  mortality  rates  due  to  those 
common  medical  conditions  are  associated  with  reduced  use 
of  health  care  resources  that  is,  in  turn,  associated  with  a 
complex  mix  of  socioeconomic,  biologic,  and  sociocultural 
factors.  □ 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Record  Wins — Doctor  Loses 

J.  Kelley  Avery,  MD 


Case  Report 

A 34-year-old  woman  had 
an  elective  termination  other 
second  pregnancy  a year  be- 
fore this  visit  to  her  obstetri- 
cian. Following  the  abortion, 
she  was  given  Demulen  1/28 
to  take  for  contraception. 
She  visited  her  physician  for 
her  annual  checkup  two 
months  later,  and  his  record 
revealed  essentially  normal 
findings  with  specific  refer- 
ence to  the  documentation, 
“Breast  exam:  Without  mass 
or  discharge,  some  fibrocystic 
changes  noted.  Pap  smear 
negative.” 

A year  later,  the  patient 
presented  herself  to  her  doc- 
tor for  the  annual  examina- 
tion and,  again,  the  record 
stated,  “Breast  exam:  No 
mass  or  discharge.”  It  was  at 
this  visit  that  the  patient 
would  later  say  that  she  re- 
ported what  she  thought  was 
a lump  in  her  left  breast. 
Due  to  oligomenorrhea,  the 
Demulen  was  changed  to 
1/50  for  two  months  after 
which  she  was  to  resume  the 
regular  strength  of  1/28.  Again  the  Pap  smear  was  reported 
as  negative. 

Three  months  after  this  visit  she  referred  herself  to  a mam- 
mography service  because  of  continuing  concerns  about  the 
lump  she  thought  she  felt  in  her  left  breast.  The  mammogra- 
phy report  stated  that  there  was  a cluster  of  calcifications  at 
the  12-o’clock  position  in  the  left  breast,  which  the  radiolo- 
gist thought  were  benign  and  a repeat  was  suggested  in  six 
months.  What  was  notable  about  this  visit  to  the  mammogra- 


phy clinic  was  that  the  sign-in  form  included  the  family  his- 
tory that  an  aunt  and  a cousin  had  died  of  breast  cancer.  A 
week  later  the  mammography  report  was  given  to  the  patient 
over  the  telephone  by  the  office  staff  of  her  obstetrician. 

The  patient  returned  for  her  repeat  mammogram  six 
months  later  as  suggested  by  the  radiologist.  Again,  on  the 
sign-in  form,  the  family  history  of  breast  cancer  in  an  aunt 
and  a cousin  was  recorded.  The  mammogram  again  showed 
the  calcifications  previously  described,  but  stated  that  the 
appearance  of  the  breast  was  unchanged  and,  again,  the  radi- 
ologist thought  that  a repeat  in  six  months  was  indicated. 
The  word,  “benign,”  was  not  used  in  this  report. 

“Worried”  about  this  latest  test,  she  called  her  physician’s 
office,  and  because  the  doctor  was  not  in  the  office,  the  office 
personnel  again  tried  to  be  reassuring  about  the  report.  The 
patient  was  not  satisfied,  and  she  was  referred  by  the  office 
staff  to  the  general  surgeon  used  by  this  office  for  a consulta- 
tion. It  was  the  same  office  employee  who  gave  the  patient 
the  mammography  report  on  both  occasions,  and  the  same 
person  referred  her  to  the  surgeon. 

The  surgeon’s  examination  of  the  breast  was  recorded  in 
his  record,  “Medical  history  positive  for  cancer,  maternal  aunt 
and  maternal  cousin  died  from  breast  cancer.”  The  surgeon’s 
examination  found,  “dimpling  and  a 3-cm  mass.”  The  loca- 
tion of  the  mass  corresponded  to  the  area  of  the  calcifica- 
tions reported  by  the  mammographer.  A biopsy  was  done, 
and  the  diagnosis  of  cancer  was  confirmed.  A week  later  a 
modified  radical  mastectomy  was  done,  and  2 out  of  1 3 nodes 
were  found  positive  for  malignancy. 

The  patient  was  treated  with  the  routine  radiation  and  che- 
motherapy protocol,  and  at  three  years  after  the  operation 
she  is  clinically  free  of  disease.  A lawsuit  was  filed  charging 
the  obstetrician  with  failure  to  do  a proper  breast  examina- 
tion, failure  to  refer  for  mammography,  and  failure  to  refer  to 
a surgeon.  Three  years  after  the  surgery,  with  the  patient  ap- 
parently healthy  and  free  of  disease,  the  case  was  settled  for 
a large  sum  of  money. 

Loss  Prevention  Comments 

This  case  demonstrated  again  that  in  a swearing  contest 
between  the  patient  and  the  physician  as  to  what  was  said  or 
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, done  in  the  encounter  between  the  two,  the  physician  is  at  a 
tremendous  disadvantage  unless  the  contemporaneous  record 
i of  that  encounter  describes  it  in  some  detail.  Here  the  patient 
said  that  she  told  the  doctor  of  the  lump  she  found  in  her 
breast.  There  was  no  record  of  the  history  having  been  taken 
by  her  doctor  when  she  came  in  for  her  annual  examination. 
Supporting  evidence  for  the  lack  of  history  was  the  sign-in 
card  in  the  mammography  clinic  which,  on  both  occasions, 
recorded  the  positive  family  history  for  breast  cancer.  Sup- 
porting the  contention  that  the  defendant  physician  had  not 
done  a careful  breast  examination  was  the  consulting 
surgeon’s  finding  of  “dimpling”  and  a “3-cm  mass”  just  nine 
months  after  the  examination  in  question. 

It  is  reasonable  to  conclude  that  the  patient  was  concerned 
about  her  suspicions  of  a lump  in  her  left  breast  because  she 
referred  herself  to  the  mammography  facility.  She  did  not 
call  for  an  appointment  with  her  doctor  before  or  after  the  x- 
ray  examinations.  The  plaintiff  attorney’s  contention  was  that 
she  was  already  dissatisfied  with  her  obstetrician’s  examina- 
tions and  his  failure  to  follow  her  complaints  made  to  him 
about  her  concerns. 

Things  would  have  been  a lot  different  both  clinically  and 
legally  if  she  had  been  called  in  and  reexamined  by  her  ob- 
stetrician after  the  first  mammogram.  At  that  visit  he  could 
have  expressed  his  own  concern  for  her  apprehension,  and 
on  the  basis  of  his  examination  either  referred  her  to  the  con- 
sulting surgeon  for  his  opinion  or  followed  her  more  closely 
himself.  There  is  no  substitute  for  the  empathy  expressed  by 
the  attention  of  the  physician  to  the  concerns  of  the  patient  in 
a situation  of  this  kind. 

Although  there  were  very  credible  nationally  known  ex- 
perts in  pathology,  oncology,  and  surgery  who  were  ready  to 
support  this  physician  as  to  the  facts  that  had  the  lesion  been 
found  at  the  initial  examination  it  would  have  made  abso- 
lutely no  difference  in  the  prognosis.  They  had  further  ex- 
pressed the  opinion  that  given  the  postoperative  treatment  by 
radiation  and  chemotherapy  and  the  fact  that  three  years  later 
she  was  clinically  free  of  disease,  her  chances  of  dying  of  her 
disease  was  probably  10%  or  less. 

However,  the  plaintiff  attorney  can  buy  the  kind  of  ex- 
perts he  or  she  needs  in  cases  like  this  and  others.  Plaintiff 
attorneys  keep  careful  files  of  the  experts  who  can  and  will 
give  a contrary  opinion  to  the  testimony  of  defense  experts. 
It  is  from  this  data  base  that  their  experts  are  chosen.  It  seems 
not  to  make  much  difference  that  though  these  experts  many 
times  have  academic  affiliations  from  prestigious  institutions, 
they  have  little  hands-on  clinical  practice  and  make  a career 
out  of  testifying  for  the  plaintiff.  The  distinction  between  the 


credible  and  the  “for  hire”  experts  is  left  to  a lay  jury,  and  in 
this  case  that  was  a gamble  the  defendant  physician  was  not 
willing  to  take. 

The  lessons  to  learn  are  two.  The  first  is  to  listen  to  the 
patient’s  story  and  to  deal  with  concerns  expressed  in  words 
or  behavior.  This  patient  expressed  her  anxiety  about  her 
condition  by  going  to  the  mammographer  without  telling  her 
physician.  Once  he  knew  that,  he  would  have  been  better 
served  by  calling  her  in  for  further  consultation.  The  second 
lesson  is  to  document  carefully  the  history  and  physical  ex- 
amination. Critical  elements  of  the  history  did  not  appear  in 
the  physician’s  record,  but  first  appear  in  the  radiologist’s 
sign-in  card.  More  attention  to  the  documentation  of  the 
record  and  to  the  expressed  concerns  of  the  patient  would 
probably  have  prevented  this  lawsuit.  After  all,  that  is  what 
we  are  trained  to  do!Q 
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Retroperitoneal  Hemorrhage  After 
Cardiac  Catheterization  Causing  a 
Diagnostic  Dilemma 

Puneet  Goenka,  MD;  Muhammed  Iqbal,  MD; 

Joseph  A.  Walton,  MD;  Eapen  Thomas,  MD 


Introduction 

Since  the  advent  of  car- 
diac catheterization  as  a 
diagnostic  procedure,  pro- 
gressively more  therapeutic 
modalities  have  been  added 
to  it.  There  has  also  been  a 
parallel  increase  in  the  com- 
plications that  arise  from  femoral  artery  puncture.1,2  These 
include  hematoma,  femoral  artery  occlusion,  arteriovenous 
fistula,  and  false  aneurysm.  Retroperitoneal  hemorrhage  af- 
ter cardiac  catheterization  is  a rare  but  serious  condition3,4 
that  is  believed  to  arise  from  inadvertent  puncture  of  the  dis- 
tal iliac  artery.  The  clinical  spectrum  could  range  from  a be- 
nign limited  process  requiring  blood  transfusion  only,  to  one 
with  uncontrolled  hemorrhage  and  hypotension  requiring  an 
immediate  operation  and  associated  with  significant  morbid- 
ity.5,6 We  describe  a patient  who  developed  coffee  ground 
upper  gastrointestinal  bleeding  with  disproportionately  ex- 
cessive fall  in  his  hematocrit  after  emergency  coronary 
angioplasty.  The  real  cause  of  this  acute  blood  loss  was  rec- 
ognized to  be  retroperitoneal  hemorrhage. 

Case  Report 

A 59-year-old  white  man  with  a history  of  hypertension 
and  Prinzmetal  angina  who  entered  the  emergency  room  with 
chest  pain  was  found  to  have  acute  inferior  wall  myocardial 
infarction.  His  blood  pressure  varied  between  80  and  100 
mm  Hg  systolic.  Emergency  cardiac  catheterization  revealed 
critical  right  coronary  artery  stenosis  of  99%,  which  was 
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managed  with  intracoronary 
infusion  of  750,000  units  of 
urokinase  and  heparin.  Per- 
cutaneous transluminal  coro- 
nary angioplasty  was  done 
with  placement  of  two  J&J 
3.5-mm  stents  in  the  proxi- 
mal right  coronary  artery,  and 
an  intravenous  (IV)  infusion  of  heparin,  aspirin,  and 
ticlopidine  was  started.  The  patient’s  blood  pressure  did  not 
stabilize  after  the  procedure,  but  steadily  fell  to  approximately 
60  mm  Hg  systolic.  Considering  the  possibility  of  stent  clo- 
sure, the  coronary  angiogram  was  repeated  approximately 
nine  hours  later,  which  showed  patent  stents  and  a left  ven- 
tricular ejection  fraction  of  70%.  A Swan  Ganz  catheter  placed 
via  the  left  femoral  route  revealed  a pulmonary  artery  wedge 
pressure  of  10  mm  Hg.  A diagnosis  of  hypovolemic  hypo- 
tension was  made,  and  IV  fluids  were  administered.  At  that 
time  a small  hematoma  was  noticed  in  his  right  groin,  which 
was  managed  with  local  pressure  application. 

The  next  morning  the  patient  complained  of  poorly  local- 
ized abdominal  pain  and  vomited  dark  “bloody”  material.  A 
nasogastric  tube  was  placed,  revealing  “coffee  ground”  aspi- 
rate. He  had  no  bright  red  hematemesis,  melena,  or  hema- 
tochezia.  He  did  admit  to  taking  aspirin  and  NSAID  medica- 
tions over  the  counter  routinely.  IV  heparin  and  aspirin  were 
held  at  this  time.  His  blood  pressure  was  88  mm  Hg  systolic, 
pulse  120/min,  and  respiratory  rate  26/min.  His  abdomen  was 
distended  without  audible  bowel  sounds,  and  there  was  sig- 
nificant tenderness  in  the  right  lower  quadrant/suprapubic 
region.  By  this  time  the  hematoma  in  the  right  groin  had  re- 
ceded significantly.  Brown  guaiac-negative  stool  was  present 
on  the  examining  finger.  The  patient’s  hematocrit  had  fallen 
from  49.9%  to  3 1 .5%  in  less  than  24  hours,  and  his  PTT  was 
>150  seconds.  Abdominal  x-rays  did  not  show  free  air.  Ab- 
dominal ultrasound  showed  a distended  gallbladder  but  no 


ABSTRACT 

Emergency  coronary  angioplasty  is  being  increasingly  per- 
formed these  days.  This  procedure  may  be  associated  with 
complications.  We  report  a case  of  massive  retroperitoneal 
hemorrhage  after  coronary  angioplasty  that  posed  a diag- 
nostic dilemma. 
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other  hepatobiliary  abnormality.  The  pelvic  area  could  not 
be  evaluated  on  ultrasound  because  of  excess  gas  in  the  bowel. 
A CT  scan  of  abdomen  was  delayed  because  the  patient  would 
not  consent  to  the  procedure.  A clinical  decision  was  made 
to  defer  upper  endoscopy,  as  his  nasogastric  aspirate  cleared 
rapidly.  An  IV  infusion  of  famotidine  was  started  and  two 
units  of  packed  red  blood  cells  were  given.  He  was  carefully 
monitored  in  the  ICU.  His  vital  signs  started  to  stabilize.  As- 
pirin and  IV  heparin  therapy  was  restarted,  and  titrated  to 
keep  his  PTT  in  the  range  of  50  to  70  seconds.  The  nasogastric 
tube  aspirate  remained  clear,  and  his  hemoglobin  and  hema- 
tocrit showed  no  further  fall.  CT  scan  of  abdomen  and  pel- 
vis, done  the  next  day,  showed  a large  retroperitoneal  hema- 
toma without  groin  involvement  (Fig.l).  Without  surgical 
intervention,  during  subsequent  daily  examinations  he  con- 
tinued to  improve,  and  was  eventually  discharged. 

Discussion 

The  majority  of  complications  of  cardiac  catheterization 
or  percutaneous  transluminal  coronary  angioplasty  occur 
within  the  first  two  days.  These  include  bleeding,  false  aneu- 
rysms, arterial  and  venous  occlusions,  and  cerebral  ischemia. 
Complications  are  more  frequent  in  patients  over  55  years  of 
age,  and  occur  with  high  heparin  dosage.7  The  likelihood  of 
a vascular  injury  after  coronary  angioplasty  or  stent  place- 
ment is  significantly  higher  than  after  angiography  alone. s A 
hematoma  at  the  puncture  site  of  the  femoral  artery  is  one  of 
the  most  common  complications  seen  following  percutane- 
ous transfemoral  cardiac  catheterization.  It  can  vary  from  a 
small  bruise  at  the  puncture  site  to  a large  hematoma  dissect- 
ing into  the  retroperitoneum  that  can  cause  life-threatening 
hemorrhage.  Usually,  however,  hematomas  are  self-limiting 
and  require  no  treatment.  Serious  bleeding  is  more  likely  to 
occur  if  the  bleeding  site  is  proximal  to  the  inguinal  ligament 
and  involves  the  external  iliac  artery,  where  there  is  less  sup- 
porting tissue.  Additionally,  it  is  more  difficult  to  compress 
this  puncture  site  after  the  catheter  is  removed.  The  use  of 
streptokinase  also  greatly  increases  the  risk  of  serious  post- 
catheterization hemorrhage. 

Patients  with  retroperitoneal  hemorrhage  could  have  sig- 
nificant back,  Hank  or  suprainguinal  pain,  and  may  need  nar- 
cotic analgesics.  Pressure  on  nerves  by  an  enlarging  hema- 
toma involving  the  psoas  or  iliopsoas  muscle  can  lead  to 
neuropathies.9  The  size  of  the  hematoma  on  CT  scanning  does 
not  influence  therapy  because  decisions  regarding  the  need 
for  transfusion  or  surgery  are  based  on  the  hemodynamic 
stability  of  each  patient  and  changes  in  the  hematocrit  level.10 
Factors  that  predispose  patients  to  retroperitoneal  hemorrhage 
include  a low  platelet  count,  female  sex,  sheath  removal  pro- 
tocol, and  prolonged  elevation  of  PTT.  Among  these,  exces- 
sive anticoagulation  is  recognized  as  a very  strong  predic- 
tor.7 In  a study  by  Kent  et  al,10  all  patients  requiring  operation 


Figure  1.  CT  scan  of  abdomen  showing  massive  hemorrhagic  fluid  col- 
lection (arrows)  in  pararenal  space. 


were  found  to  have  a PTT  longer  than  150  seconds  during  j 
the  24-hour  period  before  the  procedure.  Tamponade  will 
eventually  occur  at  the  bleeding  site  if  hemorrhage  is  gradual 
and  blood  replacement  is  adequate.  Surgery  should  be  re- 
served for  the  small  subset  of  patients  with  retroperitoneal  ! 
hemorrhage  who  have  developed  hypotension  that  is  not  re- 
sponsive to  volume  resuscitation  within  the  first  four  hours 
after  catheterization.10 

In  the  case  presented,  the  patient  had  a significant  acute 
fall  in  his  hematocrit  after  emergency  angioplasty.  He  had 
“coffee  ground”  upper  gastrointestinal  bleeding  suggestive 
of  peptic  ulcer,  that  confounded  the  diagnosis.  He  also  had 
abdominal  pain,  distension,  ileus,  and  hypotension  in  asso- 
ciation with  atherosclerosis,  making  intestinal  ischemia  and / ; 
or  infarction  and  aortic  aneurysmal  leak  possible  alternative 
diagnoses.  The  CT  scan  confirmed  the  presence  of  retroperi- 
toneal bleeding.  The  case  was  managed  conservatively  as  the 
patient  started  to  stabilize  after  anticoagulation.  This  case 
emphasizes  the  importance  of  careful  examination  and  fol- 
low-up of  post-angioplasty  patients  with  symptoms  of  he- 
modynamic instability  and  increasing  anemia. □ 

References 

1 . Popma  JJ,  Sailer  LF,  Pichard  AD.  el  al:  Vascular  complications  after  balloon  and  new  device  f 
angioplasty.  Circulation  86:1569-1578,  1993. 

2.  Muller  DW.  Shamir  KJ.  Ellis  SG.  et  al:  Peripheral  vascular  complications  after  conventional  j 
and  complex  percutaneous  coronary  interventional  procedures.  Am  J Cardiol  69:63-68.  1991. 

3.  Sreeram  S.  Lumsden  AB,  Miller  JS.  et  al:  Retroperitoneal  hematoma  following  femoral  arte- 
rial catheterization:  a serious  and  often  fatal  complication.  Am  Surg  59:94-98.  1993. 

4.  Moscucci  M.  Mansour  KA.  Kent  KC.  el  al:  Peripheral  vascular  complications  of  directional  | 
coronary  atherectomy  and  stenting:  predictors,  management  and  outcome.  Am  J Cardiol  74:448-453, 
1994. 

5.  Mills  JL.  Wiedeman  JE.  Robison  JG.  et  al:  Minimizing  mortality  and  morbidity  from  iatro- 
genic arterial  injuries:  the  need  for  early  recognition  and  prompt  repair.  J Vast  Surg  4:22-27,  1986. 

6.  Illescas  FF.  Baker  ME,  McCann  R.  et  al:  CT  evaluation  of  retroperitoneal  hemorrhage  asso- 
ciated with  femoral  arteriography.  Am  J Roentgenol  146:1289-1292.  1986. 

7.  Bach  R:  Complications  after  diagnostic  cardiac  catheterization  or  balloon  dilatation.  JAMA 
271:966,  1994. 

8.  Ricci  MA,  Trevisani  GT.  Pilcher  DB:  Vascular  complications  of  cardiac  catheterization.  Am  J 
Surg  167:375-378.  1994. 

9.  Kent  KC.  Moscucci  M,  Gallagher  SG,  el  al:  Neuropathy  after  cardiac  catheterization:  inci-  I 
dence,  clinical  patterns,  and  long  term  outcome.  J Vase  Surg  19:1008-1014.  1994. 

10.  Kent  KC.  Moscucci  M.  Mansour  KA.  et  al:  Retroperitoneal  hematoma  after  cardiac  cath- 
eterization: prevalence,  risk  factors,  and  optimal  management.  J Vase  Surg  20:905-913.  1994. 


Tennessee  Medicine  ~ December,  1998 


462 


The  Journal 


Original  Contribution 

Mediastinal  Bronchogenic  Cyst: 
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Introduction 

Bronchogenic  cysts  (BC) 
of  the  mediastinum  are  an 
uncommon  but  important 
group  of  lesions  in  infancy.1 
Various  presentations  of  BC 
in  infants  and  children  have 
been  described.  We  describe 
an  unusual  case  of  asymp- 
tomatic carinal  BC  in  a pre- 
mature infant  that  developed 
communication  with  the  air- 
way by  spontaneously  ruptur- 
ing into  the  bronchus  at  8 months  of  age.  We  also  discuss 
various  diagnostic  modalities  in  this  condition. 

Case  Report 

A 29-week  gestational  age,  1 .2  kg  birth  weight,  prema- 
ture infant  was  transferred  immediately  after  birth  to  our  hos- 
pital for  respiratory  distress.  She  was  born  to  a 30-year-old 
mother  by  an  emergency  cesarean  section  for  abruptio  pla- 
'centae.  Her  Apgar  score  was  7 at  one  minute  and  8 at  five 
minutes.  She  was  treated  for  hyaline  membrane  disease,  clini- 
cal sepsis,  and  anemia  of  prematurity  for  four  weeks  in  the 
intensive  care  unit.  She  had  three  two-dimensional  echo- 
cardiograms during  her  hospital  stay,  all  of  which  showed  a 
fluid-filled  cystic  mass  (2  cm  X 2 cm)  behind  the  left  atrium 
which  did  not  compress  any  cardiac  structures  (Fig.  1 ).  There 
were  no  feeding  problems,  respiratory  distress,  or  cyanosis 
at  the  time  of  hospital  discharge.  The  chest  roentgenogram 
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revealed  normal  cardiac  size, 
clear  lungs,  and  normal  pul- 
monary vasculature  at  the 
time  of  discharge. 

A computed  tomography 
(CT)  scan  of  the  chest  with- 
out contrast  was  performed 
before  hospital  discharge  and 
was  not  helpful  in  the  diag- 
nosis of  this  cystic  mass. 
Since  she  was  small  and  as- 
ymptomatic, magnetic  reso- 
nance imaging  was  not  per- 
formed. Subsequently,  at  3 months  of  age,  a repeat 
echocardiogram  showed  an  increase  in  size  of  the  mass  (2.7 
cm  X 3.2  cm).  A barium  swallow  showed  abnormal  efface- 
ment  of  the  left  anterior  aspect  of  the  esophagus  at  the  level 
of  the  heart,  consistent  with  the  history  of  a cystic  mass  in 
the  retrocardiac  region.  Routine  chest  roentgenograms  dur- 


Figure  1.  A two-dimensional  echocardiogram  shows  a cystic  mass  (dot- 
ted lines)  behind  the  left  atrium  in  apical  four-chamber  view  at  2 weeks 
of  age. 


ABSTRACT 

A 5-year-old  girl  with  an  asymptomatic  posterior  mediastinal 
cyst  from  birth  was  followed  with  repeated  echocardiograms. 
The  cyst  developed  communication  with  the  bronchus  sponta- 
neously around  8 months  of  age  without  clinical  symptoms. 
This  was  detected  from  the  sudden  disappearance  of  the  mass 
on  echocardiogram,  and  an  unusual  air-pocket  on  chest  roent- 
genogram. Computed  tomography  (CT)  of  the  chest  confirmed 
the  diagnosis  of  communicating  bronchogenic  cyst  (BC).  She 
was  treated  successfully  with  complete  surgical  excision  of  the 
cyst  and  closure  of  the  defect  in  the  bronchus.  We  emphasize 
that  surgery  is  indicated  in  all  mediastinal  BCs  because  of 
potential  complications. 
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Figure  2.  Posteroanterior  and  lateral  chest  roentgenogram  shows  an 
unusual  air-pocket  in  the  subcarinal  region  at  8 months  of  age. 


ing  an  office  visit  at  8 months  of  age  showed  an  unusual  air 
pocket  in  the  subcarinal  region  (Fig.  2).  Two  subsequent  two- 
dimensional  echocardiograms  done  at  the  age  of  21  months 
and  60  months  showed  no  evidence  of  the  fluid-filled  cystic 
mass  behind  the  left  atrium  as  seen  in  the  newborn  period.  A 
nuclear  lung  ventilation  scan  performed  with  Xenon- 133  at 
5 years  of  age  showed  no  Xenon  trapped  in  the  lungs  or  cyst. 
A repeat  CT  scan  of  the  chest  without  contrast  showed  an  air 
filled  cyst  that  increased  on  inspiration  and  decreased  on  ex- 
piration (Fig.  3).  Exploratory  thoracotomy  revealed  a cyst  in 
the  posterior  mediastinum,  anterior  to  the  esophagus.  The 
cyst  had  a common  wall  communication  with  the  left  main 
stem  bronchus  and  extending  onto  the  lower  lobe  bronchus. 
The  cyst  was  transected,  leaving  an  open  wall  in  the  bronchus. 
The  defect  in  the  bronchus  was  then  closed  with  sutures.  On 
microscopic  examination,  the  cyst  showed  ciliary  epithelial 
lining,  lymphoid  tissue,  and  cartilage  consistent  with  BC. 

Discussion 

BC,  a relatively  uncommon  congenital  lesion,  accounts 
for  approximately  10%  of  all  mediastinal  masses  in  children. 
Its  exact  embryogenesis  is  not  known,  but  it  is  postulated 
that  it  is  a developmental  anomaly  of  the  ventral  foregut  result- 
ing from  an  abnormal  budding  of  the  tracheobronchial  tree 
during  airway  development.  Depending  on  the  timing  of  this 
process,  cysts  can  be  situated  either  within  the  mediastinum, 
frequently  in  the  carina,  or  within  the  lung  parenchyma.2  The 
cysts  are  usually  thin  walled  and  contain  mucoid  material,  or 
purulent  material  if  infected.  In  contrast  to  adults,  children 
are  usually  symptomatic,  with  mild  to  unpredictable  severe 
respiratory  symptoms.  Therefore,  surgery  is  considered  the 
treatment  of  choice  even  in  asymptomatic  children. 

The  preoperative  diagnosis  of  carinal  BC  in  infants  has 
remained  extremely  difficult.  Evaluation  often  begins  with  a 
chest  roentgenogram  and  barium  swallow  study,  which  are 


Figure  3.  CT  of  the  chest  shows  an  air-filled  cyst  in  the  subcarinal  region 
that  increased  on  inspiration  and  decreased  on  expiration  in  the  same 
patient  at  5 years  of  age. 


not  diagnostic  in  the  majority  of  children  with  BC.3  Ultra- 
sound/two-dimensional echocardiography  of  the  chest  is 
probably  the  best  noninvasive  test  that  can  easily  identify  a 
fluid-filled  subcarinal  cyst,  as  in  our  case.  It  is  particularly 
easy  in  infants  whose  chest  wall  is  thin.4  CT  scan  of  the  chest 
with  contrast  is  the  second  most  important  diagnostic  test  for 
carinal  BC.3  CT  scan  provides  optimal  demonstration  of  cyst 
location,  size,  morphology,  and  contents.  In  our  patient, 
change  in  the  size  of  the  cyst  with  respiration  by  CT  scan 
was  confirmatory  of  communicating  BC.  Magnetic  resonance 
imaging  of  the  chest  is  difficult  to  perform  in  young  infants 
and  may  not  add  any  new  information.  Although  bronchog-' 
raphy  and  bronchoscopy  have  been  used  for  the  diagnosis  of 
BC,  bronchoscopy  is  an  invasive  procedure,  and  can  be  dan- 
gerous in  an  infant  with  compromised  airway. 

Various  complications  of  BC  have  been  reported,  such  as 
infection,  hemorrhage,  and  fistula  formation  with  the  bron- 
chial tree.6 

Communication  between  a mediastinal  BC  and  the  tra- 
cheobronchial tree  is  rare.  There  have  been  two  case  reports 
of  unusual  CT  appearance  of  air-filled  cysts  demonstrating 
communication  with  the  airway  in  adults.7-8  Similarly,  com- 
municating BC  is  also  reported  in  two  infants  with  respira- 
tory distress  symptoms.1,9  We  believe  this  to  be  the  first  case 
report  of  a premature  infant  who  had  an  asymptomatic  BC 
that  spontaneously  ruptured  into  the  bronchus.  This  could 
probably  have  been  due  to  increased  intraluminal  pressure. 
This  is  an  example  of  a noncommunicating  BC  that  gradu- 
ally enlarged  and  ruptured  into  the  bronchus  without  any 
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symptoms.  This  case  also  emphasizes  that  irrespective  of 
symptoms,  all  mediastinal  BC  in  children  should  be  removed. 
Since  there  are  no  reports  of  communicating  BC  in  the  new- 
born period,  we  believe  that  all  communicating  BC  result  from 
spontaneous  rupture  rather  than  congenital  communication. □ 
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Another  Emerging  Infection 

William  L.  Moore  Jr.,  MD 


The  causes  of  peptic  ulcer  disease  (PUD)  were  unknown 
for  many  years.  In  fact,  little  was  known  about  the  disease 
before  the  19th  century.  Stress  and  dietary  factors  were 
thought  to  be  major  pathogenetic  factors,  and  it  was  not  until 
1983  that  epidemiologic  studies  established  Helicobacter 
pylori  as  a major  etiologic  factor  in  PUD. 1-4  Nevertheless,  as 
recently  as  1988,  the  American  College  of  Physician  Medi- 
cal Knowledge  Self  Assessment  Program  Gastroenterology 
syllabus  made  no  reference  to  H.  Pylori  in  the  section  on 
ulcer  disease.5  By  1996,  though  90%  of  physicians  respond- 
ing to  a survey  were  aware  of  the  etiologic  role  of  H.  py- 
lori,2* in  a 1997  survey  of  U.S.  citizens,  most  believed  that 
ulcers  were  caused  by  stress  (60%)  and  dietary  factors  (17%). 
Fewer  than  one-third  were  aware  of  the  association  between 
H.  pylori  and  ulcers.2-5 

The  natural  history  of  PUD  of  the  stomach  and  duode- 
num is  extremely  varied.  An  estimated  25  million  Ameri- 
cans, roughly  10%  of  the  population,  suffer  from  PUD  at 
some  time  in  their  lives,2  and  some  500,000  to  850,000  new 
cases  occur  annually.  The  majority  of  these  lesions  heal  with 
adequate  therapy,  but  many  recur  or  become  chronic.  PUD  is 
the  primary  reported  cause  of  death  in  6,500  persons  in  the 
United  States  each  year.5  Serious  complications,  viz,  pen- 
etration, perforation  and  hemorrhage,  are  not  predictable  in 
the  individual  patient,  but  are  more  likely  to  occur  when  pa- 
tients are  noncompliant  or  refractory  to  therapy. 

An  estimated  $6  billion  of  direct  and  indirect  costs  of  PUD 
is  incurred  in  the  United  States  annually.5  Continued  use  of 
tobacco  is  clearly  a risk  factor  for  complications  and  the  need 
for  surgical  intervention.  Chronic  corticosteroid  therapy  may 
play  an  etiologic  role  in  ulcer  development  and  is  associated 
with  greater  risk  of  perforation  and  hemorrhage.  Although 
H.  pylori  infection  accounts  for  the  vast  majority  of  PUD 
cases,  use  of  non-steroidal  anti-inflammatory  agents  and  the 
existence  of  hypersecretory  conditions  such  as  Zollinger- 
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Ellison  syndrome  and  Crohn’s  disease  must  be  considered  in 
the  differential  diagnosis.6 

Although  PUD  is  occasionally  seen  in  the  first  decade  of 
life,  it  most  often  occurs  in  the  third  and  fourth  decades.  While 
H.  pylori  is  necessary  for  ulcer  development  in  the  vast  ma- 
jority of  cases,  it  is  not  sufficient  of  itself  and  requires  the 
proper  physiologic  milieu.  The  rate  of  acid  secretion  by  the 
gastric  mucosa  under  the  influence  of  gastrin,  pepsin  and 
somatostatin,  along  with  secretion  of  protective  mucus,  are 
essential  components  of  the  pathogenesis  of  ulcers.7  It  is  un- 
clear why  relatively  few  persons  infected  with  H.  pylori  de- 
velop PUD,  but  phenotypic  and  genotypic  characteristics  of 
the  organism  along  with  host  susceptibility  are  undoubtedly 
important  factors.7 

Ulcer  symptoms  are  variable,  consisting  of  epigastric  pain 
described  as  sharp  or  dull,  burning,  gnawing,  aching  or  bor- 
ing, pressure  or  fullness,  and  hunger  sensation.  It  may  radi- 
ate to  the  back  or  retrosternal  area.  Symptoms  may  begin 
soon  after  eating,  may  be  delayed  for  two  to  three  hours,  or 
may  awaken  the  sufferer  in  the  early  hours  of  the  morning. 
Tobacco  and  coffee  increase  the  frequency  and  the  intensity 
of  distress.  The  symptoms  may  last  minutes  to  hours,  and 
may  be  relieved  by  food  or  antacids.  They  are  not  sufficiently 
specific,  however,  to  distinguish  PUD  from  other  acid-related 
disorders  (ARD),  such  as  dyspepsia,  gastritis,  or  gastroesoph- 
ageal reflux  disease. 

Single  or  double  barium  contrast  examination  of  the  up- 
per GI  tract  is  a frequently  employed  diagnostic  procedure 
for  PUD.  Endoscopy  becomes  necessary  when  radiographic 
procedures  yield  equivocal  results.  Endoscopy  allows  direct 
visualization  and  the  opportunity  to  biopsy  observed  lesions, 
but  it  substantially  increases  costs  and  carries  a risk  of  com- 
plications. In  many  cases  noninvasive  diagnostic  tests  may 
be  preferable,8-9  such  as  blood  tests  and  breath  tests  described 
below. 

Other  illnesses  caused  by  H.  pylori  will  not  be  dealt  with 
here  is  detail.  These  include  chronic,  persistent  gastritis,  which 
may  lead  to  atrophic  gastritis  and  gastric  cancer,  and  mu- 
cosal-associated, lymphoid-type  lymphoma.  There  is  some 
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suggestion  that  H.  pylori  infection  may  offer  protection 
against  gastroesophageal  reflux  disease  and  reduce  the  inci- 
dence of  adenocarcinoma  of  the  esophagus  and  of  the  cardia 
of  the  stomach.10 

It  is  estimated  that  two-thirds  of  the  world’s  population  is 
infected  with  H.  pylori.1112  If  so,  it  is  the  most  common  in- 
fection in  the  world.  It  is  much  more  prevalent  in  the  devel- 
oping countries  than  the  developed  nations.  In  underdevel- 
oped countries,  infection  occurs  at  a younger  age,  which  may 
account  for  the  higher  incidence  of  gastric  cancer  in  those 
areas.1314  While  transmission  of  H.  pylori  is  fecal-oral  or  oral- 
oral,  the  method  of  spread  is  incompletely  understood.  Poor 
sanitation,  crowded  living  conditions,  and  adverse  socioeco- 
nomic factors  clearly  play  a role  in  transmission.1315 

H.  pylori  infection  can  be  found  in  30%  to  50%  of  asymp- 
tomatic controls,7  though  almost  all  will  have  histologic  evi- 
dence of  chronic  antral  gastritis.  Given  that  90%  or  more  of 
patients  with  PUD  will  be  infected  with  H.  pylori,  there  is 
some  controversy  about  the  need  to  clearly  establish  the  pres- 
ence of  infection.4  Failure  to  establish  H.  pylori  infection  by 
at  least  two  diagnostic  methods  requires  a search  for  another 
cause  of  PUD.  Identification  of  the  organism  in  biopsy  speci- 
mens by  a rapid  urease  test  and  histology  has  greater  sensi- 
tivity and  positive  predictive  value  than  culture.46  Blood  tests 
using  the  serum  IgG  antibody  response  have  a level  of  sensi- 
tivity and  specificity  that  approaches  90%  or  higher.  Titers 
remain  elevated  indefinitely,  so  this  cannot  be  used  to  evalu- 
ate response  to  therapy.  Breath  tests  based  on  oral  adminis- 
tration of  C,3or  C|4  labeled  urea,  which  is  rapidly  metabo- 
lized by  H.  pylori,  enables  one  to  detect  the  isotopic  label  in 
patients’  expired  CO,.4-6 

. Once  the  presence  of  H.  pylori  in  a patient  with  PUD  has 
been  established,  a combination  of  antibiotic,  antisecretory, 
and  antacid  treatment  is  indicated,  whether  or  not  the  infec- 
tion is  initial  or  recurrent.  There  are  currently  five  FDA-ap- 
proved  treatment  options  that  enjoy  70%  to  90%  response 
rates  (Table  1).  If  compliance  with  the  chosen  full  therapeu- 
tic regimen  results  in  treatment  failure,  every  effort  should 
be  made  to  isolate  the  organism  so  antimicrobial  susceptibil- 
ity tests  can  be  performed  and  treatment  tailored  to  the  re- 
sults of  those  tests. 

Eradication  of  H.  pylori  in  the  treatment  of  PUD  reduces 
the  recurrence  rate,  which  may  be  as  much  as  80%  within 
one  year  following  antacid  and  antisecretory  therapy,  to  less 
than  10%.4This  should  reduce  morbidity,  costs  related  to  re- 


TABLE  1 

TREATMENT  OPTIONS  FOR  H.  PYLORI 

1.  Omeprazole  40  mg  QD  + Clarithromycin  500  mg  TID  X 2 weeks,  then 
Omeprazole  20  mg  QD  X 2 weeks 

2.  Ranitidine  bismuth  citrate  (RBC)  400  mg  BID  + Clarithromycin  500  mg 
TID  X 2 weeks  then  RBC  400  mg  BID  X 2 weeks 

3.  Bismuth  subsalicylate  525  mg  QID  + Metronidazole  250  mg  QID  + 
Tetracycline  500  mg  QID*  X 2 weeks  + H2  receptor  antagonist  therapy 
as  directed  X 4 weeks+ 

4.  Lansoprazole  30  mg  BID  + Amoxicillin  1 gm  BID  + Clarithromycin  500 
mg  BID  X 14  days 

5.  Lansoprazole  30  mg  TID  + Amoxicillin  1 gm  TID  X 14  days** 


* Although  not  FDA  approved,  amoxicillin  has  been  substituted  for  patients 
in  whom  tetracycline  is  not  recommended. 

**  This  dual  therapy  regimen  has  restrictive  labeling.  It  is  indicated  for  patients 
who  are  either  allergic  or  intolerant  to  clarithromycin  or  for  infections  with 
known  or  suspected  resistance  to  clarithromycin. 

peated  or  long-term  antacid/antisecretory  therapy,  and  cost 
related  to  lost  productivity  and  hospitalizations.  There  is  some 
evidence  that  treatment  of  H.  pylori  increases  the  risk  of  atro- 
phic gastritis.16  Further  studies  are  needed  to  quantitatively 
assess  improvement  in  health  and  the  cost-benefit  ratio  of 
aggressive  treatment  of  all  H.  pylori  infection,  particularly  in 
the  asymptomatic  patient.  nO 
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Vanderbilt  Morning  Report 

Acute  Hepatitis  C 


Case  Report 

A 36-year-old  white  man  with  a history  of  a seizure  disor- 
der and  peptic  ulcer  was  admitted  to  Vanderbilt  Hospital  for 
further  evaluation  and  treatment  of  jaundice.  The  patient  had 
been  in  his  usual  good  health  until  two  days  earlier  when  he 
began  to  have  nausea  and  vomiting,  shortly  after  which  right 
upper  quadrant  pain  as  well  as  mid-afternoon  diaphoresis  and 
general  malaise  began.  On  the  day  of  admission,  he  noticed 
jaundice  that  began  in  his  eyes  and  progressed  to  his  face  and 
trunk.  He  denied  alcohol  use,  and  his  only  medication  was 
carbamazepine.  He  occasionally  used  enteric-coated  aspirin, 
but  denied  use  of  hepatotoxic  agents,  including  acetami- 
nophen. He  had  no  history  of  blood  transfusions,  intrave- 
nous drug  use,  or  sexual  promiscuity.  He  had  not  recently 
traveled,  and  had  no  tick  exposure. 

Physical  examination  revealed  a well-developed  and  nour- 
ished jaundiced  man  in  no  acute  distress.  His  temperature 
was  97.7°F,  pulse  86/min,  blood  pressure  140/63  mm  Hg, 
and  respiratory  rate  18/min.  There  was  marked  icterus  in- 
volving the  sclera,  buccal  mucosa,  and  skin  of  the  face  and 
trunk.  His  abdomen  was  soft  and  non-distended,  with  nor- 
mal bowel  sounds.  He  had  no  evidence  of  hepatosplenom- 
egaly  but  had  right  upper  quadrant  tenderness.  The  rest  of  his 
physical  examination  was  normal,  including  no  evidence  of 
palmar  erythema,  gynecomastia,  spider  angiomata,  asterixis, 
or  caput  medusae. 

Pertinent  laboratory  findings  included  a normal  CBC  with 
differential  and  chem  7.  His  total  bilirubin  was  6.9  mg/dl 
(normal  0.2- 1 .2)  of  which  6.2  mg/dl  was  conjugated.  His  liver 
panel  revealed  SGPT  1 ,280  IU/L  (normal  4-40),  SGOT  1,172 
IU/L  (normal  4-40),  GGT  655  IU/L  (normal  2-40),  alkaline 
phosphatase  205  IU/L  (normal  40-110),  LDH  1,228  IU/L 
(normal  310-620),  and  albumin  3.6  mg/dl  (normal  3. 5-5.0). 
Urine  drug  screen  was  negative,  as  were  cultures  of  urine 
and  blood.  An  admission  abdominal  ultrasound  to  rule  out 
hepatobiliary  obstruction  was  normal.  Carbamazepine  medi- 
cation was  discontinued.  To  evaluate  the  possibility  of  a viral 
etiology  for  his  elevated  liver  enzymes,  serologic  studies  for 
Epstein-Barr  virus  (EBV),  cytomegalovirus  (CMV),  and  hepa- 
titis A,  B.  and  C were  obtained.  Those  for  CMV  and  EBV,  and 
for  hepatitis  A and  B were  negative.  The  ELISA  test  for  hepa- 
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titis  C was  strongly  positive,  however,  and  the  result  was  con- 
firmed by  PCR.  Interestingly,  hepatitis  C ELISA  performed 
on  a sample  of  serum  obtained  from  this  patient  two  months 
earlier  that  had  been  stored  at  Vanderbilt  was  negative. 

Upon  further  questioning,  the  patient  recalled  that  approxi- 
mately six  weeks  prior  to  admission  he  had  been  working  on 
the  floor  in  the  laboratory  of  the  emergency  department  of  a 
local  hospital.  He  had  used  his  bare  hands  to  remove  floor- 
ing, and  had  also  handled  many  potentially  contaminated  ma- 
terials. Based  on  the  time  course  of  his  disease  as  well  as  the 
lack  of  any  other  exposure  history,  it  is  probable  that  this  is 
when  he  contracted  the  virus.  The  patient  was  referred  to  a 
hepatologist,  who  planned  to  initiate  alpha-interferon  therapy 
as  soon  as  possible. 

Discussion 

Hepatitis  C,  formerly  referred  to  as  non-A,  non-B  hepati- 
tis, first  gained  recognition  in  the  1970s,  when  serologic  tests 
for  hepatitis  A and  B became  available.  Since  that  time,  many 
cases  have  been  described,  the  majority  resulting  from  trans- 
fusion of  contaminated  blood  products.  Other  modes  of  trans- 
mission include  intravenous  drug  abuse,  tattoo  needles,  in- 
fected organ  transplants,  intravenous  immune  globulin,  and 
occupational  exposure  of  health  care  workers.  Approximately 
40%  of  cases,  however,  have  no  obvious  source,  although 
vertical  transmission  has  been  implicated  in  a significant 
number  of  them.1  Risk  of  sexual  transmission  appears  to  be 
relatively  low,  and  is  associated  with  factors  such  as  years  of 
potential  exposure,  viral  load  of  the  infected  partner,  and  the 
facilitation  of  transmission  by  co-infection  with  other  organ- 
isms, such  as  HIV.1 

The  causative  agent  of  hepatitis  C is  an  RNA  virus,  struc- 
turally classified  as  a flavivirus.  Multiple  genotypes  of  hepa- 
titis C exist,  each  with  a potentially  different  clinical  course 
and  response  to  therapy.1  Following  entry  into  an  acceptable 
host,  the  virus  rapidly  mutates  to  form  a conglomerate  of 
various  genotypes  within  the  patient,  which  can  cause  two 
types  of  pathologic  lesions  in  the  liver,  either  lobular  or  in- 
volving the  portal  tract.  The  lobular  changes  indicate  wide- 
spread liver  damage,  whereas  portal  tract  changes  consist  of 
nodular  aggregates  of  lymphocytes  with  germinal  centers  as 
well  as  bile  duct  lesions.1  Early  lesions  can  progress  as  the 
disease  becomes  chronic,  and  may  lead  to  liver  failure,  cir- 
rhosis, and/or  hepatocellular  carcinoma. 

The  incubation  period  of  hepatitis  C is  classically  five  to 
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eight  weeks.  Symptoms  are  usually  mild  and  consist  of  nau- 
sea, vomiting,  and  malaise.  Right  upper  quadrant  pain,  pruri- 
tus, myalgias,  diarrhea,  and  fever  are  less  common;  fewer  than 
30%  of  patients  become  jaundiced.1  Thus,  the  majority  of  cases 
go  undetected  and  become  evident  only  after  chronic  infec- 
tion produces  detectable  liver  damage.  Approximately  70%  of 
patients  with  acute  hepatitis  C will  develop  chronic  infection. 

Several  laboratory  tests  have  been  developed  to  aid  in  the 
diagnosis  of  hepatitis  C.  The  ELISA  test  is  most  widely  used 
but  has  a sensitivity  of  only  approximately  85%.  A second 
generation  ELISA  is  available  with  a sensitivity  of  90%  to 
93%  and  a specificity  of  99%.  The  best  available  test  is  re- 
verse transcriptase  PCR.  This  assay  not  only  has  high  sensi- 
tivity and  specificity  but  also  allows  detection  of  virus  within 
days  of  infection.1 

Despite  the  prevalence  of  hepatitis  C,  its  treatment  is  some- 
what controversial.  Alpha-interferon  is  currently  the  only 
proven  effective  treatment.  It  has  been  shown  to  prevent  infec- 
tion of  susceptible  cells  as  well  as  reduce  viral  replication. 
Multiple  studies  of  the  effectiveness  of  alpha-interferon  have 
shown  varying  results,  depending  on  duration  of  treatment, 


dose  of  interferon,  and  degree  of  liver  injury  at  the  start  of 
treatment.  In  patients  with  acute  hepatitis  C,  interferon  may 
reduce  the  frequency  of  progression  to  chronic  hepatitis  C by 
as  much  as  39%, 2 but  its  beneficial  effect  in  patients  with 
chronic  hepatitis  C is  less  clear-cut,  and  relapse  is  common. 

Another  potential  treatment  option  is  ribavirin,  a nucleo- 
side analog  with  in  vitro  activity  against  multiple  RNA  and 
DNA  viruses  in  vitro.  Ribavirin  is  believed  to  act  by  inhibit- 
ing inflammatory  cytokines  induced  by  the  infection,  and 
appears  to  act  synergistically  with  interferon.1 

Although  treatment  with  alpha-interferon  and/or  ribavirin 
appears  promising,  there  is  still  a substantial  number  of  pa- 
tients who  do  not  respond.  Thus,  given  the  prevalence  and 
serious  implications  of  infection  with  hepatitis  C,  research- 
ers are  avidly  investigating  alternative  treatments  for  hepati- 
tis C.  However,  primary  prevention  likely  holds  the  key  to 
curbing  the  hepatitis  C epidemic. 
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A Non-Insulin  Dependent  Diabetic 
Man  With  Metabolic  Acidosis 


Case  Report 

A 75-year-old  man  with  type  II  diabetes  came  to  the 
Vanderbilt  University  emergency  department  with  a five-day 
history  of  fever,  nausea,  and  vomiting.  One  day  earlier  his 
primary  care  physician  had  diagnosed  a urinary  tract  infec- 
tion, and  started  treatment  with  a fluoroquinolone  antibiotic. 
Nonetheless,  he  continued  to  experience  increased  weakness, 
polydipsia,  and  diminishing  urine  output.  He  had  a history 
of  coronary  artery  disease  with  bypass  grafting  in  1991,  and 
also  had  atrial  fibrillation,  hypertension,  and  degenerative  joint 
disease.  His  medicines  included  metformin  850  mg  three  times 
a day,  verapamil  240  mg/day,  coumadin  5 mg  at  bedtime,  and 
furosemide  80  mg/day.  The  patient  worked  as  a corporate 
executive.  He  used  alcohol  in  moderation  and  did  not  smoke. 
Physical  examination  revealed  an  ill-appearing,  moderately 
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obese  man  with  no  odor  of  ketones  on  his  breath.  His  tem- 
perature was  98°F,  blood  pressure  108/78  mm  Hg,  pulse  86/ 
min,  and  respiratory  rate  16/min.  Mucous  membranes  were 
dry.  He  had  an  irregular  heartbeat  with  a grade  2/6  systolic 
ejection  murmur.  His  lungs  were  clear  bilaterally  and  his 
abdominal  examination  was  unremarkable.  He  was  neuro- 
logically  intact.  Pulses  were  1+  bilaterally;  his  extremities 
were  mottled,  and  without  rashes  or  evidence  of  trauma. 

Laboratory  studies  included  an  arterial  blood  gas  analysis 
which  showed  a pH  of  6.98  (normal  7.35  to  7.45),  Pco,  44  mm 
Hg  (normal  35  to  45),  and  Po,  72  mm  Hg  (normal  80  to  100). 
His  sodium  was  124  mEq/L  (normal  135  to  145),  potassium 
7. 1 mEq/L  (normal  3.5  to  5),  chloride  90  mEq/L  (normal  95  to 
105),  and  bicarbonate  9 mEq/L  (normal  23  to  30).  His  blood 
urea  nitrogen  was  82  mg/dl  (normal  5 to  25)  and  creatinine  was 
5.7  mg/dl  (normal  0.7  to  1 .5).  His  serum  glucose  was  543  mg/ 
dl  (normal  70  to  1 10).  Serum  osmolality  was  330  mosm/kg 
(normal  285  to  295).  His  lactic  acid  level  was  9. 1 mEq/L  (nor- 
mal 0.7  to  2.1).  Hemogram  revealed  a WBC  count  of  34,000/ 
cu  mm  (normal  5,000  to  10,000),  and  a hematocrit  of  57% 
(normal  37  to  43)  without  a left  shift.  Cultures  of  blood  and 
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urine  were  negative.  Of  note,  he  had  no  serum  or  urine  ketones. 

The  patient  was  admitted  to  the  medical  intensive  care  unit 
and  was  treated  with  insulin  infusion,  sodium  bicarbonate, 
and  aggressive  hydration  with  normal  saline.  A Foley  cath- 
eter was  placed  with  no  measurable  return  of  urine.  The  pa- 
tient became  increasingly  tachypneic  and  required  mechani- 
cal ventilation,  although  he  remained  hemodynamically  stable, 
requiring  no  vasopressors. 

Despite  aggressive  hydration,  the  patient  remained  oliguric 
and  hyperkalemic.  After  hemodialysis  was  initiated,  the  pa- 
tient had  a spontaneous  and  brisk  diuresis  with  return  to  nor- 
mal of  his  electrolytes  and  of  his  creatinine  to  its  baseline 
value  of  1 .2  mg/dl.  He  was  extubated  within  two  days  of  admis- 
sion, made  an  uneventful  recovery,  and  was  discharged  home. 

Discussion 

This  is  a case  of  severe  lactic  acidosis  secondary  to 
metformin  therapy.  Metformin  (dimethylbiguanide)  is  a com- 
monly used  hypoglycemic  agent  that  increases  insulin  sensi- 
tivity in  peripheral  tissues.  It  also  decreases  hepatic  glucose 
output.  An  important  side  effect  of  metformin  therapy  is  in- 
creased serum  lactate  levels,  which  likely  occurs  because 
metformin  enhances  conversion  of  glucose  to  lactate  in  the 


intestinal  mucosa.1 

The  incidence  of  metformin-associated  lactic  acidosis  is 
approximately  0.03  per  1 ,000  person  years,2  with  a mortality 
of  up  to  50%. 1 Risks  for  developing  lactic  acidosis  with 
metformin  include  renal  insufficiency,  defined  as  a serum 
creatinine  of  1 .5  mg/dl  or  greater;  concomitant  radiographic 
studies  using  iodinated  contrast  materials;  and  a history  of 
acute  or  chronic  metabolic  acidosis.3 

Depending  on  its  severity,  lactic  acidosis  secondary  to 
metformin  should  be  treated  with  fluids  and  bicarbonate. 
Hemodialysis  may  also  be  necessary  to  remove  both  lactate 
and  metformin. 

In  summary,  metformin-induced  lactic  acidosis  should  be 
considered  and  treated  aggressively  in  patients  with  acidosis 
with  a history  of  type  II  diabetes  who  are  receiving  oral 
hypoglycemics.  It  is  important  to  note  that  diabetic  keto- 
acidosis is  rare  in  type  II  diabetes  and,  thus,  other  causes  should 
be  considered  when  these  patients  are  found  to  be  acidotic.O 
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Thanks  to  the  Tennessee  Consultation  Center  (TCC),  a physician-to-physician  consultation  with  a medical  or  dental 
professional  is  right  at  your  fingertips.  All  you  have  to  do  is  choose  The  University  of  Tennessee  Medical  Center 
physician  or  dentist  with  whom  you  wish  to  speak  from  the  TCC  Directory  of  Consultants.  Dial  1-800-442-8862, 
give  the  TCC  operator  your  name,  location  and  phone  number,  and  you  will  be  connected  with  the  colleague  or  service 
you  have  requested. 

In  addition  to  professional  consultation,  you  can  use  the  TCC  to  obtain  laboratory  results,  patient  information  and 

information  on  continuing  medical  and  dental  education  programs.  . . , , , 

And  there’s  no  charge  for  these  services. . .or  for  the  call.  ^ p” 

Call  TCC  now  for  consultation  or  to  receive  your  free  copy  of  the  TCC  Directory 
of  Consultants.  „ ^ “ 

Tennessee  Consultation  Center 


1-800-442-8862 


THE  UNIVERSITY  OF  TENNESSEE 
MEDICAL  CENTER  AT  KNOXVILLE 


The  University  of  Tennessee  Medical  Center  at  Knoxville  is  comprised  of  University  Memorial  Hospital 
and  the  Graduate  School  of  Medicine  Together,  these  entities  embody  the  Medical  Center's  philosophy 
and  mission  through  the  spirit  of  exploration,  the  passion  for  teaching  and  the  compassion  to  restore 
The  University  of  Tennessee  is  an  EEO  AA  Title  IX  Section  504  ADA  employer 


News  and  Views 


TMA  Alliance  Report 


The  New  Coffee  County  Medical  Alliance 

The  Coffee  County  Tennessee  Medical  Association  Alliance 
was  established  in  November,  1997.  An  initial  interest  meeting 
was  held  at  the  home  of  Marcia  Young,  Middle  Region  Vice- 
President,  and  it  was  determined  that  a physician’s  spouses’  al- 
liance was  needed  in  our  area.  We  believed  this  would  bring 
unity  among  the  physicians, while  at  the  same  time  benefitting 
the  people  of  Coffee  County.  During  the  first  few  meetings, 
bylaws  were  written  and  a board  was  elected. 

We  have  had  a very  successful  first  year!  In  December,  we 
decorated  a “Toys  For  Tots”  angel  Christmas  tree  at  Harton 
Regional  Medical  Center.  The  Alliance  donated  toys  to  over 
1 00  needy  families.  In  the  spring,  we  held  a yard  sale  with  items 
given  by  the  Alliance  members.  Proceeds  from  the  sale  helped 
to  raise  money  for  two  college  scholarships.  Since  we  have  got- 
ten such  a great  response,  we  have  decided  to  adopt  these  as  our 
yearly  core  projects.  Also,  at  each  of  our  monthly  meetings,  we 
collect  supplies  for  local  charity  organizations. 

Our  future  plans  include  a Christmas  silent  auction  and  lun- 
cheon, with  contributions  benefiting  our  high  school  project 
graduation.  We  also  plan  to  work  at  a fund-raiser  for  the  Hands- 
On-Science  Center,  and  Horse  Play,  a handicapped  children’s 
organization.  This  year  during  Doctors’  Day  we  will  be  award- 
ing a physician’s  bag  and  hosting  a dessert  buffet  as  our  way  of 
thanking  them  for  a job  well  done. 

We  are  extremely  excited  about  our  new  Alliance,  and  our 
growing  membership.  We  are  thankful  for  the  help  and  support 
of  the  TMAA,  and  are  looking  forward  to  our  bright  future! 

Tokeii  Ordiway 

Coffee  County  Alliance  President 


Letters  to  the  Editor 


Patients'  Bill  of  Rights 

To  the  Editor: 

A recent  editorial  in  Tennessee  Medicine  (91:338-340,  Sept 
1998)  criticized  my  sponsorship  of  the  Patients’  Bill  of  Rights. 
I write  to  explain  my  support  for  this  much-needed  legislation. 

As  the  only  physician  in  the  U.S.  Senate,  I am  trying  to  em- 
power the  doctor-patient  team  to  make  health  care  decisions. 
HMOs  should  not  be  practicing  medicine,  and  I want  to  prevent 
them  from  interfering.  At  the  same  time,  as  a Senator,  I must  be 
careful  that  in  doing  so  we  do  not  fall  victim  to  unintended  con- 
sequences, including  millions  of  people  losing  their  health  in- 
surance or  getting  Congress  into  the  practice  of  medicine.  No 
physician  should  find  this  goal  objectionable. 

Nevertheless,  Dr.  Thomison  criticized  my  bill  because  of  his 
belief  that  it  somehow  immunizes  HMOs  from  lawsuits.  To  start 
with,  let’s  set  the  record  straight:  HMOs  can  already  be  sued 
for  medical  malpractice  under  the  legal  principle  of  “vicarious 
liability.”  My  bill  does  nothing  to  change  that.  The  dispute  that 


I have  with  Senator  Kennedy’s  competing  bill  is  not  whether 
HMOs  should  be  liable  for  medical  malpractice,  but  goes  to  a j 
different  question:  How  do  we  resolve  disputes  over  whether  a | 
health  plan  covers  a particular  service  that  a patient  needs? 

My  answer  is  simple:  Create  a quick  internal  and  indepen-  J 
dent  external  appeal  procedure  if  the  HMO  denies  coverage. 
You  and  your  patient  should  be  allowed  to  pick  up  the  phone  ! 
and  talk  to  someone  at  the  HMO  to  make  the  case  for  covering 
the  needed  procedure.  If  that  is  not  successful,  you  and  your  I 
patient  should  be  able  to  call  an  independent  medical  expert — 
not  some  insurance  bureaucrat,  but  another  practitioner — and  ■ 
let  that  person  decide  whether  the  health  plan  must  cover  the  | 
treatment.  The  independent  medical  expert’s  decision  would  be 
binding  on  the  HMO,  but  the  patient  could  still  pursue  any  other 
current  remedies.  In  urgent  situations,  this  entire  procedure  can  | 
take  place  very  quickly — no  more  than  72  hours.  In  short  we 
should  build  accountability  into  the  system,  and  make  sure  that 
the  patient  gets  the  treatment  to  which  he  or  she  is  entitled  un-  : 
der  the  health  plan. 

Senator  Kennedy  depends  on  more  lawsuits  if  a plan  wrongly 
denies  coverage.  Even  some  Democrats  disagree  with  this  ap- 
proach.  For  example.  Senator  John  Breaux  recently  said  on  the 
Senate  floor:  “The  patient  will  be  dead  and  gone  and  buried 
before  the  litigation  is  completed  in  many  cases.”  Dr.  Barry  Stem, 
President  of  the  New  Hampshire  Medical  Society,  has  agreed: 
“Health  insurer  liability  in  a court  case  three  years  down  the 
road  does  little  to  help  my  patient  here  and  now.”  The  Kennedy 
bill’s  only  beneficiaries  are  plaintiffs’  lawyers  who  hit  the  liti- 
gation jackpot. 

The  effect  of  turning  the  trial  lawyers  loose  will  be  to  threaten 
HMOs  with  even  more  lawsuits  than  they  already  face.  The  un- 
intended consequence  of  this  liability  expansion  is  that  HMOs 
will  further  intrude  into  your  practice  of  medicine  and  force 
you  to  practice  more  defensive  medicine  to  minimize  the  HMO’s  i 
liability.  All  of  which  drives  up  the  cost  of  insurance.  The  re- 
spected Barents  Group  of  KPMG  Peat  Marwick  has  estimated 
that  the  litigation  provision  of  the  Kennedy  bill  alone  could  raise  : 
insurance  premiums  by  2.7%  to  8.6%,  and  the  Lewin  study  found 
that  each  1%  increase  in  premiums  causes  400,000  people  to 
lose  their  insurance.  So,  assuming  a middle-range  increase  in 
premiums  of  6%,  2.4  million  Americans  would  wake  up  with 
no  health  insurance. 

Such  increases  in  premiums  do  not  occur  in  a vacuum.  As 
Dr.  Thomison  noted,  the  cost  of  health  insurance  is  already  “as- 
tronomically expensive.”  Unfortunately,  the  picture  is  getting  ; 
bleaker.  The  Department  of  Health  and  Human  Services  (HHS) 
reported  this  week  that  spending  on  health  care  is  likely  to  double 
over  the  next  decade.  As  a result,  HHS  predicts  that  premiums 
for  health  insurance  will  be  climbing  by  8.2%  in  2007,  com- 
pared to  3.6%  for  1996.  The  Congressional  Budget  Office  (CBO) 
already  estimates  a 5.6%  increase  for  next  year.  The  Kennedy 
bill  heaps  even  greater  increases  upon  mounting  health  insur- 
ance premiums. 

As  a Senator,  I must  be  concerned  about  trying  to  keep  health 
insurance  affordable,  so  we  do  not  add  to  the  ranks  of  the  unin- 
sured. As  a physician,  I want  to  take  decision-making  out  of  the 
hands  of  HMOs.  My  bill  helps  get  HMOs  out  of  the  practice  of 
medicine  at  little  cost.  The  Kennedy  bill  provides  a windfall  for 
trial  lawyers  and  drives  people  to  the  ranks  of  the  uninsured. 
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The  contrast  in  approach  could  not  be  sharper. 

With  unintended  irony,  Dr.  Thomison  concluded  his  editorial 
by  stating  that  he  is  “going  to  stick  with  basic  Medicare,”  rather 
than  “have  truck  with  an  HMO.”  Well,  the  fact  is,  a patient  in 
any  Medicare  plan — traditional  fee-for-service  or  HMO — can- 
not sue  for  compensatory  damages  over  a wrongful  denial  of  cov- 
erage. In  fact,  unlike  participants  in  an  HMO,  who  can  frequently 
sue  for  medical  malpractice  today,  most  Medicare  recipients 
have  no  recourse  for  malpractice  except  to  sue  the  physician. 

There  are  several  problems  with  the  Kennedy  bill.  For  ex- 
ample, it  would  require  a physician  to  fill  out  a form  on  each 
patient  “interaction”  to  send  to  Donna  Shalala.  As  if  physicians 
do  not  have  already  have  enough  paperwork!  Such  requirements 
led  the  CBO  to  estimate  the  total  direct  cost  of  the  Kennedy 
bill’s  mandates  at  $25  billion  over  five  years. 

There  are  many  features  of  my  bill  which  physicians  would 
appreciate  that  are  ignored  by  the  Kennedy  bill.  Space  con- 
straints prevent  me  from  listing  them  all,  but  lead  to  my  simple, 
concluding  plea:  I urge  Dr.  Thomison  and  every  other  physi- 
cian to  do  two  things  before  taking  a position  in  this  debate: 
Read  the  Kennedy  bill  and  read  my  bill.  Those  who  have  read 
the  details  have  made  helpful  comments  that  have  led  to  re- 
finements to  my  bill’s  ban  on  gag  rules  and  provisions  relat- 
ing to  access  to  Emergency  Room  services.  In  fact,  the  TMA 
has  five  principles  for  HMO  reform,  and  my  bill  meets  four  of 
those  five.  Our  only  respectful  disagreement  is  on  the  issue  of 
liability. 

I value  the  input  that  a thoughtful  reading  of  my  bill  can 
provide.  More  important,  I am  confident  that  anyone  who  care- 
fully reads  my  bill  will  know  that  I have  not  abandoned  my 
roots  as  a physician  while  serving  as  a Senator. 

Senator  Bill  Frist,  MD 

United  States  Senate 

Dirksen  Senate  Office  Bldg  - Room  565 

Washington,  DC  20510 


Response 

Recently  the  TMA  responded  in  detail  to  Senator  Frist’s  re- 
quest for  input  about  its  support  for  the  Democratic  version  of 
patient  advocacy  legislation,  S.  1 890  (the  Patients’  Bill  of  Rights 
Act  of  1998.)  We  hope  this  comparison  demonstrated  some  of 
the  loopholes  and  weaknesses  in  the  version  you  supported, 
S.  2330  (the  Patients’  Bill  of  Rights  Act).  The  weakest  areas  we 
identified  included,  among  other  issues,  HMO  accountability 
for  improper  benefit  denials.  This  is  more  than  a problem  of 
determining  coverage  for  benefits;  it  covers  abuses  by  managed 
care  organizations  that  use  fraudulent  delay  tactics  to  deny  au- 
thorization for  payment  of  care  that  is  medically  necessary  by 
any  standard  definition. 

In  the  Travelers  case,  which  has  been  cited  by  insurance  pro- 
ponents as  a basis  to  give  patients  hope,  the  remedy  is  limited. 
(New  York  State  Conference  of  Blue  Cross  & Blue  Shield  Plans, 
et  al.  v.  Travelers  Insurance  Company,  et  al,  115  S.  Ct.  1671 
(1995).  The  effect  of  this  decision  is  unclear  at  best.  The  U.S. 
Supreme  Court  held  that  the  State  of  New  York’s  surcharges 
against  commercial  insurance  companies  and  HMOs  provid- 


ing coverage  for  ERISA  (Employee  Retirement  Income  Secu- 
rity Act  of  1974)  medical  plans  were  not  preempted.'  A more 
recent  U.S.  Supreme  Court  decision,  DeBuono  v.  NYSA-ILA 
Medical  and  Clinical  Services  Fund,  117  S.  Ct.  761  (1997), 
upheld  the  application  of  the  New  York  hospital  tax  on  clinics 
that  were  owned  and  operated  by  a union  multi-employer 
ERISA  plan.  Both  of  these  decisions  are  distinguishable  from 
the  situation  where  a patient  sues  an  HMO  for  improper  de- 
nial of  medical  care.  Where  the  state  entity  is  taxing  a busi- 
ness, courts  often  will  surmise  that  the  intent  of  the  ERISA 
law  allows  such  a result  because  of  the  state’s  inherent  power 
to  regulate  businesses. 

Vicarious  liability  claims  are  an  option  only  where  an  MCO 
or  HMO  directly  employs  physicians  to  give  care  to  patients.  A 
vicarious  liability  claim  against  an  MCO  is  treated  as  a com- 
mon-law malpractice  action,  and  is  not  available  to  correct  a 
situation  where  the  MCO  wrongfully  denies  benefits  under  a 
health  plan,  which  is  the  primary  operating  model  for  MCOs. 

Notwithstanding  the  academic  issue  of  vicarious  liability, 
courts  often  have  applied  the  ERISA  preemption  to  specifically 
exclude  direct  HMO  responsibility  for  decisions  to  deny  care 
that  has  been  bargained  for  by  the  employer  and  patient  in  choos- 
ing the  insurance  and  paid  for  with  insurance  premium  dollars. 
It  has  often  been  said  that  “hard  cases  make  bad  law.”  In  this 
case,  however,  courts  have  strictly  applied  the  ERISA  preemp- 
tion to  allow  insurance  companies  to  get  off  the  hook.  The 
patient’s  only  remedy  has  been  to  sue  for  the  amount  of  pre- 
mium dollars  that  have  been  paid.  The  fact  that  denial  of  care 
means  the  patient  will  suffer  irreparable  harm  or  even  death  has 
not  persuaded  courts  to  give  patients  a remedy  at  all,  even  though 
they  have  often  expressed  reluctance  at  reaching  such  decisions. 

In  short,  there  is  no  quick  and  easy  fix  to  the  problem  of 
holding  insurance  companies  responsible  for  their  erroneous 
medical  judgment,  where  that  has  been  exercised  through  a non- 
medically  trained  clerk  who  has  decided  the  diagnosis  does  not 
fit  into  a treatment  category  option  on  a paper  form.  These  are 
real  human  patients  who  need  hands-on  medical  care  from  a 
physician.  What  are  premium  payments  made  for,  if  not  to  cover 
the  medical  care  that  the  health  plan  offers? 

Your  legislation’s  answer  suggesting  a quick  internal  and 
independent  external  appeal  procedure  does  not  help  in  a hard 
case.  Court  review  is  not  available  at  present  to  oversee  these 
situations  because  of  the  way  the  ERISA  law  is  written.  A re- 
view panel  may  prove  simply  to  delay  a final  decision  on  cover- 
age of  recommended  medical  care. 

You  may  have  heard  about  the  recent  Aetna  decision  where 
a federal  district  judge  in  Texas  upheld  a law  that  holds  HMOs 
liable  for  denying  medically  necessary  care.  (Corporate  Health 
Insurance,  Aetna,  et  al.  v.  Texas  Department  of  Insurance,  Civ. 
Action  No.  H-97-2072.)  It  has  been  over  a year  since  this  law 
was  passed,  with  essentially  no  increase  in  premiums  across 
the  board.  This  is  the  right  decision,  but  this  type  of  state  law 
needs  help,  particularly  at  the  federal  level  because  of  the  spec- 
tre of  ERISA  preemption. 

The  Texas  law  (SB  386)  also  contained  a provision  for  inde- 
pendent review  panels,  but  the  judge  struck  it  down,  citing  an 
improper  mandate  of  the  administration  of  employee  benefits. 
In  New  Jersey,  on  the  other  hand,  health  insurers  won  two-thirds 
of  the  appeals,  according  to  the  state.  This  is  not  a viable  rem- 
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edy,  but  serves  only  to  further  delay  necessary  medical  care, 
allowing  insurers  the  benefit  of  retaining  premium  dollars  for 
their  own  internal  uses.  So,  Senator  Frist,  we  are  asking  you  to 
continue  to  support  patients’  rights  legislation,  but  make  sure 
that  you  include  a provision  that  mandates  HMO  responsibility 
for  improper  denials  of  medical  care. 

David  G.  Gerkin,  MD,  President 
Tennessee  Medical  Association 
PO  Box  120909 
Nashville,  TN  37212-0909 
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New  York  surcharge  law  is  not  preempted  by  ERISA  since  it  impacts 
self-insured  medical  plans.  Travelers  Ins.  Co.  v Pataki,  63  F.3d  89  (2nd 
Cir.  1995).  However,  NYSA-ILA  Medical  and  Clinical  Services  Fund  v. 
Axelrod.  1996  U.S.  App.  LEXIS  213  (2nd  Cir.)  demonstrates  that  federal 
courts  will  continue  to  interpret  ERISA’s  preemption  provisions  with  a 
broad  brush,  especially  with  respect  to  ERISA  plans  that  are  funded 
separately.  The  Second  Circuit  upheld  its  decision  even  after  the  U.S. 
Supreme  Court  remanded  it  for  considerations  of  its  1995  Travelers 
decision. 


Colonoscopy  in  Rural  Family  Practice 

To  the  Editor: 

We  read  with  interest  and  some  alarm  the  article  by  Carr  et 
al1  describing  unsupervised  advancement  from  flexible  sigmoi- 
doscopy to  colonoscopy  in  a rural  family  practice  setting.  The 
authors  contend  that  the  threshold  number  of  procedures  advo- 
cated by  the  American  Society  for  Gastrointestinal  Endoscopy 
(ASGE),  100  colonoscopies  including  20  snare  polypectomies 
conducted  in  a formal  training  program,2 1 are  “unnecessarily 
high”  and  “add  to  educational  costs  and  may  restrict  quality 
rural  physicians  from  providing  these  services.”  They  further 
contend  that  the  data  in  their  study  refute  the  ASGE  guidelines. 
We  believe  the  authors  are  wrong  on  both  counts. 

The  pertinent  ASGE  guidelines  were  developed  by  the 
Standards  of  Practice  Committee  of  the  ASGE  based  on  a 
critical  review  of  the  available  data  and  expert  consensus,  and 
subsequently  were  reviewed  and  endorsed  by  the  American 
Gastroenterological  Association  and  the  American  College  of 
Gastroenterology.  Additionally,  guidelines  from  the  American 
College  of  Physicians4  further  support  the  need  for  extended 
formal  training.  The  ASGE  guidelines  suggest  not  only  mini- 
mum threshold  numbers  to  achieve  technical  competence,  but 
also  stress  the  need  for  a properly  supervised  training  environ- 
ment and  appropriate  development  of  cognitive  skills  to  comple- 
ment technical  endoscopic  training.  The  training  program  de- 
scribed by  Dr.  Carr  et  al  trivializes  colonoscopy  training,  and  is 
in  our  view  an  irresponsible  recommendation. 

What  did  this  study  show?  In  effect,  it  validated  the  ASGE 
guidelines.  In  the  data  reported,  the  reach-the-cecum  rate  (RCR) 
was  only  57%  for  the  first  50  procedures.  For  the  next  50  proce- 
dures, this  rate  increased  to  just  83%.  Only  after  100  proce- 
dures did  success  in  intubating  the  cecum  achieve  a generally 
acceptable  rate  of  over  90%.  This  was  accompanied  by  a 50% 
decrease  in  the  average  procedure  time  (40  minutes  to  20  min- 


utes). Furthermore,  it  was  not  until  after  even  150  procedures 
that  success  reached  a level  commensurate  with  experienced 
well-trained  endoscopists  (greater  than  95%  RCR).  In  our  opin- 
ion, it  was  irresponsible  for  Dr.  Carr’s  trainers  to  certify  him  for 
hospital  privileges  after  only  1 1 supervised  colonoscopies  and 
5 polypectomies,  thereby  allowing  him  to  practice  on  an  un- 
wary patient  population.  The  resulting  rate  of  incomplete  ex- 
aminations, the  excessive  time  to  complete  the  studies,  the  need 
for  extra  barium  enemas,  and  the  endoscopist’s  questionable 
background  in  diseases  of  the  colon  and  rectum  (which  are 
needed  for  integration  of  endoscopic  findings  into  the  clinical 
care  of  patients)  are  indefensible  and  raise  genuine  ethical  ques- 
tions. The  authors  point  proudly  to  the  fact  that  no  major  com- 
plications occurred.  The  fact  that  Dr.  Carr  got  by  without  sig- 
nificant injury  to  his  patients  does  not  alter  the  fact  that  he  was 
inadequately  prepared  for  unsupervised  colonoscopy,  as  his 
published  data  clearly  show. 

We  are  not  of  a mind  that  only  gastroenterologists  should 
perform  colonoscopy.  We  are  of  a mind  that  anyone  who  per- 
forms colonoscopy,  whether  it  be  a gastroenterologist,  surgeon, 
or  family  practitioner,  should  acquire  skills  through  a program 
of  hands-on  training  under  the  mentorship  and  direct  supervi- 
sion of  expert  endoscopic  trainers  over  a prolonged  period  of 
time  such  as  that  represented  by  a gastroenterology  fellowship 
or  surgical  residency.  The  trainee  should  progress  through  stages 
of  decreasing  supervision  and  ultimately  will  reach  a stage  where 
he  or  she  is  deemed  competent  by  the  endoscopic  training  di- 
rector to  perform  a specific  procedure  without  supervision.  Dr. 
Carr  has  demonstrated  that  in  his  hands  that  stage  was  not 
reached  until  after  100  procedures,  which  is  exactly  the  mini- 
mum threshold  level  recommended  by  the  ASGE. 

James  T.  Frakes,  MD,  MS 

John  F.  Johanson,  MD,  MS 

Univ.  of  Illinois  College  of  Medicine  at  Rockford 

and  Rockford  Gastroenterology  Assoc.,  Ltd. 

401  Roxbury  Road.  Rockford,  IL  61 107-5078 
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In  Memoriam 


William  Obed  Miller,  MD,  age  68.  Died  October  19,  1998. 
Graduate  of  Tulane  University  School  of  Medicine.  Member  of 
Knoxville  Academy  of  Medicine. 

Frances  Osborn  Riley,  MD,  age  77.  Died  September  26,  1998. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 
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AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  September,  1998.  This 
list,  supplied  by  the  AMA,  does  not  include  members  who  reside 
in  other  states.  Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two,  or  three  years.  For  the  one-year  award,  physicians 
report  50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1 . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

John  W.  Campbell,  MD,  Knoxville 
Norman  M.  Cassell,  MD,  Nashville 
Walter  W.  Frey,  MD,  Nashville 
Francis  W.  Gluck,  MD,  Nashville 
James  FI.  Growdon,  MD,  Nashville 
Richard  G.  Lane,  MD,  Franklin 
Marek  M.  Pienkowski,  MD,  Knoxville 
Hugo  C.  Pribor,  MD,  Nashville 
Jack  E.  Scariano  Jr,  MD,  Knoxville 
Grafton  H.  Thurman,  MD,  Madison 


CME  Opportunities 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 


Jan  9 
Jan  23-30 

Feb  6 
March  6 
April  3 
April  15-16 
May  7-8 
May  20-21 
June  4-5 


Primary  Care  Seminar  - Dermatology 
2 1st  Annual  Sisson  International  Head&  Neck  Work- 
shop— Vail,  Colo. 

Primary  Care  Seminar  - Urology 
Primary  Care  Seminar  - Endocrinology 
Primary  Care  Seminar  - Nephrology 
Endoscopic  Sinus  Surgery  Workshop 
Phonosurgery  Workshop 

16th  Annual  Family  Medicine/Primary  Care  Update 
23rd  AnnualSonography  Symposium 


For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Chattanooga 

Feb  21-26  Clinical  Medicine  Update — Maui,  Hawaii 
April  5-9  Primary  Care  Medicine  Update — Paradise  Island, 
Bahamas 

June  15-19  Family  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
I1  Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
| CME." 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
I should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
I Association.  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
i tients,  participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
; ter  Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
i hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and  departments 
in  the  medical  school  to  allow  practicing  physicians  to  participate  in 
the  service’s  activities  for  a period  of  one  day  to  one  week.  This 
program  provides  an  opportunity  for  physicians  to  study  in  depth 
for  a specified  period.  The  schedule  of  activities  is  individualized 
in  response  to  the  physician’s  request  by  the  participating 
department.  The  experience  includes  conferences,  ward  rounds, 
audiovisual  materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)327-6235. 


ERRATUM 

In  the  Department  of  Health  Report  entitled  "The  Tennessee 
State  Hemophilia  Program”  in  the  October  issue  (Tenn  Med 
91:398-399,  1998),  the  wrong  phone  number  for  the  State 
Hemophilia  Program  was  published.  The  correct  phone 
number  is  (6 1 5)  532-2257.  The  authors  regret  any  confusion 
this  may  have  caused. 
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health  care  in  black  and  white — resource  use  and  outcomes 455 

medical  care  of  the  frail  older  patient 146 

physician-patient  communication  94 

Hepatic  Disease 

cryosurgery  for  advanced  hepatic  tumors  (*) 357 

liver  biopsy-associated  hemobilia  (*) 141 

Image 

does  your  practice  project  a professional  image? 174 

innovation:  low-tech  or  high-tech  52 

In  Memoriam 34,  72,  1 15,  155,  193,  253,  291, 

325,  366,  402,  439,  474 

Infectious  Disease (See  also  Health  Department) 

flu  vaccination  decreases  morbidity  in  diabetics 422 

herpes  simplex  type  2 meningoencephalitis  (*) 183 

influenza/pneumococcal  immunizations 

among  elderly  blacks 422 

preventive  medicine  (pp) 5 

prostitution  in  Memphis  (*) 355 

Insurance (See  also  Medical  Practice) 

Medicare  impact  of  balanced  budget  act  of  1997  9 

new  Medicare+Choice  programs 345 

new  TennCare  Partners  changes 307 

provider  sponsored  organizations 131 

TACP  survey  on  TennCare  (*) 313 

the  high  cost  of  wellness  (ed)  338 

Letters  to  the  Editor 

colonoscopy  in  rural  family  practice 474 

open  letters  to  the  TMA  membership 366 

Patients’  Bill  of  Rights;  response 472 

shaken  baby  syndrome 253 

Loss  Prevention  Case  of  the  Month 

apparent  complication  of  common  procedure 135 

communication  between  physicians  at  fault 419 

injury  during  unnecessary  surgery 12 
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not  always  right — never  in  doubt 98 

obesity,  a complicating  factor  in  this  diagnosis 347 

old  past  history  critical 176 

patient  care  is  a collaborative  effort  388 

record  wins — doctor  loses  458 

routine  procedure — bad  outcome 280 

rush  to  judgment 310 

technology  limitation  not  recognized 55 

Malpractice  (See  Loss  Prevention) 

Managed  Care  (See  also  'nsurance,  Medical  Practice) 

are  the  new  TennCare  Partners  changes  on  target? 307 

ethics  and  managed  care 127 

grading  of  health  care  report  cards 171 

Medicare  impact  of  balanced  budget  act  of  1997  9 

navigating  the  morass  (ed) 125 

new  E&M  guidelines,  is  your  practice  ready? 343 

new  Medicare+Choice  programs  and  opportunities 345 

physician  practice  management  companies 50 

provider  sponsored  organizations 131 

remembering  scum  (ed) 378 

report  cards  (ed) 168 

TAFP  survey  on  TennCare  (*) 313 

TennCare  bureau  release  of  new  data 91 

the  high  cost  of  wellness  (ed)  338 

Medicaid-Medicare (See  Insurance,  Medical  Practice) 

Medical  Practice (See  also  Loss  Prevention,  Managed  Care) 

a perspective  on  financial  incentives  in  health  care 386 

does  your  practice  project  a professional  image? 174 

effect  of  Stark  II  regulations  on  group  practices 128 

grading  of  health  care  report  cards 171 

how  alternative  is  alternative  medicine? 453 

innovation:  low-tech  or  high-tech  52 

Medicare  impact  of  balanced  budget  act  of  1997  9 

neoteric  medicine  (pp) 301 

new  E&M  guidelines,  is  your  practice  ready? 343 

physician  practice  management  companies 50 

provider  sponsored  organizations 131 

report  cards  (ed) 168 

the  high  cost  of  wellness  (ed)  338 

Medicolegal  (See  Loss  Prevention) 

effect  of  Stark  II  regulations  on  group  practices 128 

legislative  changes  impact  organ  donation  309 

Mental  Health 

diffuse  Lewy  body  disease:  a common  dementia  (*) 58 

new  TennCare  Partners  changes 307 

Neurology 

diffuse  Lewy  body  disease:  a common  dementia  (*) 58 

drug-resistant  tuberculosis  in  a two-year-old  child  (*) 285 

episodic  unilateral  mydriasis  and  headaches  (*) 107 

herpes  simplex  type  2 meningoencephalitis  (*) 183 

intestinal  aneuronosis  (*) 27 

paradoxical  embolism  and  a patent  foramen  ovale  (*) 143 

sudden  death  following  lateral  medullary  infarction  (*) 284 

New  Members 34,  72,  1 15,  155,  193, 

253,  291,  325,  367,  402 

Obstetrics/Gynecology 

Pap  test  screening  in  a rural  population  (*) 179 

Ophthalmology 

episodic  unilateral  mydriasis  and  headaches  (*) 107 

Organ  Donation,  legislative  changes  impact 309 

Organized  Medicine (See  also  Medical  Practice) 

a new  beginning?  not  on  your  life!  (pp) 167 

neighbors  (pp) 45 

now  and  later  (ed) 207 

Pap  Test,  screening  in  a rural  population  (*) 179 

Pain 

spirituality  and  end  of  life  issues  survey  (*) 425 

thanaphobia  (pp)  413 

to  live  forever  (ed) 415 

Patient-Physician  Relationship 

patient  satisfaction 277 

physician-patient  communication  94 


Pediatrics (See  Health  Department) 

Personal  News 35,  115,  155,  193,  254, 


291,  325,  367,  439 

Physician’s  Recognition  Award  Recipients 35,  74,  116,  193, 

291,  326,  367,  403,  439,  475 

President’s  Comments 

a new  beginning?  not  on  your  life! 167 

a real  hero 377 

I had  a bad  dream 265 

neighbors 45 

neoteric  medicine 301 

new  “killing  fields” 337 

1998  annual  meeting 85 

preventive  medicine 5 

TMA — 173  years  of  caring 124 

thanaphobia 413 

the  faces  of  hope 448 

Preventive  Medicine (See  also  Health  Policy  Series) 

Pap  test  screening  in  a rural  population  (*) 179 

preventive  medicine  (pp) 5 

preventive  medicine  in  geriatrics  (*)  393 

Professional  Liability  Insurance (See  Loss  Prevention) 

Prostitution,  in  Memphis  (*) 355 

Pulmonary  Disease 

drug-resistant  tuberculosis  in  a two-year-old  child  (*) 285 

mediastinal  bronchogenic  cyst  (*) 463 

paradoxical  embolism  and  a patent  foramen  ovale  (*)  143 

rupture  and  spontaneous  resolution  of  a giant  bulla  (*) 431 

Radiology 

drug-resistant  tuberculosis  in  a two-year-old  child  (*) 285 

ventricular  myxoma  with  acute  visual  loss  (*) 391 

Scoville,  Addison  B.  Jr,  RIP  (ed) 379 

Sinusitis,  Chronic,  as  a cause  of  prolonged  fever  (*) 317 

Smoking 

intimations  of  mortality  (ed) 303 

Sports 

. . . nine,  ten  . . . an’  yurrrr . . . rout!!!  (ed) 302 

Surgery  (See  also  Trauma  Rounds) 

cryosurgery  for  advanced  hepatic  tumors  (*) 357 

mediastinal  bronchogenic  cyst  (*) 463 

TennCare (See  Managed  Care,  Medical  Practice) 

Tennessee  Medical  Association 

a new  beginning?  not  on  your  life!  (pp) 167 

annual  report  & reference  source 201 

committee  members,  1998-1999 248 

community  service  awards,  1998  245 

component  society  officers,  1998-1999  250 

distinguished  service  awards,  1998  245 

highlights  of  the  board  of  trustees  meetings 

November  2,  1997  43 

January  16,  1998 165- 

April  16  and  18,  1998  326 

July  11-12,  1998  403 

house  of  delegates,  composition  (TMA-98) 242 

house  of  delegates,  index  to  proceedings  (TMA-98)  227 

house  of  delegates,  proceedings  (TMA-98) 229 

1 had  a bad  dream!  (pp) 265 

incoming  president’s  comments  273 

leadership,  1998-1999 247 

1998  annual  meeting  (pp) 85 

now  and  later  (ed) 207 

outstanding  physician  awards,  1998 244 

the  new  president — David  G.  Gerkin,  MD  153 

TMA — 173  years  of  caring  (pp) 123 

TMA  Alliance  Report 

alliance  at  work  in  Tennessee  and  across  the  nation  155 

AMA  Foundation  439 

congratulations,  Johnnie  Amonette  (ed) 266 

honoring  Johnnie  Amonette — “Serving  the  Future  Hour” 271 

medical  alliance  month — March  1998 72 

new  Coffee  County  medical  alliance  472 

oh  say,  can  you  see 402 
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SAVE-A-Shelter 34 

TMAA — building  a healthier  Tennessee 192 

TMAA  convention  1 15 

TMA  Alliance — here  for  you  325 

TMA  Alliance  health  promotion  366 

Tennessee  Medical  Foundation 

applauding  supporters 351 

Tennessee  State  BME  Meeting  Minutes 

Reversal 36 

November  1997 73 

January  1998  195 

March  1998  254 

July  1998 404 

September  1998 439 

Tuberculosis (See  Pulmonary  Disease) 

Trauma  Rounds 

BB  gun  injuries 436 

biloma  following  gunshot  wound  to  the  liver 1 10 

firearm-related  injuries  in  Tennessee 319 

gunshot  wound  to  the  face  causing  unilateral  nerve  injury  361 


penetrating  injury  to  the  “cardiac  box” 65 

Vanderbilt  Morning  Report 

abdominal  pain  with  coumadin  therapy 365 

acute  cytomegalovirus  hepatitis  with  systemic 

lupus  erythematosus 186 

acute  hepatitis  C 468 

adult  onset  Still’s  disease 186 

alcoholic  ketoacidosis 400 

back  pain  32 

mental  status  changes 151 

non-insulin  dependent  diabetes  and  metabolic  acidosis 469 

paraquat  poisoning 1 12 

rapidly  progressive  pulmonary  infiltrates  and  hypoxia  289 

syncope 434 

Violence  (See  also  Domestic  Violence) 

Macbeth 169 

. . . nine,  ten  . . . an’  yurrrr  . . . rout!!!  (ed) 302 

shaken  baby  syndrome 113 

shaken  baby  syndrome  (le) 253 

the  new  “killing  fields”  (pp) 337 


TELEPHONE  TRIAGE 


from  Park  Med,  an  affiliate  of  Team  Health 

The  Cost-Effective  Answer  to  Your  After-Hours  Patient  Calls 


Professional  nurses  offer  physician-approved 
treatments,  provide  seif  care  advice  or 
direct  patients  to  the  appropriate  level  of  care. 


♦ Decreases  patient  calls  requiring  physician  response 

♦ Increases  patient  satisfaction 

♦ Assists  in  controlling  your  bottom  line 

♦ Provides  appropriate  referrals  with  complete 
documentation 


For  more  information,  call  Park  Med  at  1-800-818-2648. 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 

Physicians  utilized  in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis  and  Arlington.  Salary 
potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two  year  fellowship  in  Developmental  Disabilities 
encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Bemie  Simons.  Superintendent 

Lee  Thomas,  Superintendent 

Clover  Bottom  Developmental  Center 

Lakeshore  Mental  Health  Institute 

275  Stewarts  Ferry'  Pike 

5908  Lyons  View  Pike 

Nashville,  TN  37214 

Knoxville,  TN  37919 

Telephone:  (615)  231-5372 

Telephone:  (423)  584-1561 

Fax:  (615)  231-5396 

Fax:  (423)  450-5203 

Max  Jackson,  Superintendent 

Russell  Vatter,  Superintendent 

Arlington  Developmental  Center 

Moccasin  Bend  Mental  Health  Institute 

11293  Memphis- Arlington  Road 

100  Moccasin  Bend  Road 

Arlington,  TN  38220-5022 

Chattanooga,  TN  37402 

Telephone:  (901)  745-7575 

Telephone:  (423)  785-2271 

Fax:  (901)745-7272 

Fax:  (423)  785-3333 

Henry  C.  Meece.  Superintendent 

Elizabeth  Littlefield.  Superintendent 

Greene  Valley  Developmental  Center 

Western  Mental  Health  Institute 

P.O.  Box  910 

Highway  64  West 

Greeneville,  TN  37744-0910 

Bolivar,  TN  38074 

Telephone:  (423)  787-6568 

Telephone:  (901)658-5141 

Fax:  (423)  787-6574 

Fax:  (901)  658-2783 

Joe  Carobene,  Superintendent 

Pete  Davidson,  Superintendent 

Middle  TN  Mental  Health  Institute 

Memphis  Mental  Health  Institute 

221  Stewarts  Ferry'  Pike 

865  Poplar  Avenue 

Nashville,  TN  37214 

Memphis,  TN  38174-0966 

Telephone:  (615)  902-7532 

Telephone:  (901)  524-1200 

Fax:  (615)  902-7541 

Fax  (901)  543-6055 

Pat  Womack,  Recruitment 

710  James  Robertson  Parkway 

1 1th  Floor  Andrew  Johnson  Tower 

Nashville,  TN  37243 

Telephone:  (615)  741-8912 

Fax  (615)  741-4567 

These  24  hour  facilities  offer  stable  and  challenging  settings  serving  children  and  adults  who  have 
developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary',  academic  affiliations,  work  with 

an  excellent  team  of  professionals. 

The  State  of  Tennessee  is  an  equal  opportunity  employer 

Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for  each 
additional  word.  Count  as  one  word  all  single  words,  two  initials 
of  a name,  single  numbers,  groups  of  numbers,  hyphenated 
words,  and  abbreviations.  Advertisers  may  utilize  a box  number 
for  confidentiality,  if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this  box  in 
an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd 
month  preceding  the  desired  month  of  publication,  and  will  be 
subject  to  approval.  No  phone  orders  will  be  accepted.  Pay- 
ment must  accompany  order.  Each  listing  will  be  removed  after 
its  first  publication  unless  otherwise  instructed.  Fee-for-service 
agency  advertisements  are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  Nashville,  TN  37212-0909.  Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

BOARD  CERTIFIED,  FAMILY  MEDICINE,  MD  or  OD  physician 
to  join  a small  multispecialty  group  in  Nashville.  Practice  focuses 
on  primary  care  (outpatient/inpatient  services),  and  physical 
medicine/pain  management.  Excellent  communication  skills  re- 
quired. Residency/Training  affiliations.  Full/Part-time  opportunity. 
Send  resume  to  Medical  Director,  2001  Charlotte  Avenue,  Suite 
202,  Nashville,  TN  37203.  Fax  (615)  329-3102. 


Seeking  MD  for  a DISTRICT  HEALTH  OFFICER  for  Anderson, 
Campbell,  Morgan,  and  Scott  County  Health  Departments.  An 
internship/residency  in  a primary  care  specialty  and  at  least 
three  years  post  medical  education  and  experience  required.  An 
M.P.H.  desirable.  Contact  Paul  C.  Erwin,  MD,  MPH,  at  P.O.  Box 
59019,  Knoxville,  TN  37950-9019. 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates 
1 1 medical  centers  located  in  the  scenic  mountains  of  North- 
east Tennessee,  is  accepting  CVs  from  physicians.  These 
health  care  centers  offer  competitive  wages  and  superior 
benefits.  This  consists  of  401 K,  mileage  reimbursement, 
paid  malpractice  insurance,  continuing  medical  education, 
10  official  holidays  off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team  mail  CVs 
to  Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc., 
3825  Highway  66  South,  Rogersville,  TN  37857.  Phone 
(423)  272-9163,  fax:  (423)  272-4980,  e-mail  address 
rhscmis@planetc.com.  EOE 


Medical  Reimbursement  Associates,  Inc. 

Offers.... 

Emergency  Physician  Billing  Services 
Knowledgeable  & Professional  Team 
Quick  Turn  Around 
Ensure  Integrity  of  Coding  Practices 
Accounts  Receivable  Management 

Call  (404)  812-9586 
6021  Sandy  Springs  Circle 
Atlanta,  Georgia  30328 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available  in 
emergency  departments  throughout  Tennessee,  Kentucky, 
Virginia  and  Georgia.  Physicians  who  have  completed  a 
residency  in  Emergency  Medicine  or  a Primary  Care 
specialty  with  Emergency  Medicine  experience  will  be 
considered. 

Emergency  Coverage  Corporation  provides  flexible 
scheduling,  competitive  compensation  and  paid 
malpractice  insurance. 

For  more  information,  fax  your  CV 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

1-800-577-7707 


Your  EM  Career 
and  Team  Health — 
A Perfect  Fit. 


r 

1 o 

V 


Want  to  practice  in  a Level  1 trauma  center  or  a community 
hospital  with  a low  volume?  Maybe  you  prefer  a pediatric  or 
academic  facility?  No  matter  what  type  of  opportunity  you're 
looking  for.  Southeastern  Emergency  Physicians,  an  affiliate  of 
Team  Health,  can  meet  your  needs.  Headquartered  in  Knoxville, 
we  currently  have  both  full-  and  part-time  Emergency 
Medicine  opportunities  throughout  the  state  of  Tennessee. 

All  opportunities  with  Southeastern  Emergency  Physicians 
provide  competitive  compensation,  paid  malpractice  insurance  and 
a flexible  schedule  with  no  on-call.  No  J- 1 opportunities  available. 

TEAM  Tor  more  information  on  these  opportunities, 
HEALTH  please  call  Lee  Ann  Long  at 

1-800-909-8366. 

® www.team-health.com 


ECC 

EMERGENCY  COVERAGE 
( ORPORXTION 

A Team  Health  Affiliate 
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Need  a Vehicle? 

I’ll  Save  you  Time  and  Money! 

THINKING  ABOUT  A CAR,  TRUCK,  VAN  OR  SPORT  UTILITY  VEHICLE? 
THEN  BUY  OR  LEASE  FROM  MILLER  ROBINSON... 


FOR  6 G 


REASONS 


1 ALL  MAKES  AND  MODELS  OF  VEHICLES  AVAILABLE 

2 PERSONALIZED  SERVICE  - that  you  won’t  get  anywhere  else. 

3 TOP  DOLLAR  FOR  YOUR  TRADE-IN  no  classified  ads  or 
haggling  with  tire  kickers. 

4 YOU  CHOOSE  WHERE  WE  CLOSE  THE  SALE  OR 
LEASE  TRANSACTION  -your  home  or  office,  our  office,  wherever 
it's  convenient  for  you. 

5 YOU  PAY  NO  ADDITIONAL  FEES  FOR  MY  SERVICES 

6 BUYING  OR  LEASING  A VEHICLE  HAS  NEVER  BEEN 
EASIER 


MILLER  ROBINSON 

391-3000 

HOOVER  & ASSOCIATES 

AUTO  LEASING/SALES 
217  DONELSON  PIKE 
NASHVILLE,  TN  37214 
615-391-3000 
FAX  615-391-0158 


List  of  Advertisers 


Carolyn  Avery  & Associates,  Inc 459 

Emergency  Coverage  Corporation 481 

Hoover  & Associates,  Inc 482 

Medical  Reimbursement  Associates 481 

Medlink,  Inc 470 

Passport  Health  Communications 452 

Rural  Health  Services  Consortium 481 

State  Volunteer  Mutual  Insurance  Company 484 

Team  Health 479,481 

TMA  Physician  Services,  Inc 446 

The  TMA  Association  Insurance  Agency,  Inc 460,  483 

Tennessee  Consultation  Center 471 

TN  Dept.  Mental  Health  & Mental  Retardation  480 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
“top,"  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con-  ( 
secutive  order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement  j 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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David  G.  Gerkin,  MD 


President’s  Comments 


Are  We  Doctors  or  Specialists? 

The  AM  A has  existed  in  its  present  form  since  1901,  when  the  McCormack  committee  pro- 
posed the  AMA  be  organized  as  a federation  built  around  state  medical  societies.  Officials  say 
that  for  several  reasons  such  an  organization  made  sense  at  the  time.  The  medical  profession 
was  more  homogenous,  and  the  doctors  were  born  and  trained  almost  exclusively  in  the  United 
States.  In  most  cases,  there  were  only  two  specialties,  surgery  and  general  practice,  and  almost 
all  practices  were  solo.  The  strength  and  influence  of  the  Association  were  remarkable;  most 
doctors  belonged,  most  cared,  most  participated  in  the  democratic  process,  and  its  collective 
voice  was  listened  to  at  the  community,  state,  and  national  level. 

In  the  ’40s,  ’50s,  and  ’60s,  the  rises  in  technology,  the  demand  by  patients  for  miracles,  and 
the  overburdening  of  the  family  doctors  led  to  a plethora  of  specialty  training  programs.  This 
was  followed  closely  by  development  of  specialty  and  subspecialty  societies  offering  CME, 
legislative  protections,  and  representation.  Most  of  us  felt  secure  that  they  would  be  enough  to 
protect  and  enhance  our  individual  specialty  practices.  We  were,  and  are,  wrong!  For  the  indi- 
vidual patient  and  physician,  and  for  doctors  generally,  it  seems  quite  easy.  We  do  what  is  best 
for  patients,  and  that  should  always  be  good  for  us.  Beyond  the  individual  patient,  however,  we 
need  assistance.  Our  specialty  and  subspecialty  organizations  are  important  for  the  difficulties 
that  arise  with  particular  reference  to  our  individual  practices.  The  surgical  practice  of  medicine 
is  different  from  the  practice  of  internal  medicine.  It  is  not,  in  my  opinion,  a matter  of  cognitive 
vs.  noncognitive.  Cardiologists  have  problems  that  general  internists  do  not  have  to  face.  Fam- 
ily physicians  are  not  challenged  by  the  same  difficulties  that  ophthalmologists  have  to  deal 
with.  We  must  remain  active  in  our  specialty  and  subspecialty  societies  so  that  we  can  maintain 
our  chosen  fields.  We  must  not,  however,  have  one  group  advantaged  at  the  cost  of  another.  We 
are  continually  being  divided,  I believe,  so  that  we  can  be  conquered:  the  surgeon  vs.  nonsurgeon, 
the  cognitive  vs.  noncognitive  physician.  Whatever  the  next  separation  attempt  will  be,  we  must 
not  allow  it  to  be  successful. 

The  well-known  and  highly  regarded  health  care  expert  Dr.  Uwe  Reinhardt  recently  made  a 
speech  in  which  he  characterized  the  majority  of  the  nation’s  physicians  as  continuing  to  be  in 
disarray  and  confusion;  he  stated  further  that  the  insurance  companies,  health  maintenance 
organizations  (HMOs),  and  other  payers  would  continue  to  dominate  the  health  care  industry 
for  a few  years — that  is,  until  physicians  start  to  wake  up  and  take  control.  Dr.  Reinhardt  pre- 
dicted that  at  some  point  after  the  turn  of  the  century  physicians  will  again  become  the  predomi- 
nant players  in  the  industry,  and  will  gain  virtual  control  in  one  fashion  or  another. 

We  need  organizations  that  can  be  active  in  the  support  of  physicians  in  general,  and  that  is 
the  realm  of  the  county,  state,  and  national  organizations.  The  county  and  state  organizations 
are  concerned  for  all  physicians  in  their  areas,  and  for  those  physicians’  patients.  Strong  organi- 
zations can  speak  to  large  insurance  companies,  health  plans,  and  legislators  so  that  our  patients 
can  be  benefitted.  The  county  societies,  state  specialty  societies,  and  the  TMA  must  work  closely 
together.  We,  the  TMA,  represent  you  to  the  best  of  our  abilities.  We  speak  for  you  on  many 
issues,  and  try  to  support  you  as  much  as  we  possibly  can.  Your  voice  is  as  loud  as  we  can  make 
it.  We  need  your  active  input  to  be  effective,  and  we  need  your  support.  Our  single  voice  is  not 
loud  enough.  All  physicians  have  difficult  challenges  ahead.  Our  patients  need  us  more  than 
ever.  We  must  be  active,  we  must  be  loud,  and  we  must  be  organized.  Our  voice  is  only  as 
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effective  as  our  numbers.  If  we  were  able  to  speak  for  80%  to  90%  of  the  physicians,  almost 
everyone  would  have  to  listen. 

According  to  AMA  officials,  five  principles  govern  each  of  the  proposals  related  to  the  Fed- 
eration of  Medicine.  They  are  as  follows: 

• Change  is  essential.  The  environment  of  medicine  is  changing  and  a status  quo  Federation 
will  not  be  well  positioned  for  success  in  the  future. 

• A core  objective  must  be  an  increased  membership  throughout  the  Federation.  To  effect 
this  successfully,  all  activities  of  the  whole  Federation  must  be  relevant  to  the  needs  of  physi- 
cians, and  there  must  be  active  outreach  to  all  physicians,  especially  nonmembers. 

• Building  a common  purpose,  a common  voice,  and  a common  action  plan  will  be  increas- 
ingly critical  to  the  success  of  all  components  of  the  Federation. 

• Operational  efficiency  and  productivity  of  all  Federation  components  must  be  enhanced  in 
order  to  reduce  cost  and  increase  the  value  of  membership. 

• Collaborative  action  will  be  critical  to  achieving  successful  advocacy  on  behalf  of  patients 
and  physicians. 

What  medical  doctors  need  is  a collegial  safe  harbor  where  we  can  address  the  realities  we 
face.  Fortunately,  we  have  that  in  organized  medicine.  Your  membership  is  not  based  on  which 
health  care  system  you’re  a member  of,  whether  or  not  you  are  in  a certain  specialty  or  on 
certain  payor  panels.  Your  only  requirement  is  that  you  be  a physician,  and,  in  1998,  a physician 
still  means  an  individual  who  is  dedicated  to  providing  the  best  patient  care  you  can.  We  are 
both  doctors  and  specialists! 


HELP  FOR  PHYSICIANS 


The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 


HELP  USTO  HELP 


Call  theTMF  Physicians  Health  Program  at  (615)  665-2516  in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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Editorials 


John  B.  Thomison,  MD 


Y2K  Minus  One,  and  Counting 

All  of  a sudden,  or  maybe  not  so  suddenly,  either,  but  increasingly  for  the  past  year,  nearly 
every  publication  you  pick  up  has  some  sort  of  warning  about  what’s  going  to  happen  a little 
less  than  a year  from  now,  how  much  less  than  a year  depending  on  when  you  get  around  to 
reading  this.  How  dire  the  predictions  are  depends  on  how  lurid  the  publication  tends  to  be.  If 
the  envelope  is  covered  with  outsized  type  predicting  apocalyptic  disasters,  it  has  already  told 
me  all  it  ever  will  about  its  contents.  What  it  has  communicated  to  me  is  that  someone,  of  a 
name  and  at  an  address  that  will  be  disclosed  to  me  if  only  I will  focus  my  attention  inside  the 
envelope,  is  willing  for  an  ostensibly  minor  monetary  consideration  to  reveal  to  me,  as  well  as 
to  a carefully  selected  and  presumably  severely  limited  number  of  other  fortunate  individuals, 
his  secret  for  forestalling  the  dire  consequences  of  the  disasters  that  are  bound  to  befall  the 
uninitiated. 

None  of  this,  of  course,  is  really  news.  It  has  gradually  trickled  through  into  the  ken  of  the 
public  what  for  years  has  been  considered  a fever  dream  of  computer  types  and  a bonanza  for 
hucksters,  both  of  which  of  course  it  is.  Except  that  for  all  those  computer  types  it  has  now 
become  more  a nightmare.  Worse,  it  is  a nightmare  generated  by  their  own  kind — the  early 
programmers.  This  glitch-grown-monster  had  its  origins  in  an  understandable  shortcut  in  pro- 
gramming that  was  born  of  a misunderstanding  by  the  brilliant  youths  who  were  the  early 
hackers,  and  from  whom  the  entire  system  evolved,  of  what  sort  of  a being  it  was  that  they  had 
conceived.  Since  that  shortcut  would  ultimately  save  them  hours  of  work,  and  since  the  whole 
system,  they  thought,  would  have  evolved  by  the  year  2000  into  something  entirely  different 
from  what  it  was  in  those  early  stages,  they  believed  their  shortcut  could  by  then  never  make 
any  difference  at  all.  So  the  programmers  agreed  that  the  first  two  digits  of  the  date  signifying 
the  century  could  be  safely  dropped. 

The  problem  arose  in  that  it  did — and  does — matter.  Desperately. 

No  one,  I think,  really  knows  the  magnitude  of  the  problem.  The  worst  case  scenario  is  that 
when  the  clock  hits  12  midnight  on  December  31,  1999,  all  the  computers  that  have  not  been 
fixed  will  revert  to  12:01,  January  1,  1900,  and  instantly  every  bit  of  information  on  every  such 
computer  in  the  world  will  become  history — or,  actually,  in  fact,  nearly  a century  in  the  future. 
That,  of  course,  is  not  what  will  happen,  because  it  is  an  oversimplification.  There  is  really  no 
way  of  knowing  how  many  unfixed  computers  will  be  operative,  and  how  many  of  those  will 
matter.  Therefore,  what  is  likely  to  happen  depends  at  this  stage  on  which  guru  you  listen  to, 
though  what  will  happen  is  anybody’s  guess.  The  guru’s  opinion  depends  on  how  straight  his 
pipeline  to  God  is.  The  straight  pipeline  poop  is  that  God’s  judgment  is  about  to  descend  with 
both  feet  on  our  planet  a la  the  Tower  of  Babel,  and  that  everything  not  nailed  down  is  going  to 
come  loose. 

Maybe  so.  Except  that  I have  been  watching  the  pipeline-connected  prophets  of  doom  for 
more  than  25  years  now,  and  reading  some  of  their  works.  And  for  better  or  for  worse,  the 
Apocalypse  and  the  Rapture,  both  of  which  were  to  have  followed  closely  on  the  heels  of  the 
establishment  of  a secular  Jewish  state,  which  happened  in  1967,  have  evaded  them  for  more 
than  30  years.  Some  of  those  prophets  have  by  now  gone  on  to  find  out  personally  where  they 
went  wrong  in  their  calculations.  Unabashed,  the  others  have  continued  issuing  prophetic  mes- 
sages. When  asked  about  judging  prophets,  Jesus  indicated  that  their  fruits  bore  witness  to 
them. 

Now  I wouldn’t  for  a minute  disagree  that  the  world  is  ripe  for  judgment,  and  even  likely 
over-ripe.  On  the  other  hand,  even  a cursory  study  of  history  should  leave  us  wondering  how 
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these  days  differ  from  any  others  that  preceded  them.  You  could  argue  that  at  least  as  a matter  of 
degree  things  are  worse,  but  I would  counter  that  there  are  just  more  people,  and  their  actions 
are  more  visible  thanks  to  modern  means  of  communication.  I doubt  that  villainy  and  cupidity 
have  increased  disproportionately.  It’s  just  that  we  have  advanced  the  means  to  effect  them.  So 
I remain  unimpressed  by  everything  except  God’s  patience,  and  I can  see  no  reason  it  should  be 
tried  any  more  now  than  it  was  a hundred  or  a thousand  or  ten  thousand  years  ago.  If  the 
prophets  keep  at  it,  as  I’m  sure  they  will,  sooner  or  later  I guess  they’ll  strike  pay  dirt.  Though 
maybe  not. 

From  a completely  uninformed  vantage  point,  a vantage  point  I share  with  all  the  other 
prophets  and  gurus  I have  and  haven’t  been  speaking  of,  I’d  say  there  are  countless  hurdles  to  be 
negotiated  to  even  get  us  through  the  next  year  to  Y2K.  Though  many,  or  maybe  even  most,  of 
those  prognosticators  are  much  more  informed  about  proximate  causes  than  I am,  they  have  no 
more  idea  than  I do,  regardless  of  their  credentials  or  the  size  of  their  intellect,  about  how  or 
when  the  scene  will  be  played  out,  including  whether  or  not  we’  11  still  be  here  on  December  3 1 , 
1999.  History  is  littered  with  their  failures.  As  simply  one  example,  the  certified-as-imminent 
nuclear  holocaust  simply  petered  out  because  the  ultimate  cost  to  themselves  was  perceived  by 
both  of  the  two  major  powers  as  too  great.  Now  nuclear  weapons  are  in  the  hands  of  tyrannical 
regimes  that  would  have  little  to  lose  in  a nuclear  war,  and  so  they  might  destroy  civilization  at 
any  moment.  Saddam,  too,  is  a loose  cannon  on  the  deck.  He  is  a professional  at  the  game  he  is 
playing  with  naive  tyros.  I perceive  the  ghost  of  Neville  Chamberlain  to  be  still  working. 

Maybe  at  the  witching  hour  of  Y2K  all  of  the  nuclear  warheads  in  the  world  will  be  deto- 
nated. On  the  other  hand,  maybe  not.  Maybe  ...  < 

Why  should  I tell  you  what’s  going  to  happen?  I’ll  let  you  figure  it  out  for  yourself.  You  can 
do  it  as  well  as  I or  any  of  the  other  prophets  and  so  on.  But  if  I were  you,  I’d  leave  God  out  of 
it.  No,  that’s  not  what  I mean.  What  I mean  is,  leave  out  of  it  those  who  invoke  the  name  of  God 
so  freely,  this  time  with  reference  to  Y2K,  since  over  the  centuries  God  has  shown  a distinct 
disinclination  to  cooperate  with  them.  Those  who  do  it  and  those  who  don’t  have  an  equal 
chance  at  this.  It’s  poor. 

Whether  or  not  any  of  us  are  around  to  see  it,  and  unless  by  some  unforeseen  natural  or  man- 
made phenomenon  our  planet  has  already  been  vaporized,  Jan.  1 , AD  2000  will  come  and  go  the 
way  all  days  always  have.  It  will  just  do  it.  Last  summer  a resident  of  our  neighborhood  had  a 
huge,  concrete-lined  vault  dug  under  his  turn-around.  I bet  he  won’t  invite  me  in.  I hope  to  be 
around  the  next  day  to  invite  him  out  into  a world  that’s  just  like  the  one  he  went  to  bed  in  the 
night  before  (if  he  didn’t  stay  up  to  see  what  was  going  to  happen).  If  I’m  not  still  around  . . . well, 
as  the  sergeant  in  The  Longest  Day  observed  on  Omaha  Beach,  “ . . . you  bastards  wanna  live 
forever?” 

The  answer,  of  course,  is  yes.  But  anyway,  Y2K  is  going  to  start  sooner  than  that,  because 
fiscal  2000  begins  happening  about  April  1,  1999.  And  not  only  that,  because  the  International 
Dateline  is  in  the  Pacific  Ocean,  Australia  and  Asia  will  have  a head  start. 

Happy  New  Y2K- 1 . 
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Medicare+Choice: 
Reality  Sets  In 


Angela  Meyer 


What  a difference  a year 
makes ! At  this  time  last  year 
just  about  everyone  inter- 
ested in  the  Medicare  mar- 
ket was  buzzing  about  the 
landmark  changes  wrought 
in  the  program  by  the  Bal- 
anced Budget  Act  of  1997 
(BBA).  The  most  exciting 
change  was  the  introduction 
of  the  Medicare+Choice 
program  that  was  created  to 
give  Medicare  beneficiaries 
a wider  array  of  choices 
among  private  health  plans,  slow  the  growth  in  Medicare 
expenditures,  and  better  target  the  program’s  resources. 

Yes,  the  anticipation  was  great  when  the  ink  was  barely 
dry  on  the  legislation  and  potential  Medicare  risk-takers  were 
giddy  with  the  possibilities  it  seemed  to  promise.  But  then, 
that  was  before  the  Health  Care  Financing  Administration 
(HCFA)  released  its  interpretive  rulings  on  how  the  program 
would  actually  work.  By  mid-October  1998 — with  43  Medi- 
care HMOs  announcing  they  would  not  renew  their  Medi- 
care contracts  and  another  52  reducing  their  service  areas — 
some  policymakers  were  worried  about  whether  the 
program’s  initial  promise  of  more  choice  for  beneficiaries 
would  ever  be  realized.  Not  a good  sign  for  a health  care 
program  that  doesn’t  begin  to  cover  lives  until  January  1. 

As  Dr.  Gail  Wilensky,  chair  of  the  Medicare  Payment 
Advisory  Council  (MedPAC),  said  in  her  address  to  the  Con- 
gressional Subcommittee  on  Health  and  Environment  last 
October,  “This  is  clearly  not  what  Congress  expected.” 

Fortunately  for  Medicare  beneficiaries  in  Tennessee,  ac- 
cording to  John  Harkey,  publisher  of  Tennessee  Managed 
Care,  none  of  this  state’s  Medicare  HMOs  have  signaled  they 
were  planning  to  follow  suit  (Table  compares  current  plans). 

Initially,  the  Medicare+Choice  feature  that  most  intrigued 


Angela  Meyer  is  principal  of  Stewart  Meyer  Communications,  a 
communication  consulting  and  publication  production  firm 
serving  professionals  in  health  care,  law,  and  human  resources. 


hospitals  and  physician 
groups  was  the  provision  that 
greatly  expanded  the  types  of 
plans  that  could  participate  in 
the  program:  preferred  pro- 
vider organizations  (PPOs), 
provider-sponsored  organiza- 
tions (PSOs),  private  fee-for- 
service  plans  (PFFS),  and  a 
medical  savings  account 
(MSA)  demonstration  proj- 
ect. And  then  last  spring 
HCFA’s  Negotiated  Rulemak- 
ing Committee  issued  its  in- 
terim final-waiver  requirements  and  solvency  standards.  Much 
to  the  chagrin  of  interested  PSOs  (and  their  consultants),  the 
solvency  requirements  were  far  higher  than  most  had  ex- 
pected. You  could  almost  hear  the  briefcases  slamming  shut. 
By  the  August  deadline,  only  three  non-HMO  plans  in  the 
entire  country  had  even  bothered  to  sign  up. 

Naturally,  the  HMOs  and  their  advocates  were  delighted 
with  this  turn  of  events  because  they  never  thought  it  fair  that 
PSOs  should  have  lower  solvency  standards  than  they.  (Not 
to  mention  the  fact  that  existing  Medicare  HMOs  might’ve 
had  to  compete  with  some  of  the  providers  that  had  once 
made  up  their  networks.)  But  it  wasn’t  long  before  HCFA 
burst  some  of  their  bubbles  as  well. 

In  June,  when  HCFA  published  the  interim  final  rule  that 
spelled  out  the  ground  rules  for  plans  seeking  to  participate 
in  the  Medicare+Choice  program,  many  of  the  existing  Medi- 
care HMOs  that  had  dutifully  submitted  their  premium/ben- 
efit proposals  in  May  wished  they  could  take  them  back.  And 
in  September,  when  HCFA  published  the  notice  regarding  its 
proposed  method  of  risk  adjustment,  some  just  decided  to 
throw  in  the  towel  altogether. 

Basically,  the  problems  were  due  to  new  payment  meth- 
ods. In  the  past,  HMO  capitation  payment  rates  were  based 
solely  on  fee-for-service  spending  in  a given  county  through 
the  Adjusted  Average  Per  Capita  Cost  (AAPCC)  mechanism. 
However,  in  passing  the  BBA,  Congress  hoped  to  slow  the 
growth  in  payments  to  private  plans  through  risk  adjustment, 


By  mid-October  1998 — with  43 
Medicare  HMOs  announcing  they 
would  not  renew  their  Medicare 
contracts  and  another  52  reducing  their 
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and  to  gradually  even  out  payments  from  one  county  to 
another  through  blending  a county’s  AAPCC  with  the  na- 
tional average  rate.  The  BBA  gave  HCFA  until  2002  to  reach 
a 50/50  blend  between  the  national  average  and  community 
rates.  In  the  meantime,  however,  HCFA  has  the  authority  to 
pay  plans  a minimum  or  floor  rate  with  a meager  2%  in- 
crease per  county,  per  year. 

In  October,  Bill  Gradison,  president  of  the  Health  Insur- 
ance Association  of  America,  told  the  subcommittee  that  “not 
one  county  was  paid  on  the  basis  of  the  blended  rate”  in  1998 
and  that  60%  received  only  the  minimum  percentage  increase. 
“Simply  stated,  organizations  cannot  sustain  such  arbitrary 
limitations  on  capitation  rate  increases,”  said  Gradison. 

But  the  really  big  problems  occurred  because  existing 
Medicare  HMOs  had  to  submit  their  1999  ACR  proposals 
by  May  1 (in  the  past  they  had  until  October),  more  than  a 
month  before  HCFA  released  its  interim  final  rule  dictat- 
ing what  the  existing  plans  must  do  to  transition  to  the 
Medicare+Choice  program.  Many  plans  were  caught  un- 
aware by  unanticipated  costs  imposed  by  the  June  ruling  such 
as  “overly  rigid”  quality  assurance  regulations,  lowered  caps 
on  ER  co-payments,  and  a reduced  time  frame  for  making 
non-emergency  coverage  decisions. 

While  some  existing  plans  grumbled  about  the  lateness  of 
these  developments,  they  apparently  adopted  a wait-and-see 
attitude  until  HCFA  announced  its  risk  adjustment  proposals 
for  setting  capitation  rates.  It  was  just  after  the  September 
policy  announcement  that  plans  started  to  withdraw  from  the 
program. 

Gradison  said  HCFA’s  risk  adjustment  policy  is  “ill-con- 
ceived” because  it  bases  risk  adjustment  on  representative 
claims  and  encounter  data  that  the  plans  must  provide  with 
“100%  accuracy,”  and  the  initial  risk  adjustments  will  be  based 
on  inpatient  hospital  data. 

On  many  points,  MedPAC  concurs  with  HIAA  about 
HCFA’s  chosen  methods  of  risk  adjustment.  In  her  statement 
to  Congress  Wilensky  said  that,  while  MedPAC  supports  the 
introduction  of  new  risk  adjustment  methods,  “Medicare 
should  move  as  quickly  as  feasible  to  develop  the  capability 
to  use  diagnosis  data  from  all  sites  of  care  for  risk  adjust- 
ment.” The  main  concern  I hear  is  that  plans  with  excessive 
hospital  inpatient  encounters  will  be  rewarded  with  higher  pay- 
ment rates,  while  plans  that  have  effectively  reduced  such  stays 
will  suffer  (again,  the  opposite  of  what  Congress  intended). 

As  a result  of  all  the  unexpected  developments,  both  HIAA 
and  the  American  Association  of  Health  Plans  (AAHP)  prac- 


tically begged  HCFA  to  allow  all  plans  to  resubmit  their  pro- 
posals based  on  current  information.  Both  HCFA  and  the 
White  House  flatly  refused. 

In  his  October  statement  to  the  Subcommittee  on  Health 
and  Environment,  HCFA’s  deputy  administrator,  Michael 
Hash,  expressed  concern  about  the  plans  that  had  withdrawn 
“from  counties  that  have  somewhat  lower  payment  rates  than 
adjacent  counties.”  He  then  gave  a detailed  explanation  of 
how  the  Medicare  program  has  “overpaid  and  continues  to 
overpay  plans”  and  he  had  the  Congressional  Budget  Office 
estimates  to  back  him  up.  Anyway,  said  Hash,  “We  have  no 
assurances  from  plans  that  reopening  the  process  would  re- 
sult in  reversals  in  any  decisions  to  reduce  service  areas  or 
not  renew  contracts.” 

In  a last  ditch  effort  to  encourage  the  withdrawing  plans 
to  reconsider  and  to  keep  others  from  dropping  out,  Senate 
Finance  Committee  Chairman  William  Roth  Jr.  (R-Del.)  in- 
troduced legislation  October  9 to  allow  some  plans  to  resub- 
mit their  proposals,  but  it  was  too  late  in  the  Congressional 
calendar  to  do  any  good. 

In  a recent  interview,  John  Warren,  director  of  Medicare 
sales  and  marketing  for  Health  1-2-3  Platinum,  a Vanderbilt 
health  plan  in  18  Middle  Tennessee  counties,  agreed  with 
MedPAC’s  assertion  that  most  of  the  current  disruptions  in 
other  states  were  due  to  unique  circumstances  in  the  first 
year  of  transition.  He  said  the  plans  that  had  strong  reac- 
tions to  HCFA’s  payment  rulings  were,  for  the  most  part, 
located  in  areas  where  there  was  a lot  of  competition  among 
plans.  According  to  Warren,  Tennessee  plans  were  basically 
unaffected  by  HCFA’s  late-breaking  news  because  “there  are 
so  few  existing  Medicare  risk  plans  here  and  the  HCFA  regu- 
lators were  very  clear  in  communicating  their  expectations 
to  us.” 

As  to  what  the  future  holds  for  Medicare+Choice,  most 
industry  insiders  believe  the  wrinkles  in  the  initial  start-up 
phase  will  eventually  be  ironed  out.  In  fact,  HCFA’s  Hash 
said  the  publicity  surrounding  the  withdrawals  was  mislead- 
ing: “The  overall  trend  is  for  expansion,  as  more  beneficia- 
ries and  more  counties  will  have  managed  care  options  in 
1999  than  in  1998.” 

With  Health  1-2-3  Platinum  gaining  6,000  new  members 
on  January  1 , Warren  is  also  optimistic,  though  be  believes 
there  will  be  “more  periods  of  confusion”  since  many  provi- 
sions will  not  kick-in  until  January  1, 2000.  Still,  he  believes 
policymakers  are  on  the  right  track  with  the  Medicare+Choice 
program,  because  “people  want  choice.”Q 
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Patients  Caught  In  The  Middle 

Unethical  Duels  Between  Departing 
Physicians  and  Their  Medical  Groups 

Marc  Overlock,  JD,  TMA  Legal  Counsel 
Sr.  V.P.,  Legal  and  Governmental  Services 


The  TMA  Legal  Department  has  recently  received  a num- 
ber of  patient  and  physician  complaints  concerning  the  eth- 
ics of  medical  groups  refusing  to  disclose  to  patients  accu- 
rate information  about  the  whereabouts  and  practice  status 
of  departing  physicians.  In  some  instances,  medical  groups 
have  fired  physicians,  and  in  others,  the  physicians  have  left 
with  little  advance  notice,  sometimes  out  of  rancor.  In  either 
situation,  patients  bear  the  brunt  of  the  difficulties,  whether 
they  involve  an  inability  to  retrieve  copies  of  their  medical 
records,  or  information  about  how  to  find  their  departed 
physicians. 

Make  no  mistake.  Physicians  caught  up  in  these  medical 
group  fights  have  everything  to  lose,  regardless  of  whether 
they  were  the  employers  or  employees.  The  AMA  Code  of 
Ethics,  which  the  Board  of  Medical  Examiners  follows  in 
licensure  sanction  actions,  is  adamant  that  patients  be  given 
accurate  and  timely  information  and  access  to  their  records 
when  their  physicians  depart  from  medical  groups.  This  is 
true  even  if  the  employment  agreement  says  otherwise. 

In  any  event,  a physician’s  license  can  be  revoked  if  he 
engages  in  “unprofessional,  dishonorable,  or  unethical  con- 
duct.” [TCA  §63-6-2 1 4(b)(  1 )]  A malpractice  lawsuit  also 
may  include  a claim  of  abandonment. 

TMA  has  heard  several  reports  of  outright  rancor  between 
physicians  whose  medical  group  relationships  have  soured. 
Each  report  raises  serious  ethical  concerns,  and  could  easily 
result  in  the  offending  physicians  having  sanctions  against 
them,  or  having  their  medical  licenses  revoked  outright.  For 
example,  some  reports  state  that  groups  have: 

• refused  to  inform  patients  about  how  to  contact  depart- 
ing physicians; 

• refused  to  provide  departed  physicians  with  a list  of  pa- 
tients and  their  addresses  so  the  physicians  could  advise  pa- 
tients of  their  move,  thus  creating  abandonment  liability  for 
both  the  group  and  the  exiting  physician; 

• told  patients  the  departed  physician  is  no  longer  in  prac- 
tice, or  that  he  left  the  community  without  also  providing  a 
forwarding  address; 

• informed  patients  that  since  the  physician  left,  the  pa- 


tients must  accept  the  services  of  physicians  remaining  with 
the  group;  and 

• refused  to  provide  the  departing  physician  with  access 
to  his  patient  charts — even  when  the  physician  has  been  will- 
ing to  pay  for  the  copy  charges,  thus  leaving  the  physician 
without  any  ability  to  defend  himself  in  malpractice  actions, 
or  to  continue  following  patient  treatments  should  patients 
choose  to  seek  the  physician’s  continuing  service. 

In  each  of  these  examples,  patients  are  the  ones  who  suf- 
fer the  most  harm.  It  does  not  matter  that  the  physician  and 
the  medical  group  had  a contract  declaring  that  the  patients 
belonged  to  the  group,  or  that  the  physician  could  not  treat 
the  patients  upon  his  departure.  No  one  owns  or  has  any  le- 
gal claim  on  a patient,  period.  Patients  must  be  provided  with 
accurate  information.  The  key  AMA  Code  provisions  state: 

• Records  of  Physicians:  Availability  of  Information  to 
Other  Physicians  . . . The  interest  of  the  patient  is  paramount 
in  the  practice  of  medicine,  and  everything  that  can  reason- 
ably and  lawfully  be  done  to  serve  that  interest  must  be  done 
by  all  physicians  who  have  served  or  are  serving  the  patient. 
[Intro  to  Opinion  7.01] 

• Records  of  Physicians  Upon  Retirement  from  a 
Group  . . . The  patients  of  a physician  who  leaves  a group 
practice  should  be  notified  that  the  physician  is  leaving  the 
group.  Patients  of  the  physician  should  also  be  notified  of 
the  physician’s  new  address  and  offered  the  opportunity  to 
have  their  medical  records  forwarded  to  the  departing  physi- 
cian at  his  new  practice.  It  is  unethical  to  withhold  such  in- 
formation upon  request  of  a patient.  If  the  responsibility  for 
notifying  patients  falls  to  the  departing  physician  rather  than 
to  the  group,  the  group  should  not  interfere  with  the  discharge 
of  these  duties  by  withholding  patient  lists  or  other  neces- 
sary information.  [^2,  Opinion  7.03] 

• Neglect  of  Patients;  Termination  of  the  Physician- 
Patient  Relationship:  Physicians  are  free  to  choose  whom 
they  will  serve.  The  physician  should,  however,  respond  to 
the  best  of  his  ability  in  cases  of  emergency  where  first  aid 
treatment  is  essential.  Once  having  undertaken  a case,  the 
physician  should  not  neglect  the  patient . . . nor  withdraw 
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from  the  case  without  giving  notice  to  the  patient,  the  rela- 
tives, or  responsible  friends  sufficiently  long  in  advance  of 
withdrawal  to  permit  another  medical  attendant  to  be  secured. 
[Opinion  8. 1 1 and  8.1 15] 

• Patient  Information  (informed  consent):  It  is  a funda- 
mental ethical  requirement  that  a physician  should  at  all  times 
deal  honestly  and  openly  with  patients.  Patients  have  a right 
to  know  their  past  and  present  medical  status  and  to  be  free 
of  any  mistaken  beliefs  concerning  their  conditions.  Situa- 
tions occasionally  occur  in  which  a patient  suffers  signifi- 
cant medical  complications  that  may  have  resulted  from  the 
physician’s  mistake  or  judgment.  In  these  situations,  the  phy- 
sician is  ethically  required  to  inform  the  patient  of  all  the 
facts  necessary  to  ensure  understanding  of  what  has  occurred. 
Only  through  full  disclosure  is  a patient  able  to  make  in- 
formed decisions  regarding  future  medical  care. 

Ethical  responsibility  includes  informing  patients  of 
changes  in  their  diagnoses  resulting  from  retrospective  re- 
view of  test  results  or  any  other  information.  This  obligation 
holds  even  though  the  patient’s  medical  treatment  or  thera- 
peutic options  may  not  be  altered  by  the  new  information. 


Concern  regarding  legal  liability  which  might  result  follow- 
ing truthful  disclosure  should  not  affect  the  physician’s  hon- 
esty with  a patient.  [Opinion  8.12] 

The  Tennessee  Supreme  Court  recently  removed  any  doubt 
about  the  enforceability  of  these  ethical  code  provisions.  In 
the  case  of  Swafford  v.  Harris,  967  SW2d  319  (March,  1998), 
the  court  declared  that  “a  violation  of  the  AMA  Code  consti- 
tutes unprofessional  conduct  and  violates  public  policy  es- 
tablished by  the  Tennessee  Board  of  Medical  Examiners.” 
TMA  previously  highlighted  in  the  TMA  newsletter,  The  Chart, 
the  Swafford  opinion,  a case  in  which  the  TMA  participated  as  | 
a friend  of  the  court.  The  case  involved  a physician’s  claim 
that  he  ethically  could  seek  15%  of  his  former  patient’s 
$650,000  auto  accident  settlement.  The  court  rejected  the 
claim,  and  in  doing  so,  reinforced  the  principle  that  the  AMA 
Code  of  Ethics  applies  to  physician  conduct  in  Tennessee. 

Even  though  these  examples  are  rare,  TMA  urges  mem- 
ber physicians  and  their  attorneys  to  pay  heed  to  these  AMA  ! 
Code  provisions.  Otherwise,  either  the  courts  or  the  General 
Assembly  will  step  in  to  reinforce  the  BME  efforts  to  stamp 
out  this  conduct,  and  its  consequent  patient  suffering. □ 


Physicians  Beware! 


Promptly  Send  Address  Changes  to  BME 

Each  year  at  license  renewal  time,  many  physicians  never  get  a renewal  form  because  they  forgot  to  notify  the  Board  of  Medical 
Examiners  about  their  office  relocation.  Don't  get  caught  in  this  trap  and  have  the  BME  administratively  revoke  your  license!  Once 
revoked,  you  will  spend  lots  of  time  and  attorney’s  fees  getting  reinstated.  Use  this  form  to  report  address  changes: 

Old  Address 

Name 

Address 

Address 

City/State/Zip 

New  Address 

Address 

Address 


Fax  

Effective  Date  of  New  Address 

Copy  this  form  and  send  by  Then,  send  a copy  to: 

“return  receipt  requested”  mail  to:  Tennessee  Medical  Association 

Tennessee  Board  of  Medical  Examiners  PO  Box  120909 

426  Fifth  Avenue  North,  First  Floor  Nashville,  TN  3721 2-0909 

Nashville,  TN  37247-1 01 0 or  fax  it  to  TMA  at  (61 5)  383-591 8 


City/State/Zip  _ 

Phone  

E-Mail  Address 


1 
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Loss  Prevention  Case  of  the  Month 

Perils  of  Ignoring  the  Family 

J.  Kelley  Avery,  MD 


Case  Report 

A 24-year-old  woman, 
married  for  four  years,  had 
her  first  seizure  since  her 
marriage  and  was  taken  to 
the  emergency  department 
(ED)  of  a medical  center  hos- 
pital. Her  husband  had  never 
witnessed  a seizure  before 
this  one,  and  her  mother  was 
the  primary  historian. 

The  patient  had  a history 
of  seizures  since  she  was 
13  years  of  age  that  had 
been  controlled  on  com- 
bined therapy  of  Tegretol 
and  Mysoline.  She  had  been 
the  patient  of  the  same  neu- 
rologist since  that  time.  She 
had  experienced  three  gen- 
eralized tonic-clonic  epi- 
sodes, one  of  which  was  fol- 
lowed by  a long  postictal 
phase  and  complicated  by  a 
left  hemiparesis  that  cleared 
completely  prior  to  her  dis- 
charge from  the  hospital. 
On  that  admission  she  had 
a complete  neurologic  work- 
up, including  MRI  and  EEG, 
without  evidence  of  neuro- 
logic abnormality. 

On  this  occasion  the  patient  had  a severe  grand  mal  sei- 
zure that  lasted  about  10  to  15  minutes.  On  arrival,  the  triage 
nurse  noted  the  history  and  that  she  was  drowsy  but  coopera- 
tive, and  that  her  neurologic  examination  was  normal.  She 
was  seen  promptly  by  the  ED  doctor,  and  his  assessment  also 
showed  no  neurologic  abnormality.  He  ordered  blood  levels 
of  both  the  Tegretol  and  Mysoline,  routine  blood  screens, 
chest  x-ray,  and  CT  of  the  head  without  contrast.  After  writ- 
ing the  orders,  the  doctor  left  the  room  to  see  other  patients. 
The  patient  then  began  to  have  another  seizure,  and  the  phy- 


Dr. Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 


sician  was  called  back  into  her  room.  After  a brief  evaluation 
by  the  doctor  she  received  Phenergan,  Vistaril,  and  50  mg  of 
Thorazine.  Although  it  is  not  well  documented,  the  physi- 
cian apparently  thought  that  his  patient  was  hyperventilating. 
Within  minutes  of  the  administration  of  the  medication,  the 
seizure  began  again.  The  patient’s  mother  and  husband  asked 
that  the  attending  neurologist  be  called  at  this  time,  but  the 
ED  physician  reassured  them  that  he  could  handle  the  situa- 
tion. Confronted  with  this  refusal  to  call  their  specialist,  the 
patient’s  husband  called  the  doctor’s  answering  service  and 
asked  that  he  be  allowed  to  talk  to  the  neurologist.  He  was 
informed  that  only  another  physician  would  be  put  through 
to  the  specialist. 

When  the  patient  did  not  respond  to  stimulation  after  the 
second  seizure,  the  neurologist  had  been  called,  and  had  or- 
dered that  the  patient  be  admitted  to  the  Neurology  floor.  He 
did  not  come  in  to  the  hospital  for  about  two  hours,  and  when 
he  did  come  he  transferred  his  patient  to  the  Neurology  In- 
tensive Care  Unit.  At  this  time,  about  eight  hours  after  ad- 
mission to  the  ED,  the  husband  and  mother  were  called  in  to 
the  patient’s  room  and  told  that  it  did  not  look  like  the  patient 
would  “make  it.”  After  admission  to  the  unit,  blood  gasses 
revealed  a Po  of  69%  and  02  saturation  of  87%.  Shortly  after 
she  began  receiving  oxygen  and  was  intubated,  the  O,  satu- 
ration was  94%.  She  remained  comatose,  however,  and  it  soon 
became  apparent  that  she  was  quadriplegic.  She  was  aggres- 
sively supported  and  gradually  regained  consciousness  but 
was  left  paralyzed. 

After  months  of  physical  therapy  in  a neurologic  rehabili- 
tation center  she  regained  some  use  of  her  left  arm.  When 
she  achieved  maximum  recovery,  she  was  alert,  normally 
responsive,  and  conversational,  but  remained  totally  depen- 
dent on  her  family  for  care  and  support. 

A lawsuit  was  filed  charging  the  ED  physician  with  negli- 
gence for  not  calling  the  attending  neurologist,  for  giving 
Phenergan  and  Thorazine,  and  for  overall  negligence  in  not 
providing  the  patient  with  care  that  met  an  acceptable  stan- 
dard. Even  though  the  neurologist  was  not  summoned  by  his 
answering  service  on  request  of  the  patient’s  husband,  he  was 
not  sued  because  the  husband  and  mother  considered  that 
once  on  the  scene,  he  was  thorough  and  compassionate.  The 
issue  of  his  responsibility  for  the  actions  of  his  answering 
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service  in  shielding  him  from  his  patients  was  not  a factor. 
Because  of  the  obvious  negligence  on  the  part  of  the  ED  phy- 
sician in  giving  Thorazine,  which  is  known  to  reduce  the 
threshold  for  seizure  activity,  experts  were  not  to  be  found 
that  would  support  this  treatment.  The  case  had  to  be  settled 
for  a very  large  amount. 

Loss  Prevention  Comments 

Acting  on  the  assumption  that  the  patient  was  hyper- 
ventilating and  hysterical,  and  ignoring  the  history  as  re- 
counted by  both  the  patient’s  mother  and  husband,  the  ED 
physician  gave  medication  known  to  be  contraindicated.  The 
temporal  relationship  between  the  administration  of  the  medi- 
cation and  the  onset  of  the  severe  seizure  activity  which  de- 
prived the  patient  of  adequate  oxygen  and  resulted  in  the 
paraplegia  was  a matter  of  record  and  could  not  be  contested. 
He  ignored  the  pleas  of  the  family  to  call  the  neurologist 
while  the  patient  was  still  in  the  ED,  and  very  soon  after  it 
was  apparent  that  the  patient  was  not  returning  to  conscious- 


ness as  expected.  Nurses  in  the  ED  were  critical  of  the  doctor 
for  not  starting  02  promptly  on  learning  of  the  low  levels  of 
the  Po  and  the  02  saturation  and  for  not  calling  the  specialist 
to  come  in  to  the  ED  to  evaluate  his  patient. 

Contributing  greatly  to  the  decision  to  settle  this  case  was 
the  fact  that  the  mother  and  husband  were  such  credible  wit- 
nesses on  deposition.  Their  stories  were  objective  and  be- 
lievable. Also,  the  patient  herself  was  compelling  and,  ac- 
cording to  the  defense  attorney,  “The  jury  will  fall  in  love 
with  her.” 

The  lesson  to  be  learned  here  is  that  the  history  in  most 
cases  is  enhanced  by  the  family,  and  the  physician’s  under- 
standing of  the  patient’s  problem  is  increased.  The  ED  phy- 
sician would  not  have  given  the  contraindicated  medication 
if  he  had  listened  to  the  patient’s  history  of  a seizure  disorder 
that  had  been  present  since  adolescence.  This  appreciation 
of  the  significance  of  the  history  would  have  greatly  mili- 
tated against  the  diagnosis  of  hyperventilation  for  which  he 
gave  that  medication. □ 


Visit  Our  Web  Page 
* * * Free  Access  *** 


www.tricon.net/org/netahec 

NETAHEC’s  goal  is  to  assist  primary  care  physicians,  nurse  practitioners,  physician  assistants,  and  other 
health  care  professionals  in  their  efforts  to  improve  the  quality  of  care  they  offer  to  the  citizens  of 
Tennessee.  Our  web  site  offers: 


♦ Clinical  Consultation  and  Referral  Directory 

♦ CME  & Professional  Development  Directory 

♦ Clinical  Practice  Guidelines 

♦ Library  Services 


(423)434-5150  * Fax  (423)434-5154 
Serving  Seventeen  Counties  in  Northeast  Tennessee 


ETSU 


East  Tennessee  State  University 
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Medicine  and  Technology 


Y2K  and  your  PC 

Quick  Year  2000  Test 


It  is  estimated  that  nearly  80  million  PCs  will  not  properly 
rollover  the  date  from  December  31,1 999  to  January  1 , 2000. 
This  is  approximately  80%  of  the  PCs  in  operation.  The  PC’s 
age  or  recency  of  purchase  is  not  an  indication  as  to  the  year 
2000  compliance.  All  PCs,  new  and  old,  must  be  tested. 

The  following  procedures  are  quick  methods  to  determine 
if  your  PCs  BIOS  is  year  2000  compliant.  The  BIOS  is  the 
part  of  the  computer  that  manages  the  system  clock  and 
reports  back  to  software  applications  the  current  date  and 
time  when  an  application  requests  it.  Two  different  year 
2000-related  problems  will  be  tested  with  these  procedures, 
the  January  1,  2000  problem  and  the  February  29,  2000 
problem. 

The  BIOS  on  many  computers  will  not  properly  recog- 
nize the  rollover  to  the  new  century.  Many  of  these  comput- 
ers will  reset  their  clocks  to  the  earliest  date  they  were  pro- 
grammed to  handle  (January  1,  1980). 

To  test  your  PC  for  the  year  2000  problem,  perform  the 
following  test: 

1.  Set  the  date  on  your  PC  to  December  31,  1999  and  the 
time  to  23:55hrs  (11:55pm)  and  then  shut  down  the  com- 
puter in  the  normal  manner  and  turn  the  POWER  OFF.  Turn- 
ing the  machine  off  is  a required  part  of  this  test.  Hitting  the 
reset  button  is  not  sufficient.  Many  machines  behave  prop- 
erly if  they  are  not  turned  off  during  the  century  rollover. 

2.  Wait  at  least  5 minutes  and  then  turn  on  the  PC. 


3.  Verify  that  the  date  is  Saturday,  January  1 , 2000  and  the 
time  is  a few  minutes  past  midnight. 

4.  If  the  day  of  the  week,  date  or  time  is  incorrect,  you  have 
a problem  with  your  system  BIOS.  This  may  require  a soft- 
ware upgrade  to  the  BIOS  or  a BIOS  chip  replacement.  Con- 
tact the  manufacturer  of  the  computer  to  obtain  the  upgrade. 

5.  Repeat  the  same  test  without  shutting  down  the  ma- 
chine and  turning  off  the  power. 

The  year  2000  is  also  a leap  year.  The  last  time  a leap  year 
occurred  at  a century  mark  was  in  the  year  1600.  Many  sys- 
tems were  not  programmed  to  properly  recognize  the  year 
2000  as  a leap  year. 

To  test  your  PC  for  the  year  2000  leap  year  problem,  set 
the  date  on  your  PC  to  February  28,  2000  and  the  time  to 
23:55hrs  (1 1:55pm)  and  then  repeat  steps  2 through  5 above. 

The  BIOS  is  not  responsible  for  date  manipulation,  date 
math,  or  other  date-related  functions  that  are  performed  by 
software.  It  is  possible  for  the  PC  BIOS  to  handle  the  year 
2000  properly  and  the  application  software  using  the  date  to 
mishandle  it  and  cause  problems.  The  above  test  will  only 
determine  if  the  system  BIOS  is  functioning  properly. □ 

Reprinted  by  permission  of  the  AM  A.  This  information  is  provided 
strictly  as  a courtesy  to  Tennessee  Medicine  readers  and  is  not 
intended  to  be  expert  advice  on  Y2K.  For  more  information, 
consult  the  AMA 's  Y2K  Website  at  http://www.ama-assn.org/not- 
mo/y2k/index.htm  or  consult  your  computer  software  vendor. 


Other  Y2K  Web  Sites 

Need  more  information  about  year  2000  compliance  issues?  Here  are  some  helpful  sites  you  can  surf. 

• www.assnconsult.com  provides  checklists,  tips  and  answers  to  frequently  asked  year  2000  ques- 
tions, as  well  as  links  to  other  Y2K-related  web  sites. 

• www.itaa.org/year2000.htm  (Information  Technology  Association  of  America)  and  www.simnet.org 
(Society  for  Information  Management)  are  two  association  sites  covering  year  2000  issues. 

• www.year2000.com  and  www.y2kjournal.com  are  information  sources  dedicated  to  the  Y2K 
problem 

• www.Y2k.com  and  www.weblaw.co.uk/index.htm  offer  legal  and  management  insight  into  year 
2000  compliance  issues. 

• www.rx2000.org  provides  year  2000  information  specific  to  the  health  care  community  and  industry 
organizations. 

■ www.microsoft.com/year2000  explains  how  the  millennium  bug  affects  Microsoft  products. 
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Proctitis  Cystica  Profunda — 
An  Unusual  Rectal  Mass  With 
Varied  Etio-Pathogenesis 

Puneet  Goenka,  MD;  Muhammed  Iqbal,  MD;  Glen  Manalo,  MD; 

Lisa  Duncan,  MD;  Mark  F.  Young,  MD;  Thomas  R.  Borthwick,  MD 


Introduction 

Cystic,  mucus-filled  benign  lesions  of  the  colon  are  of 
two  main  types.  The  first  type  is  colitis  cystica  superficialis, 
which  occurs  in  persons  with  pellagra  and  celiac  disease.  It 
is  characterized  by  small  cysts  that  appear  as  thousands  of 
minute  gray  blebs  on  the  mucosal  surface  superficial  to  the 
muscularis  mucosae.  The  second  type  is  colitis  cystica  pro- 
funda, an  uncommon  type  with  large  mucus-filled  cysts  most 
commonly  seen  in  young  adults  as  an  ulcerating  lesion  or 
mass  in  the  rectosigmoid  area.  The  precise  pathogenesis  of 
this  condition  is  still  ill-defined.  Some  authors  believe  it  to 
be  congenital,  while  others  believe  it  to  be  acquired.  We  re- 
port the  case  of  a patient  who  had  idiopathic  ulcerative  proc- 
titis seven  years  ago  (nonspecific  rectal  mucosal  inflamma- 
tion) and  ultimately  had  a rectal  mass  confirmed  to  be  proctitis 
cystica  profunda  (PCP).  The  pathogenesis  of  PCP  in  this  case 
appears  to  be  related  to  repeated  ulceration  of  the  rectal  mu- 
cosa, leading  to  invagination  and  entrapment  of  mucosa  into 
deeper  layers  of  bowel  wall  with  subsequent  proliferation 
and  regeneration.  This  supports  an  acquired  rather  than  con- 
genital origin  of  this  condition. 

Case  Report 

A 41 -year-old  white  woman  was  referred  for  evaluation 
of  rectal  bleeding  accompanied  by  occasional  mucoid  rectal 
discharge  for  the  previous  few  months.  She  denied  melena, 
abdominal  pain,  tenesmus,  constipation,  diarrhea,  nausea, 
vomiting,  and  weight  loss.  She  also  denied  having  taken  any 
aspirin  or  non-steroidal  anti-inflammatory  drugs.  She  had  had 
a complete  colonoscopy  seven  years  ago  for  similar  com- 
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plaints,  with  findings  compatible  with  proctitis  and  confirmed 
by  rectal  biopsy  to  be  reactive  proctitis  with  mucosal  ulcer- 
ations. When  no  organisms  could  be  found  on  gram  stain  or 
culture  to  account  for  the  rectal  inflammation,  a diagnosis  of 
idiopathic  ulcerative  proctitis  was  made.  A polyp  was  also 
removed  from  the  transverse  colon  at  that  time  and  this  polyp 
on  pathologic  examination  was  found  to  be  a retention  (juve- 
nile) type  polyp  with  erosions  and  associated  secondary 
inflammatory  changes.  The  patient  was  managed  thereafter 
with  increased  fiber  intake  and  avoidance  of  straining  during 
bowel  movements.  Subsequently  she  improved  and  remained 
asymptomatic  until  this  presentation.  She  denied  smoking, 


Figure  1.  Endoscopic  view  of  the  smooth  surfaced,  submucosal,  rectal 
mass  with  normal  appearing  overlying  mucosa. 
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illicit  drug  usage,  and  anogenital  sex.  She  used  alcohol  only 
on  social  occasions.  Her  family  history  was  significant  for 
hypertension  and  coronary  artery  disease.  Her  current  physi- 
cal examination  was  in  normal  limits  except  that  her  rectal 
examination  revealed  a questionable,  nontender,  soft,  mov- 
able polypoid  mass  on  the  anterior  wall.  Her  stools  were 
hemoccult  negative. 

She  subsequently  underwent  complete  colonoscopy  that 
revealed  a soft,  round  polypoid  rectal  mass  measuring  about 
2.5  X 2.5  cm  that  had  a smooth  surface  (Fig.  1)  and  appeared 
submucosal.  It  also  had  some  diminutive  polypoid  satellite 
lesions.  Biopsies  of  the  main  lesion  showed  benign  hyper- 
plastic epithelium  and  biopsy  of  satellite  lesions  showed  co- 
lonic mucosa  with  fibrosis  of  the  lamina  propria.  After  ruling 
out  a gynecologic  explanation  for  this  condition,  the  general 
surgical  division  decided  to  locally  excise  this  rectal  mass, 
which  was  uneventful.  It  was  found  to  be  cystic  with  gelati- 
nous fluid  in  it,  and  pathology  examination  confirmed  it  to 
be  PCP  with  focal  adenomatous  changes,  but  without  any 
evidence  of  malignancy.  The  mucosa  overlying  this  cystic 
area  had  features  compatible  with  solitary  rectal  ulcer  syn- 
drome. Invagination  of  the  rectal  mucosa  adjacent  to  a sub- 
mucosal mucous-filled  cyst  was  also  clearly  seen. 

Discussion 

A common  site  for  colitis  cystica  profunda  is  the  anterior 
rectal  wall  within  12  cm  of  the  anal  verge.  This  condition  is 
most  commonly  associated  with  rectal  prolapse  and/or  soli- 
tary rectal  ulcer  syndrome.1-2  Other  associations  include  ra- 
diation, self-inflicted  rectal  trauma,  infective  dysentery, 
adenomatous  polyps,  and  idiopathic  ulcerative  proctitis  and 
colitis.3'3  The  significance  of  PCP  lies  in  its  potential  to  mimic 
mucosecretory  carcinoma  both  clinically  and  histologically. 
Unlike  invasive  adenocarcinoma,  the  glandular  epithelium 
in  PCP  shows  no  evidence  of  dysplasia,  including  cellular 
pleomorphism,  nuclear  hyperchromasia,  irregular  nuclear 
contour,  loss  of  nuclear  polarity,  and  marked  stratification. 

Repeated  rectal  mucosal  stress  during  defecation  produces 
the  histologic  features  seen  in  solitary  rectal  ulcer  syndrome 
(fibrosis  of  the  lamina  propria  and  crypt  distortion  ).  These 
changes  were  seen  in  this  case.  Etiology  of  PCP  remains  un- 
known. One  of  the  possible  explanations  of  the  pathogenesis 
of  PCP  is  repeated  mucosal  prolapse  and  deep  ulcerations  of 
the  rectal  wall  during  straining,  which  can  lead  to  subsequent 
development  of  a submucosal  hematoma  followed  by  mu- 
cosal invagination.  Reepithelialization  results  in  entrapment 
of  regenerative  colonic  glands  in  the  muscularis  propria.  Sub- 
sequently a submucosal  cyst  is  formed  which  enlarges  due  to 
mucin  production  by  the  entrapped  epithelium.  This  proposed 
pathogenesis  is  proven  histologically  by  our  case. 

At  endoscopy,  cysts  can  have  a sessile,  plaque-like,  or  poly- 
poid appearance  and  are  covered  by  mucosa  that  may  be 


normal,  edematous,  umbilicated,  or  even  ulcerated.  Bulky  or 
fibrotic  lesions  can  produce  luminal  obstruction.6  These  le-  i 
sions  may  be  asymptomatic.  Microscopically,  the  cysts  are 
below  the  muscularis  mucosae  and  may  even  penetrate  the 
muscularis  propria.  The  most  frequent  presenting  features 
are  hematochezia,  diarrhea,  mucus  discharge,  tenesmus,  iron 
deficiency  anemia,  hypokalemia,  and  hypoalbuminemia.  The 
differential  diagnosis  is  extensive,  and  includes  adenocar- 
cinoma, lymphoma,  neoplastic  polyps,  inflammatory  pseudo- 
polyps, submucosal  lipoma,  neurofibroma,  pneumatosis 
cystoides  intestinalis,  and  endometriosis  of  the  bowel.7  Treat- 
ment of  these  lesions  is  dependent  upon  size,  location,  and 
associated  conditions.  A correct  preoperative  diagnosis  is 
helpful,  as  it  can  avoid  radical  mutilating  surgery  for  suspec- 
ted malignancy.  Barium  enema,  computerized  tomography, 
magnetic  resonance  imaging  and  transrectal  ultrasonography  , 
are  sometimes  helpful.8  Although  large  forceps  biopsies  at 
the  time  of  endoscopy  can  make  the  diagnosis  on  some  occa- 
sions, definite  diagnosis  may  require  surgical  excision.9  Sub- 
mucosal excision,  as  generally  performed  endoscopically  for 
colon  polyps,  is  not  adequate,  since  the  submucosa  down  to 
the  muscularis  propria  should  be  removed  to  control  symp- 
toms and  recurrence.  Transanal  excision  is  adequate  for  small 
lesions.  An  initial  conservative  course  in  selected  cases  with 
small  lesions  could  be  tried  with  high  fiber  diet,  bulk  laxa- 
tives, and  topical  corticosteroids.9  Segmental  resection  is  re- 
served for  the  larger  lesions.  If  rectal  prolapse  is  a causative 
factor,  then  its  repair  is  included  in  the  surgical  intervention. 

Conclusion 

PCP  is  an  uncommon  finding  with  ill-defined  pathogen- 
esis. This  case  clearly  shows  one  possible  pathogenetic  pro- 
cess. PCP  does  present  rarely  in  a variety  of  clinical  settings. 
Since  screening  flexible  sigmoidoscopy  is  frequently  performed 
by  specialists  and  primary  care  physicians,  diagnosis  of  PCP 
needs  to  be  considered  as  a possibility  in  the  evaluation  of 
rectal  masses  in  order  that  an  adequate  but  yet  not  too  aggres- 
sive approach  is  undertaken  for  its  management.  This  is  just 
such  a case,  in  which  local  excision  should  be  adequate. □ 
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Introduction 

The  role  of  bacterial  en- 
dotoxin in  causing  lung  dis- 
ease is  an  area  of  intense  in- 
vestigation. Endotoxin  has 
been  identified  as  a compo- 
nent of  grain  dust-induced 
inflammation  in  the  lower 
respiratory  tract,1  and  is 
thought  to  play  a part  in  the 
lung  damage  associated  with 
cotton  dust.2  Endotoxin  is 
now  recognized  as  a potent 
stimulator  of  alveolar  mac- 
rophages to  release  tumor 
necrosis  factor  (TNF)  and 
interleukin- 1 (IL- 1 ).  These  pro- 
inflammatory  mediators  can  induce  acute  noncardiogenic  pul- 
monary edema  or  ARDS.3  The  resultant  lung  injury  in  the  rat 
mimics  the  functional,  cytologic,  and  histologic  changes  seen 
in  ARDS  in  humans,  and  is  used  as  an  experimental  model  of 
ARDS  to  test  the  efficacy  of  therapeutic  interventions.4  Im- 
portantly, this  effect  may  occur  after  a single  inhalation  ex- 
posure without  prior  sensitization.3 

We  describe  a patient  who  developed  ARDS  after  an  in- 
tense exposure  to  concentrated  aerosolized  household  dust 
in  an  enclosed  space.  The  probability  that  the  patient’s  pul- 
monary edema  was  secondary  to  endotoxin  exposure  in- 
creased as  other  immunologic,  toxic,  and  cellular  explana- 
tions were  eliminated. 
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Case  Report 

A 68-year-old  man  was  in 
his  usual  state  of  health  until 
24  hours  prior  to  admission 
to  the  hospital.  At  that  time, 
while  cleaning  his  house,  the 
bag  of  his  upright  vacuum 
cleaner  exploded,  expelling 
dust  into  the  air  and  directly 
into  his  face.  Inhalation  of 
this  dust  was  unavoidable 
due  to  the  enclosed  space. 
The  patient  immediately  de- 
veloped a dry  cough  and  pro- 
gressive shortness  of  breath. 
He  denied  recent  upper  res- 
piratory tract  symptoms,  fe- 
vers, chills,  chest  pain,  nausea,  or  vomiting.  His  past  history 
was  significant  for  hypertension  and  diabetes  mellitus.  His 
medications  included  insulin  and  lotensin.  He  had  resided  in 
his  current  home  for  many  years,  had  never  owned  pets,  and 
denied  any  allergies. 

He  was  in  moderate  respiratory  distress,  with  a respira- 
tory rate  of  32/min.  His  heart  rate  was  120/min,  and  his  blood 
pressure  124/84  mm  Hg.  He  was  afebrile.  He  had  no  cutane- 
ous, conjunctival,  oral,  or  nasal  lesions.  There  was  no  jugu- 
lar venous  distention.  Inspiratory  crackles  were  present  on 
auscultation  of  the  chest  bilaterally.  His  heart  sounds  were 
distinct  and  normal,  without  murmurs.  Neither  an  S3  nor  an 
S,  heart  sound  could  be  heard.  His  abdominal  examination 
was  normal  except  for  moderate  obesity.  There  was  no  edema 
in  his  extremities. 

His  initial  WBC  count  was  15,800/cu  mm  with  2%  band 
forms  and  2.4%  eosinophils.  His  hemoglobin  and  hematocrit 
were  14.1  gm/dl  and  40.2%,  respectively,  and  his  platelet 
count  was  normal.  Serum  electrolytes  and  biochemical  survey 
were  normal  except  for  an  elevated  glucose  of  171  mg/dl. 


ABSTRACT 

Household  exposures  may  result  in  a variety  of  respira- 
tory illnesses.  Most  of  these  inhalation  injuries  are  be- 
nign and  self-limited.  However,  an  acute  injury  that  re- 
sults in  exacerbation  of  asthma  or  chronic  fibrosing 
processes  may  be  life-threatening.  We  report  the  case  of  a 
patient  who  suffered  a massive  household  dust  exposure 
when  the  bag  of  his  upright  vacuum  cleaner  exploded. 
Inhalation  of  the  dust  resulted  in  respiratory  distress  char- 
acterized by  non-cardiogenic  pulmonary  edema.  We  be- 
lieve this  is  the  first  report  of  acute  respiratory  distress 
syndrome  (ARDS)  as  a result  of  endotoxin  exposure  from 
the  inhalation  of  household  dust. 
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Serum  creatinine  phosphokinase  levels  were  normal.  Arte- 
rial blood  gas  analysis  of  blood  obtained  while  he  was  re- 
ceiving 2 liters  per  minute  of  oxygen  delivered  via  nasal 
canula  documented  a pH  of  7.48,  a Pco2  of  30.8  mm  Hg,  and 
a Po,  of  71.7  mm  Hg.  Other  than  a sinus  tachycardia,  his 
EKG  was  normal.  The  initial  chest  radiograph  demonstrated 
bilateral  patchy  infiltrates. 

Over  the  next  24  hours  his  clinical  condition  rapidly  dete- 
riorated as  respiratory  failure  progressed,  and  he  required 
intubation  and  mechanical  ventilation.  Diffuse  bilateral  hilar 
infiltrates  consistent  with  pulmonary  edema  were  seen  on 
chest  radiograph  (Fig.  1).  He  required  a fraction  of  inspired 
oxygen  (FI02)  of  50%  and  a positive  end  expiratory  pressure 
(PEEP)  of  10  cm  of  H20  to  maintain  a Pao.,  greater  than  60 
mm  Hg.  The  peak  inspiratory  and  plateau  pressures  were  35 
and  25  cm  H,0,  respectively.  Hemodynamic  monitoring  was 
consistent  with  noncardiac  pulmonary  edema.  Mildly  edema- 
tous and  inflamed  airways  were  visualized  by  fiberoptic  bron- 
choscopy. Bronchoalveolar  lavage  (BAL)  and  protected  brush 
specimens  were  obtained  for  microbiologic  analysis. 

The  bronchoscopic  specimens  were  stained  for  bacteria, 
acid-fast  organisms,  and  fungi.  The  BAL  contained  an  in- 
creased number  of  neutrophils  but  failed  to  reveal  any  organ- 
isms. Direct  fluorescent  antibody  studies  for  Legionella  were 
negative.  Cultures  for  bacteria,  mycobacteria,  fungi,  Legionella 
organisms,  and  viruses  were  all  negative,  and  urine  was  nega- 
tive for  Legionella  pneumophila  antigen.  Acute  and  conva- 
lescent serology  for  Legionella  and  Mycoplasma  were  nor- 
mal, and  blood  cultures  failed  to  demonstrate  any  pathogen. 
A hypersensitivity  pneumonitis  profile  and  a radioallergo- 
sorbent  test  (RAST)  against  20  common  allergens  were  nega- 
tive, and  immunoglobulin  levels,  including  total  IgG,  IgG 
subclasses,  and  IgE,  were  normal. 


Figure  1.  Chest  radiograph  at  12  hours  showing  noncardiogenic  pulmo- 
nary edema. 


The  patient  was  maintained  on  PEEP  for  three  days,  after 
which  his  clinical  condition  gradually  improved  and  he  was 
weaned  successfully  from  the  mechanical  ventilator.  His  chest 
x-ray  returned  to  normal. 

Discussion 

Noncardiac  pulmonary  edema  can  be  reliably  induced  in 
experimental  animals  by  intratracheal  endotoxin  aerosoliza- 
tion.5  Experimental  bacterial  endotoxin  inhalation  in  normal 
human  subjects  causes  similar  increases  in  inflammatory  cells 
and  inflammatory  mediators  within  the  lungs.6  Bacterial  en- 
dotoxins are  relatively  stable  compounds  in  the  household 
and  can  be  routinely  obtained  from  vacuum  bag  samples.7 

We  believe  that  our  patient  had  acute  respiratory  failure 
and  ARDS  following  an  intense  endotoxin  exposure  from 
inhalation  of  concentrated  household  dust. 

Other  possible  but  less  likely  causes  of  this  patient’s  res- 
piratory embarrassment  might  include  hypersensitivity  pneu- 
monitis, organic  dust  toxic  syndrome,  or  an  allergic  medi- 
ated response.  Primary  cardiac  dysfunction  as  a cause  of 
pulmonary  edema  was  ruled  out  by  the  patient’s  normal  he- 
modynamic parameters. 

Hypersensitivity  pneumonitis  is  an  immune-mediated  in- 
filtrative lung  disease  that  occurs  from  sensitization  to  and 
recurrent  exposure  to  various  agents.  It  may  present  itself 
acutely  and  mimic  influenza  with  intense  respiratory  and 
systemic  symptoms.  Fever,  chills,  cough,  and  dyspnea  typi- 
cally begin  four  to  eight  hours  after  exposure  and  may  per- 
sist for  up  to  18  hours.  The  initial  distress  is  followed  by  a 
slow  recovery.  A mild  leukocytosis  with  a left  shift  may  be 
seen.  Typically,  immunoglobulin  G levels  are  elevated,  while 
serum  IgE  levels  remain  normal.  Serum-precipitating  anti- 
bodies against  the  offending  antigens  are  often  detectable. 
Although  the  chest  radiograph  may  document  patchy  alveo-  ; 
lar  densities,  pulmonary  edema  is  not  a common  feature  of 
hypersensitivity  pneumonitis.8 

Organic  dust  toxic  syndrome  (ODTS)  is  a nonallergic, 
noninfectious  respiratory  illness  that  resembles  hypersensi- 
tivity pneumonitis.  The  exact  pathophysiology  of  the  organic 
toxic  dust  syndrome  has  yet  to  be  elucidated.  Bacterial  en- 
dotoxin may  play  a role,9  but  most  investigators  emphasize 
the  role  of  respirable  fungal  spores  and  the  host’s  hypersen- 
sitivity reaction  to  these  organic  particulates.  This  flu-like 
illness  typically  begins  within  hours  after  exposure  and  is 
difficult  to  distinguish  from  hypersensitivity  pneumonitis. 
Some  investigators  suggest  that  ODTS  represents  a part  of 
the  spectrum  of  hypersensitivity  pneumonitis  rather  than  be- 
ing a distinct  entity.  Most  patients  develop  symptoms  with- 
out abnormalities  on  chest  radiograph  or  spirometry,  and  se- 
rologic tests  are  normal.  No  treatment  is  indicated  unless  there 
is  significant  bronchoconstriction,  a feature  that  was  absent 
in  our  patient.10 
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Specific  IgE  bound  to  mast  cells  is  an  essential  part  of  an 
allergic  lung  reaction.11  Reactive  airway  disease  was  not  a 
feature  of  this  patient’s  respiratory  failure,  as  evidenced  by 
the  clinical  absence  of  wheezing  and  significant  airflow  ob- 
struction. The  airway  resistance  component  of  the  patient’s 
dynamic  compliance  was  normal,  and  is  demonstrated  by  the 
small  difference  between  the  peak  and  plateau  pressures  re- 
corded by  the  mechanical  ventilator.  The  patient  had  no  other 
physical  signs  of  immediate  hypersensitivity  such  as  urticaria 
or  angioedema,  and  he  had  a normal  IgE  level  and  absolute 
eosinophil  count. 

Since  this  patient’s  clinical  picture  did  not  correspond  well 
with  any  of  the  above  entities,  we  propose  that  his  noncar- 
diogenic  pulmonary  edema  was  secondary  to  a massive  in- 
halation of  bacterial  components.  Based  on  the  animal  model, 
it  is  observed  that  bacterial  molecular  complexes  increase  the 
adhesion  molecules  of  endothelial  cells  and  the  adhesive  func- 
tion of  neutrophils.  This  synergistic  response  results  in  neu- 
trophil adherence  to  the  walls  of  blood  vessels  within  min- 
utes after  exposure  to  bacterial  endotoxins,  and  vascular  injury 
results  from  oxidative  stress.12  Bacterial  endotoxins  also  in- 
duce macrophages  and  monocytes  to  synthesize  IL-1,  IL-8, 
and  TNF.3  These  pro-inflammatory  cytokines  induce  an  in- 
tense inflammatory  response  resulting  in  leaky  capillaries  and 
noncardiac  edema,  which  produces  the  clinical  picture  of  acute 
lung  injury  syndrome. 

Most  household  inhalation  injuries  from  organic  dusts  will 
probably  remain  benign  and  self-limited.  The  dose-depen- 


dent nature  of  the  insult  is  beginning  to  be  understood,  and  it 
appears  that  both  the  concentration  of  the  endotoxin  and  in- 
tensity of  exposure  play  a role  in  the  host’s  clinical  expres- 
sion of  pulmonary  edema.613  The  circumstances  that  would 
provide  this  degree  of  inhalational  challenge  occur  less  com- 
monly in  the  home  than  the  workplace,  and  therefore  this 
report  of  severe  domestic  endotoxin  exposure  appears  thus 
far  unique. □ 
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Department  of  Health  Report 

Assistive  Technology  in  Tennessee 

Jacque  Cundall,  RN,  BSN 


Technology  continues  to  play  an  increasingly  important 
role  in  the  lives  of  all  persons  in  the  United  States.  Individu- 
als with  disabilities  benefit  from  assistive  technology  (AT) 
to  promote  their  independence,  and  facilitate  activities  of 
daily  living.  AT  can  help  a child  to  manipulate  a toy,  a stu- 
dent to  compete  in  school,  an  adult  to  function  in  the  work- 
place, and  the  elderly  to  remain  independent. 

Assistive  technology  devices  can  be  as  “low  tech”  as 
blocks  of  wood  under  a desk  to  elevate  it  for  wheelchair 
access,  or  as  “high  tech”  as  a talking  computer  for  an  indi- 
vidual who  is  blind  or  to  assist  those  who  do  not  have  use  of 
their  hands.  A large  button  switch  for  a toy  may  enable  a 
child  with  limited  grasp  to  participate  in  normal  play  activi- 
ties that  promote  development.  Older  individuals  with  dia- 
betes may  benefit  from  visual  or  manual  aid  devices  that 
will  enable  them  to  give  themselves  an  insulin  injection.  AT 
has  been  successful  in  helping  individuals  with  learning  dis- 
abilities and  autism  by  identifying  mechanisms  to  facilitate 
communication.  AT  centers  provide  consultation  on  an  un- 
limited number  of  special  needs  categories  that  include  mo- 
bility, electronic  communication,  assistive  listening,  visual 
enhancement,  environmental  access,  computers,  leisure/rec- 
reation, independent  living,  positioning,  and  adapted  toys. 

AT  services  are  provided  by  centers  across  the  state.  Ser- 
vices include  evaluation/assessment,  recommendation  of  de- 
vices and/or  services  needed  for  the  home,  school,  work- 
place, and  place  of  residence  (such  as  a nursing  home)  or 
for  participation  in  community  activities.  AT  centers’  con- 
sultants are  highly  skilled  in  working  with  individuals  to 
provide  a variety  of  options  in  regard  to  evaluation,  installa- 
tion, training,  and  support.  Centers  have  lending  libraries 
and  short-term  equipment  loans,  and  also  provide  commu- 
nity outreach.  The  Tennessee  Recyclable  Assistive  Devices 
Information  Network  (TRADIN’)  program  accepts  donations 
of  durable  medical  equipment  and  computer  equipment  to 
lend.  Clients  can  be  seen  in  the  AT  center,  home,  school,  or 
workplace.  Referrals  to  the  centers  can  be  made  by  physi- 
cians, clients,  family,  schools,  and  others.  The  centers  work 
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closely  with  vocational  rehabilitation  clients  and  children 
with  special  health  care  needs.  Consumers  and  individuals 
with  special  needs  play  an  active  role  in  program  and  policy 
development  through  the  State  Advisory  Council  for  the 
Tennessee  Technology  Access  Project  (TTAP)  and  the  cen- 
ter boards.  Centers  provide  service  and  education  to  under- 
represented populations  such  as  the  poor,  the  elderly,  and 
rural  and  non-English  speaking  individuals.  One  center  pro- 
duced outreach  materials  for  a Hispanic  newspaper  and  an- 
other center  has  a mobile  unit  that  can  reach  large  numbers 
of  individuals  in  the  rural  areas  of  West  Tennessee. 

AT  devices  and  services  prescribed  by  the  physician  as 
medically  necessary  may  be  covered  by  private  insurance 
and  TennCare.  On  September  4,  1998,  a letter  was  sent  by 
the  Health  Care  Financing  Administration  (HCFA)  to  all  state 
Medicaid  directors  explaining  that  coverage  for  medical 
equipment  is  to  be  reviewed  on  an  individual  basis  if  the 
equipment  requested  is  not  on  a list  of  pre-approved  items. 
Centers  work  with  insurance,  education,  and  vocational  re- 
habilitation, as  well  as  public  or  private  agencies,  to  identify 
funding  sources. 

The  Technology-Related  Assistance  for  Individuals  with 
Disabilities  Act  of  1988  (Tech  Act)  provided  funds  to  states 
to  coordinate  technology  activities  for  individuals  of  all  ages. 
In  August  1998,  the  Tennessee  Department  of  Health  as- 
sumed responsibility  for  the  Tennessee  Technology  Access 
Project  (TTAP)  from  the  Department  of  Mental  Health  and 
Mental  Retardation.  The  federal  Tech  Act  of  1988  was  re- 
authorized in  October  1998  and  will  be  known  as  the 
Assistive  Technology  Act  of  1998.  The  new  act  provides 
matching  funds  that  will  allow  states  to  develop  a low-inter- 
est program  for  AT  devices. 

The  state  TTAP  project  contracts  with  four  AT  centers  to 
conduct  activities  related  to  promoting  systems  change  for 
access  to  devices  and  services  in  regard  to  funding,  timely 
and  appropriate  access,  and  the  identification  of  barriers  to 
accessing  AT  devices.  In  addition,  TTAP  provides  funding 
for  an  attorney  with  the  Tennessee  Protection  and  Advocacy 
Agency  to  represent  individuals  and  families  who  have  been 
denied  access  to  AT  evaluations,  assessment  services,  or  de- 
vices. The  purpose  of  the  act  is  to  assist  each  state  in  main- 
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taining  and  strengthening  a permanent  comprehensive  state- 
wide program  of  technology-related  assistance  for  individu- 
als of  all  ages  with  disabilities  and  to  promote  compliance 
with  the  Tech  Act  of  1988,  the  1990  Americans  with  Dis- 
abilities Act,  the  1 992  Amendment  to  the  Rehabilitation  Act, 
the  1 994  Amendment  to  the  Tech  Act,  and  the  Assistive  Tech- 
nology Act  of  1998. 

The  following  four  AT  centers  are  associated  with  TTAP: 

• East  Tennessee  Technology  Access  Center  (ETTAC), 
Knoxville,  Director  Lois  Symington,  423/219-0130; 

• West  Tennessee  Technology  Access  (STAR  Center),  Jack- 
son,  Director  Margaret  Doumitt,  901/668-3888; 

• Technology  Access  Center  of  Middle  Tennessee  (TAC), 
Nashville,  Director  Bob  Kibler,  615/248-6733;  and 

• Signal  Centers/United  Cerebral  Palsy,  Chattanooga,  Di- 
rector Linda  McReynolds,  423/698-8528. 

• The  Memphis  area  is  served  by  the  Rehabilitation  Engi- 
neering Program,  University  of  Tennessee-Memphis,  Stan 
Cronk,  901/448-6479. 

• The  Tennessee  Protection  and  Advocacy  Center,  Direc- 
tor Shirley  Shea,  615/298-1080  is  located  in  Nashville  and 
serves  all  of  Tennessee. 

Additional  information  can  be  obtained  by  calling 
Jacque  Cundall,  TTAP  Director,  or  Katie  Wilson,  TTAP 
Program  Specialist  at  6 1 5/74 1 -8530,  TTY  6 1 5/74 1 -4566, 
or  800/732-5059. □ 
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Vanderbilt  Morning  Report 

A Case  of  Streptococcus  bovis 
Bacteremia  and  Endocarditis 


Case  Report 

A 65-year-old  white  man  with  a past  medical  history  of 
hypertension  and  severe  emphysema  came  to  the  Nashville 
Veterans  Administration  Medical  Center  with  a 15-lb  weight 
loss  over  three  months,  fever,  and  rigors.  He  had  no  gas- 
trointestinal (GI)  symptoms.  Approximately  four  months  ear- 
lier he  had  seen  his  local  physician  because  of  persistent  fe- 
ver, back  pain,  and  dysuria.  Urine  cultures  were  sterile  but 
blood  cultures  were  positive  for  Streptococcus  bovis.  No  ad- 
ditional workup  was  performed,  and  he  was  treated  with  a 
ten-day  course  of  ampicillin.  His  symptoms  resolved  com- 
pletely, and  subsequent  blood  cultures  were  negative. 

On  admission,  the  patient’s  temperature  was  102.4°F, 
pulse  1 12/min,  blood  pressure  122/78  mm  Hg,  and  respira- 
tions 24/min.  No  murmurs  were  heard  on  cardiovascular  ex- 
amination, and  his  chest  was  clear  to  auscultation.  His  ab- 
domen was  soft  without  hepatomegaly,  but  his  spleen  was 
enlarged  and  the  tip  palpable.  Rectal  examination  was  nega- 
tive, and  his  stool  was  heme-negative.  His  WBC  count  was 
1 1 ,000/cu  mm  (normal  5,000  to  10,000)  with  a left  shift.  His 
blood  chemistries  and  a chest  x-ray  were  normal.  An  electro- 
cardiogram showed  only  sinus  tachycardia.  Four  sets  of  blood 
cultures  grew  S.  bovis.  An  echocardiogram  showed  a lesion 
on  the  tricuspid  valve.  A CT  scan  of  his  abdomen  did  not 
reveal  any  masses  or  adenopathy.  Upper  and  lower  GI  endo- 
scopy revealed  extensive  diverticulosis,  and  several  colon 
polyps,  which  were  removed.  The  patient  was  treated  with 
intravenous  ampicillin  and  gentamicin  for  four  weeks  and 
made  a complete  recovery. 

Discussion 

5.  bovis  is  a gram-positive  coccus  that,  like  the  entero- 
cocci, is  classified  as  a group  D streptococcus  and  shares  a 
number  of  properties  of  true  enterococci.  S.  bovis , however, 
can  be  differentiated  on  the  basis  of  a number  of  simple  mi- 
crobiological tests  such  as  the  ability  to  grow  in  high  salt 
media.1  Two  biotypes  of  S.  bovis  have  been  described  and 
are  termed  biotype  I and  II.  This  differentiation  may  be  impor- 
tant clinically,  because  bacteremia  due  to  S.  bovis  biotype  I 

Presented  by  Michael  K.  Leonard,  MD,  third  year  medical 
resident,  Vanderbilt  University  Medical  Center,  and  Seth  Barnes, 
MD,  chief  medical  resident,  Veterans  Administration  Medical 
Center,  Nashville. 


shows  a much  higher  correlation  with  underlying  GI  malig- 
nancy and  endocarditis.2  The  biotype  of  S.  bovis  in  the  present 
case  was  not  determined. 

The  most  common  clinical  infections  caused  by  S.  bovis 
are  bacteremia  and  endocarditis.  Much  less  commonly,  the 
organism  is  associated  with  urinary  tract  infections,  menin- 
gitis, or  neonatal  sepsis.3  The  GI  tract  is  the  usual  portal  of 
entry  in  S.  bovis  bacteremia,  although  the  hepatobiliary  tree, 
urinary  tract,  and  dental  procedures  have  been  implicated  as 
possible  sources.  S.  bovis  bacteremia  is  associated  with  en- 
docarditis in  25%  to  50%  of  cases.1  Endocarditis  produced 
by  S.  bovis  frequently  runs  a subacute  course  that  is  indistin- 
guishable from  that  caused  by  viridans  streptococci.  The  or- 
ganism usually  produces  endocarditis  in  patients  with  preex- 
isting valvular  abnormalities  or  prosthetic  valves.1 

A strong  association  exists  between  S.  bovis  bacteremia 
and  underlying  malignancy  of  the  colon.  In  some  series,  the 
prevalence  exceeds  50%. 4 As  in  the  patient  presented,  all 
patients  with  S.  bovis  bacteremia  should  undergo  workup  to 
exclude  colonic  neoplasms.  Some  doctors  have  also  reported 
an  increased  incidence  of  other  GI  malignancies,  including 
cecal  lymphoma  and  peritoneal  carcinomatosis,  in  associa- 
tion with  S.  bovis  bacteremia.1  In  addition,  individuals  with 
premalignant  colonic  adenomas  may  also  be  at  an  increased 
risk  for  acquiring  bacteremia  due  to  this  organism. 

S.  bovis,  unlike  enterococci,  are  highly  susceptible  to 
penicillin.1  They  are  also  susceptible  to  ampicillin,  the  anti- 
pseudomonal  penicillins,  cephalothin,  erythromycin,  clinda- 
mycin, and  vancomycin.  Although  penicillin-aminoglycoside 
combinations  show  synergy  against  S.  bovis  and  are  success- 
fully used  to  treat  infections  caused  by  these  pathogens,  peni- 
cillin alone  is  probably  equally  effective.1  Four  weeks  of 
therapy  is  recommended  for  endocarditis.  In  penicillin- 
allergic  patients,  vancomycin  is  a reasonable  alternative.  Re- 
sponse to  antimicrobial  therapy  is  usually  excellent. □ 
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Physicians  dedicated  to  the  health  of  America 


News  and  Views 


TMA  Alliance  Report 


IMPACT / Legislation 

TMA  spends  many  hours  lobbying  state  legislators  concern- 
ing various  bills.  These  bills  are  often  vital  to  physicians’  prac- 
tice of  medicine  in  Tennessee.  Our  state  senators  and  represen- 
tatives know  our  lobbyists  and  listen  to  what  they  have  to  say 
about  these  issues.  With  some  issues,  this  is  all  it  takes  to  make 
TMA’s  positions  heard. 

At  other  times,  it’s  not  so  easy.  On  those  occasions,  TMA 
needs  the  help  of  the  Alliance.  The  effect  that  phone  calls,  let- 
ters, faxes,  and  e-mails  from  voters  in  their  district  can  have  on 
elected  officials  is  amazing.  After  all,  lobbyists  simply  talk  to 
them — but  you  vote  for  them. 

Legislators  listen  to  their  constituents.  If  they  stop  listening, 
they  may  be  “de-selected”  by  the  voters.  No  legislator  likes  that 
possibility. 

Please  let  me  know  if  you  know  a legislator  personally  and 
are  willing  to  help. 

You  can  also  help  by  joining  IMPACT.  This  is  a very  easy 
way  to  support  your  spouse  and  the  practice  of  medicine.  Remem- 
ber, the  medical  association  dues  cannot  be  used  for  IMPACT. 
Alliance  contributions  are  $100  (no  personal  checks). 

Send  your  checks  and  names  of  legislators  who  you  are  will- 
ing to  contact  to  me  at  4276  Montrose,  Memphis,  TN  38117. 

Annabel  Woodall 
IMPACT/AMPAC  Representative 


Letters  to  the  Editor 


Colonoscopy  in  Rural  Family  Practice — 
Response 

To  the  Editor: 

We  are  writing  in  response  to  the  letter  to  the  editor  last  month 
(Tenn  Med  91:474,  Dec  1998)  about  our  article  published  in 
Tennessee  Medicine  in  January  1 998. 1 

Is  the  glass  half  full  or  is  it  half  empty?  Hippocrates  said, 
“First  of  all,  do  not  harm.”  In  the  study  criticized  by  the  leader- 
ship of  the  American  Society  of  Gastrointestinal  Endoscopy 
(ASGE),  we  did  no  harm  to  patients.  Also,  patients  were  helped 
by  the  appropriate  and  early  diagnosis  of  colorectal  cancer. 

This  ASGE  group  lost  much  of  its  credibility  when  they  sent 
a threatening  and  unsolicited  legal  opinion  to  hospital  adminis- 
trators, hospital  credential  committees,  and  hospital  medical  staff 
leadership  in  1993. 2 The  legal  opinion  implied  that  hospitals 
who  credentialed  physicians  with  a process  other  than  that  rec- 
ommended by  the  ASGE  would  face  legal  liability  and  finan- 
cial penalties.  The  letter  came  signed  by  the  President  of  the 
ASGE  and  a prominent  Washington  D.C.  law  firm.  Small  town 
hospitals  in  Tennessee  were  impressed  with  this  altruistic  dis- 
play of  concern  for  health  in  rural  areas.  Currently,  over  90%  of 
the  ASGE  membership  reside  in  large  cities. 

Since  then,  thousands  of  qualified  family  physicians,  gen- 
eral internists,  and  general  surgeons  have  performed  various 
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endoscopic  procedures  for  the  benefit  of  patients.  There  is  no 
epidemic  of  bad  results.  If  anything,  the  more  physicians  can 
do  to  increase  access  for  the  prevention  of  colorectal  cancer 
screening,  the  better  served  the  public  will  be. 

This  is  particularly  important  for  the  rural  communities  such 
as  the  one  described  in  our  study.  The  current  solution  proposed 
by  the  ASGE  is  to  hire  a bus,  and  transport  patients  into  the  big 
cities  for  care  by  a gastroenterologist.  With  the  best  of  inten- 
tions, the  ASGE  has  become  part  of  the  problem.  Fewer  than  | 
20%  of  Americans  received  indicated  investigation/screening 
for  colorectal  cancer.  The  majority  of  diagnosed  cancer  cases  ' 
occur  when  they  are  already  metastatic.  The  ASGE  needs  to  I 
stop  attacking  colleagues  with  the  hope  of  maintaining  an  in-  a 
flated  and  featherbedded  training  monopoly.  Basically,  these  i 
academics,  at  the  taxpayer’s  expense,  have  created  a creden- 
tialing  arms  race.3 
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New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

Blount  County  Medical  Society 

Matthew  J.  McCarty,  MD,  Maryville 

Bradley  County  Medical  Society 

Shannon  L.  Byrd,  MD,  Cleveland 
Cooper  P.  Hagerty,  MD,  Cleveland 

Chattanooga-Hamilton  County  Medical  Society 

Charles  D.  Adair,  MD,  Chattanooga 
Rena  A.  Azar,  MD,  Jasper 
Henry  J.  Baughman  III,  MD,  Fort  Oglethorpe 
Punit  J.  Bhutwala,  MD,  Fort  Oglethorpe 
Joseph  L.  Bowers,  MD,  Chattanooga 
Mary'  L.  Chrostowski,  MD,  Chattanooga 
William  O.  Cornwell,  MD,  Fort  Oglethorpe 
David  J.  Dowling,  MD,  Ooltewah 
Richard  S.  Epter,  MD,  Chattanooga 
John  A.  Gracy,  MD,  Fort  Oglethorpe 
Kellie  A.  Jolley,  MD,  Chattanooga 
Terri  L.  Jones,  MD,  Fort  Oglethorpe 
Stanley  J.  Kupiszewski,  MD,  Chattanooga 
John  W.  Marshall,  MD,  Collegedale 
Tracy  R.  Ray,  MD,  Chattanooga 
Cynthia  A.  Self,  MD,  Chattanooga 

Tennessee  Medicine  ~ January,  1999 


Dawn  R.  Sessoms,  MD , Chattanooga 
Richard  F.  Sowell,  MD,  Chattanooga 
Jack  C.  Spencer,  MD,  Chattanooga 
Glenn  M.  Strome,  MD,  Chattanooga 
Lawrence  F.  Supik,  MD,  Fort  Oglethorpe 
Subhash  R Virani,  MD,  Chattanooga 

Consolidated  Medical  Assembly  of  West  Tennessee 

James  C.  Car  ruth,  MD,  Jackson 

Hardin  County  Medical  Society 

Joseph  A.  Peters,  MD,  Savannah 

Maury  County  Medical  Society 

James  L.  Marcum,  MD,  Columbia 
Paul  A.  Perez-Navarro,  MD,  Columbia 

Memphis-Shelby  County  Medical  Society 

Lawrence  W.  Gordon,  MD,  Memphis 
Mark  M.  Lessner,  MD,  Memphis 

Montgomery  County  Medical  Society 

Glen  S.  Babich,  MD,  Dover 

Northwest  Tennessee  Academy  of  Medicine 

David  J.  Watlington,  MD,  Martin 

Roane-Anderson  County  Medical  Society 

Frederick  M.  McLean,  MD,  Oak  Ridge 

Sullivan  County  Medical  Society 

Philip  D.  Bates,  MD,  Kingsport 
John  K.  Blazier,  MD,  Kingsport 
Stephen  A.  Fahrig,  MD,  Kingsport 
Russell  D.  Mader,  MD,  Kingsport 

Sumner  County  Medical  Society 

Subir  Guha,  MD,  Gallatin 

Washington-Unicoi-Johnson  County  Medical  Association 

Nancy  G.  Barbarito,  MD,  Johnson  City 


Personal  News 


Thomas  F.  Beckner,  MD,  Greeneville,  has  been  elected  a Fel- 
low of  the  American  College  of  Physicians- American  Society 
of  Internal  Medicine. 

Leon  L.  Reuhland,  MD,  Woodbury,  has  been  elected  a Fellow 
of  the  American  Academy  of  Family  Physicians. 

John  W.  Runyan  Jr.,  MD,  Memphis,  has  received  the  Pew  Health 
Professions  Commission  1 998  Primary  Care  Achievement  Award 
in  Patient  Care,  recognizing  his  “outstanding  commitment  and 
dedication  to  providing  health  care  services  to  the  underserved 
in  Memphis.” 

Jesse  Lee  Walker,  MD,  LaFollette,  has  received  the  Emory  Uni- 
versity Emory  Medal,  recognizing  “a  career  devoted  to  bring- 
ing hope  and  medical  care  to  the  impoverished  mountain  people 
of  Kentucky  and  Tennessee.” 


In  Memoriam 


Oscar  M.  Carlomagno,  MD,  age  52.  Died  October  7,  1998. 
Graduate  of  University  of  Buenos  Aires.  Member  of  Knoxville 
Academy  of  Medicine. 

Harold  Feinstein,  MD,  age  85.  Died  September  29,  1998.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Memphis-Shelby  County  Medical  Society. 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  October,  1998.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1 . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Daniel  E.  Conrad,  MD,  Knoxville 
Steven  H.  Dowlen,  MD,  Chattanooga 
George  S.  Flinn  Jr.,  MD,  Memphis 
Jerre  M.  Freeman,  MD,  Memphis 
Scott  M.  Kloek,  MD,  Cordova 
H.  Joseph  Lantz,  MD,  Chattanooga 
Lilia  D.  Mauricio,  MD,  Lawrenceburg 
Leon  L.  Reuhland,  MD,  Woodbury 
David  E.  Schultheiss,  MD,  Nashville 


Board  of  Medical  Examiners 


Minutes  - October  1998 

Name:  Rhonda  Brennan,  MD  (Nashville) 

Violation:  Violation  of  a Board  order. 

Action:  May  not  renew  license  until  she  proves  by  testimony 
of  her  psychiatrist  and  one  of  the  Board’s  choosing  that  she  is 
capable  of  practicing. 


Tennessee  Medicine  Policy 

Tennessee  Medicine  publishes  the  actions  of  the  Board  of  Medi- 
cal Examiners  directly  from  the  Department  of  Health’s  monthly 
sunshine  notice.  TMA  policy  calls  for  Tennessee  Medicine  to 
print  corrections,  retractions,  or  case  updates  as  they  are  re- 
ceived from  the  Department  of  Health.  Physicians  whose  case 
results  are  overturned  or  modified  by  either  the  Board  of  Medi- 
cal Examiners  or  final  judicial  action  may  request,  through  ap- 
propriate supporting  documentation,  that  Tennessee  Medicine 
print  an  update  in  the  next  possible  publication. 
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TMA  Board  of  Trustees  Meeting  Minutes 


September  27, 1998 

The  following  is  a summary  of  actions  taken  by  the  Board  of 
Trustees  of  the  Tennessee  Medical  Association  at  its  regular 
fourth  quarter  meeting  at  the  Knoxville  Academy  of  Medicine, 
Knoxville,  September  27,  1998: 

THE  BOARD: 


regularly  meet  in  order  to  solve  physician,  MCO,  and  TennCare 
Bureau  problems  with  patient  care  access  and  reimbursement. 

State  Appointments.  Agreed  to  submit  the  following  names 
for  consideration  of  appointment  to  the  TennCare  Pharmaceuti- 
cal Care  Advisory  Board:  Dr.  Thomas  W.  Denny,  Columbia 
(for  reappointment). 

Agreed  to  submit  the  following  names  for  consideration  of 
appointment  to  the  Workers’  Compensation  Medical  Cost  Con- 
tainment Committee:  Drs.  Frederick  A.  Killeffer,  Knoxville;  Rob- 
ert C.  Diaz  D’Aux,  Memphis;  and  Clarence  Davis,  Memphis. 


Address  from  Dr.  Robert  Montgomery.  The  Board  received 
greetings  and  a brief  report  on  the  success  of  the  Knoxville 
Academy  of  Medicine’s  free  flu  vaccine  program. 

Joint  TMA/TBA  Fraud  and  Abuse  Manual.  The  Board 
named  Dr.  Fred  Ralston  Jr.  Board  liaison  to  work  with  TMA 
staff  in  their  endeavor  to  compile  a fraud  and  abuse  defense 
manual  in  joint  venture  with  the  Tennessee  Bar  Association. 

Quarterly  Reports.  Received  written  and  oral  reports  from 
the  following  organizations:  SVMIC,  TMA  Physician  Services, 
Inc.,  Tennessee  Delegation  to  the  AMA,  TN  Council  on  Medi- 
cal Specialty  Societies,  IMPACT,  TN  Physicians’  Quality  Veri- 
fication Organization,  Tennessee  Medical  Educational  Fund,  and 
the  TMA  Alliance. 

Committee  Reports.  Received  written  reports  from  the  fol- 
lowing committees:  Committee  on  Legislation,  Membership 
Committee,  Committee  on  Communications  & Public  Relations, 
Committee  on  Governmental  Medical  Services  and  Third  Party 
Payors,  and  took  the  following  actions: 

Agreed  to  consider  a special  dues  category  for  physicians 
married  to  physicians  at  the  1st  quarterly  meeting  in  January. 

Agreed  to  escrow  unused  1998  CARE  budget  into  the  1999 
budget  for  use  in  the  establishment  of  a Managed  Care  Initia- 
tive. The  Board  further  agreed  this  action  was  a one-time  event 
and  would  not  set  a precedent  for  future  unused  funds  of  any 
budgeted  line  item. 

Agreed  to  officially  convey  its  opposition  to  the  Tennessee 
Certificate  of  Need  standards  and  officially  comment  to  abolish 
the  process  because  of  the  lack  of  benefit  to  the  public  from 
such  standards  in  view  of  marketplace  controls. 

Agreed  to  notify  the  TennCare  Bureau  of  the  continuing  prob- 
lems of  mistaken  TennCare  eligibility  and  to  support  physicians 
in  their  effort  to  plan  for  and  combat  automatic  recoupment 
activity. 

Agreed  to  go  on  record  stating  that  physicians  whose  only 
recent  medical  experience  is  administrative  or  educational  may 
not  serve  on  such  committees  as  effectively  as  physicians  whose 
practices  are  comprised  of  routine  medical  care  or  specialize  in 
behavioral  or  mental  health. 

Review  of  1992  Resolutions.  Reviewed  all  TMA  resolu- 
tions adopted  in  1992  for  the  purpose  of  allowing  them  to  sun- 
set, and  adopted  positions  for  recommendation  to  the  TMA 
House  of  Delegates. 

TMA/Specialty  Society/MCO  TennCare  Task  Force.  Agreed 
to  create  a TMA/Specialty  Society/MCO  TennCare  Task  Force  to 


Tennessee  Academy  of  Family  Practice.  Agreed  to  present 
a resolution  of  commendation  to  the  Tennessee  Academy  of  Fam- 
ily Practice  on  its  50  years  of  success  in  community  care  of  the 
citizens  of  Tennessee. 

Third  Quarter  Financial  Statement.  Reviewed  the  third 
quarter  financial  statement  as  submitted  by  Mr.  Alexander 

Tentative  1999  Budget.  Agreed  to  adopt  a tentative  1999 
budget  of  $3,035,000  as  presented  the  TMA  Finance  Commit- 
tee— Drs.  Robert  Patton,  Kingsport,  secretary/treasurer;  Barrett 
Rosen,  Nashville;  and  Joel  Locke,  Franklin. 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 


Feb  6 
March  6 
April  3 
April  15-16 
May  7-8 
May  20-21 
June  4-5 


Primary  Care  Seminar  - Urology 
Primary  Care  Seminar  - Endocrinology 
Primary  Care  Seminar  - Nephrology 
Endoscopic  Sinus  Surgery  Workshop 
Phonosurgery  Workshop 

16th  Annual  Family  Medicine/Primary  Care  Update 
23rd  AnnualSonography  Symposium 


For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 
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University  of  Tennessee 

Continuing  Education  Schedule 

Chattanooga 

Feb  21-26  Clinical  Medicine  Update — Maui,  Hawaii 
April  5-9  Primary  Care  Medicine  Update — Paradise  Island,  Ba- 
hamas 

June  15-19  Family  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and  departments 
in  the  medical  school  to  allow  practicing  physicians  to  participate  in 
the  service’s  activities  for  a period  of  one  day  to  one  week.  This  program 
provides  an  opportunity  for  physicians  to  study  in  depth  for  a 
specified  period.  The  schedule  of  activities  is  individualized  in 
response  to  the  physician’s  request  by  the  participating  department. 
The  experience  includes  conferences,  ward  rounds,  audiovisual 
materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph  D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


MARK YOUR 
CALENDARS  NOW 


TENNESSEE 

MEDICAL 

ASSOCIATION 

164TH  ANNUAL  MEETING 

April  8-10, 1999 

Opryland  Hotel 
Nashville 


National  HIV  Telephone  Consultation  Service 
800-933-3413 

This  toll-free  “Warmline”  telephone  consultation  service,  based  at  San  Francisco 
General  Hospital,  is  available  to  physicians  and  other  health  care  providers  with  HIV- 
related  clinical  management  questions. 

Calls  are  answered  by  a team  of  HIV  experts  consisting  of  physicians,  nurse  practi- 
tioners, and  clinical  pharmacists. 

Consultants  are  on  duty  between  10:30  am  and  8:00  pm  EST.  Calls  at  other  times 
are  recorded  and  returned  as  soon  as  possible. 

Funded  through: 

Health  Resources  and  Service  Administration,  AIDS  Education  and  Training  Centers,  and 
the  American  Academy  of  Family  Physicians. 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 

Physicians  utilized  in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis  and  Arlington.  Salary 
potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two  year  fellowship  in  Developmental  Disabilities 
encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Bemie  Simons,  Superintendent 

Lee  Thomas,  Superintendent 
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to  physician  consultation  service  pro- 
viding fast  access  to  medical  and  dental 

THE  UNIVERSITY  OF  TENNESSEE 
Medical  Center  at  Knoxville 


Exceptional  medicine.  Exceptional  people. 


specialists  and  advanced  clinical  infor- 
mation in  virtually  all  fields. 

Dial  1-800-442-8862,  and  the  TCC’s 
trained  information  specialists  will 
connect  you  with  medical  and  dental 
professionals  at  the  University  Medical 
Center  who  will  answer  your  questions 
quickly,  competently  and  at  no  charge. 


For  a free  copy  of  the  Tennessei 
Consultation  Center’s  Directory  of 
Consultants,  call  1-800-442-8862. 


Tennessee  Consultation  Center 


The  University  of  Tennessee  Medical  Center  at  Knoxville  is  comprised  of  University  Memorial  Hospital  and  the  Graduate  School  of  Medicine.  Together, 
these  entities  embody  the  Medical  Center's  philosophy  and  mission  through  the  spirit  of  exploration,  the  passion  for  teaching,  and  the  compassion  to  restore 
The  University  of  Tennessee  is  an  EEO/AA/Title  IX/  Section  504/ADA  employer 


President’s  Comments 


David  G.  Gerkin,  MD 


American  Politics: 

Are  There  Any  Heroes? 

I am  sitting  in  front  of  my  computer  with  my  hand  poised  over  the  keyboard  to  write  the 
Presidents  comments  for  February.  I normally  write  about  issues  that  I am  fired  up  about,  that 
are  not  too  controversial,  that  would  interest  most,  and  that  are  not  usually  affected  by  time  of 
publication.  The  comments  are  due  two  months  prior  to  publication,  and  in  this  case  could  be 
affected  by  it.  February  is  right  in  the  heat  of  the  political  process  for  both  state  and  federal 
issues,  and  my  comments  might  not  be  completely  appropriate,  but  alas,  I am  sure  they  will 
stand  the  test. 

I recently  attended  an  AMA  fly  to  Washington  to  blitz  the  legislature  on  the  “Patients  Rights 
bill,”  and  in  particular  MCO  and  HMO  liability.  I expected  cool  heads,  intelligent  decisions, 
and  just  doing  the  right  thing  to  prevail.  As  I met  with  each  member  of  our  delegation,  most 
listened  courteously,  most  were  supportive,  some  appeared  positive,  and  some  noncommittal.  I 
expected  good  sense,  and  concern  for  our  patients  and  their  constituents  to  be  preemptive.  I was 
disappointed  as  all  but  one  tripped  the  party  line.  Similar  events  occurred  during  our  campaign 
for  the  “Patient  Advocacy  Act”  in  our  state  legislature.  I began  to  realize  that  no  one  wanted  to 
take  a strong  stand  on  issues  of  significant  controversy,  even  when  the  majority  of  their  con- 
stituents were  supportive  and  would  be  helped  by  their  support.  They  were  emulating  the  clas- 
sical position  of  a “Trimmer.” 

What  is  a Trimmer?  The  great  Restoration  statesman  the  Marquess  of  Halifax  is  now  usually 
remembered  with  the  disparaging  title  of  “Halifax  the  Trimmer.”  Not  only  was  he  (as  we  would 
say)  “pragmatic”  in  his  own  political  allegiances,  but  he  invented  “The  Character  of  a Trimmer” 
in  a pamphlet  of  that  name  in  1684.  When,  said  his  Lordship,  a boat  was  weighed  down  by  too 
many  people  on  one  side  or  the  other,  “It  happeneth  there  is  a third  opinion  of  those,  who 
conceive  it  would  do  as  well,  if  the  boat  went  even  without  endangering  the  passengers.”  Those 
passengers,  therefore  must  rely  on  the  Trimmer  to  move  back  and  forth  between  the  two  sides 
so  as  to  keep  an  even  keel.  Yet  in  his  own  day,  said  Halifax,  “the  Poor  Trimmer  hath  now  all  the 
powder  spent  upon  him  alone,  while  the  Whig  is  a forgotten  or  at  least  a neglected  enemy;  there 
is  no  danger  now  to  the  state  (if  some  men  may  be  believed)  but  from  the  beast  called  a Trim- 
mer.” Switch-hitting  has  long  been  a characteristic  of  politicians — but  never  a more  honored 
one  than  today. 

Many  of  our  elected  officials  are  dedicated  and  issue-oriented,  and  represent  the  will  of  the 
people,  but  too  many  do  not  uphold  these  principles.  I realize  that  the  pressures  of  leadership, 
the  power  of  special  interest  groups  that  does  not  serve  the  majority,  and  the  elixir  of  power  are 
so  seductive  that  they  often  suspend  all  critical  judgment.  The  true  “Trimmer”  can  never  have 
any  other  principles  so  long  as  his  first  principle  is  keeping  an  even  keel  between  the  Left  and 
the  Right. 

The  government  of  the  people,  for  the  people,  by  the  people,  should,  by  definition,  be  ex- 
actly that.  That  is,  the  decision  making  process  of  this  government  should  actively  incorporate 
the  views  of  all  people  under  that  government,  which  is  more  or  less  referred  to  as  direct  democ- 
racy. There  exists  a significant  pragmatic  problem  in  this  ideal  situation,  but  because  in  order  to 
have  all  people  actually  make  an  informed  decision  about  an  issue,  in  order  to  legitimize  the 
process,  all  such  people  need  to  be  adequately  aware  of  the  particulars  of  that  issue.  In  a town  or 
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city  of  any  significant  size  such  a process  is  beyond  practical  comprehension.  Therefore,  the 
process  of  representative  democracy  must  exist.  We  must  be  able  to  trust  our  elected  represen- 
tatives, but  can  we?  It  reminds  me  of  what  Henry  Ford  said  in  reference  to  his  early  automo- 
biles. This  is  not  a direct  quotation,  only  the  gist  of  the  statement.  ‘You  can  have  a car  of  any 
color  you  want,  as  long  as  it’s  black.’  In  terms  of  our  political  process,  and  how  much  choice  we 
actually  have  we  could  probably  alter  Henry  Ford’s  statement  and  say:  You  can  choose  any 
candidates  you  want  as  long  as  they  are  red  or  blue. 

We  must  continue  to  ask  these  questions  of  every  person  who  holds  political  office:  Whether 
you  are  a member  of  the  Republican,  Democratic,  or  any  other  political  party.  When  you  were 
elected  “By  The  People”  of  your  state  or  district,  were  you  elected  to  be  a Republican  or 
Democrat?  Were  you  not  truly  elected  to  represent  all  of  the  people  of  your  District  or  State?  Are 
all  of  the  people  in  your  District  or  State  only  Republican  or  Democrat?  Did  not  all  the  people 
constitute — “We  The  People” — so  that  you  could  be  elected — “By  The  People” — to  represent 
and  work — “For  The  People.” 

We  The  People  ask  that  you  stop  the  bipartisan  bickering  and  name  calling  and  get  down  to 
the  business  of  the  people.  Isn’t  this  what  “We  The  People”  expected  of  you  when  you  were 
elected.  Or  do  we  no  longer  matter  now  that  you  are  in  office? 

In  Bertolt  Brecht’s  Galileo,  Andrea  says  “unhappy  the  land  that  had  no  heroes”  and  Galileo 
says  “No,  unhappy  the  land  that  needs  heroes.”  Those  examples  have  led  me  to  slowly  and 
reluctantly  believe  Andrea’s  words,  “Unhappy  the  land  that  has  no  heroes.”  For  all  the  glittering 
prosperity,  this  is  an  unhappy  time  in  America.  Our  politics  is  poisonous,  our  campaigns  are 
corrupt,  and  our  leaders  are  too  skittish  to  demand  any  sacrifice  for  the  collective  good.  We  still 
have  a few  heroes  and  we  need  to  support  and  encourage  them. 

In  conclusion,  I believe  that  we  are  a democracy,  but  population  concerns,  the  increasing 
costs  of  running  for  office,  our  two-party  system,  and  the  lack  of  responsible  party  politics  limit 
the  power  of  the  average  individual  citizen  to  affect  their  government.  Perhaps  it  is  this  lack  of 
power,  or  rather  the  perception  of  this  lack  of  power,  that  makes  our  government  appear  to  be 
less  than  a democracy.  The  belief  of  the  average  citizen  that  he  is  powerless  to  make  changes  is 
exactly  what  gives  career  politicians  their  power.  The  best  that  we  can  do  is  to  keep  on  trying  to 
make  a difference  and  continue  to  use  our  system  of  change  to  improve  what  we  have. 


HELP  FOR  PHYSICIANS 


The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 


HELP  USTO  HELP 


Call  theTMF  Physicians  Health  Program  at  (615)  665-2516  in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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John  B.  Thomison,  MD 


Cheer  for  the  Cheerless 


For  reasons  of  exerting  whatever  influence  we  could  muster,  both  Dr.  Gerkin  and  I a few 
months  back,  last  November  to  be  precise,  addressed  the  subject  of  pain  as  it  has  generally 
been  allowed — or  better  still,  statutorily  required — to  needlessly  harass  the  patient  popula- 
tion of  this  country,  and  more  specifically  this  state.  Whether  or  not  it  was  our  efforts  that 
prevailed  is  of  no  consequence.  The  desired  end  was  achieved,  at  least  for  the  moment,  and 
the  hurting  public,  by  which  I mean  not  those  with  stubbed  toes  and  mashed  thumbs,  but 
those  suffering  intensely  from  intractable  pain,  have  been  granted  a measure  of  relief  that  is 
sometimes  virtually  total.  It  was  effected  in  this  state  by  a rewording  of  the  guidelines  for  the 
medical  use  of  controlled  substances  as  it  applies  to  intractable  pain.  We  carry  a copy  of  the 
complete  guidelines  elsewhere  in  this  issue. 

On  the  other  hand,  we  have  Dr.  Jack  Kevorkian  to  contend  with.  Though  it  is  obviously 
contrary  to  his  intent,  which  is  to  help  sufferers  end  their  misery,  Dr.  Kevorkian  is  Public 
Enemy  Number  One  of  pain  sufferers.  He  is  that  because,  in  their  zeal  for  federal  legislation 
against  physician-assisted  suicide,  a certain  assertive  and  very  vocal  segment  of  the  popula- 
tion, despite  their  being  for  the  most  part  highly  motivated  and  claiming  among  their  num- 
bers leaders  in  the  church,  are  fervently  advocating  legislation  that  would  criminalize  spe- 
cifically any  such  use  of  controlled  substances.  This  is  characteristically  a shrill  and  noisy 
group  that  is  intent  on  having  its  self-affirmed  righteous  way,  and  though,  in  large  measure 
due  to  active  opposition  from  organized  medicine,  the  federal  regulatory  legislation  they 
espouse  failed  in  the  Congress  this  year,  it  will  doubtless  be  back,  and  those  who  have 
compassion  for  pain  sufferers,  most  of  whom  are  terminal  cancer  patients,  should  be  wary  and 
ever  watchful. 

It  never  ceases  to  amaze  me  how  often  zealots  fail  to  consider  the  consequences  of  the 
nearly  inevitable  misapplication  of  their  activities.  Any  thoughtful  person  must  then  neces- 
sarily at  least  pause  to  question  their  motives.  In  the  situation  at  hand,  for  instance,  are  the 
principals  acting  out  of  compassion,  or  in  support  of  their  principles?  And  if  it  is  the  latter,  are 
those  principles,  or  perhaps  at  least  their  understanding  of  them,  flawed?  As  an  example, 
communism  and  fascism  are  theoretically  at  opposite  philosophical  poles.  Yet  as  applied, 
they  really  meet  at  a nadir  in  which  the  individuals  have  become  pawns,  not  of  the  state  but 
of  their  despotic  leaders. 

And  so  it  is  that  Dr.  Kevorkian,  by  championing  the  right  of  a sufferer  to  die,  and  those  on 
the  other  side  in  their  zeal  for  protecting  life,  are  all  in  effect  sentencing  those  they  intend  to 
be  helping  and  protecting  to  a life  needlessly  worse  than  the  death  they  long  for,  simply 
because  they  will  be  deprived  of  the  medication  that  would  ease  their  pain.  By  so  doing,  none 
of  those  zealots  is  loving  either  his  neighbor  as  himself,  nor  the  God  who  commands  it.  The 
sufferers  of  intractable  pain,  then,  have  become  the  pawns,  even  if  unintentionally,  of  ruthless 
zealots. 

The  zealots  on  both  sides  have  blinded  themselves  to  the  reality  that  if  pain  is  annihilated, 
or  even  virtually  so,  the  matter  of  suicide,  physician  assisted  or  otherwise,  will  be  for  all 
practical  purposes  moot. 
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Be  My  Pantomime — uh 
Valentine 


Lupercus,  the  ancient  Italian  pastoral  god  later  identified  with  the  Arcadian  god  Pan,  was 
honored  each  year  in  Rome  by  a feast,  the  Lupercalia,  held  on  the  Lupercal,  the  site  where 
Romulus  and  Remus  were  said  to  have  been  nurtured  by  a she-wolf.  The  celebration  took 
place  on  February  15,  in  the  last  month  of  the  Roman  year. 

During  the  reign  of  Claudius  II,  on  February  14,  AD  270,  a day  short  of  the  Lupercalia,  one 
of  the  many  heads  to  roll  in  Rome  was  that  of  a Christian  physician-priest  named  Valentine, 
who  was  later  canonized.  His  particular  offense  was  blasphemy  against  certain  pagan  deities, 
among  them  old  Pan  himself,  as  well  as  Juno  and  Venus.  A pink  almond  tree  is  said  to  have 
sprung  up  and  bloomed  over  the  saint’s  grave.  It  must  have  made  the  old  priest  spin  in  that 
grave,  as  the  commemoration  of  his  death  came  to  coincide  with  the  feast  to  Pan,  who  was 
hardly  St.  Valentine’s  valentine. 

Oddly  enough,  considering  the  outcome,  neither  celebration  had  anything  to  do  with  love. 
The  custom  of  choosing  valentines  on  this  particular  day  apparently  arose  from  the  ancient 
belief  that  this  was  the  day  birds  began  to  mate.  In  celebration  of  it,  therefore,  names  of 
members  of  the  opposite  sex  were  drawn  by  lot,  and  their  owners  became  each  other’s  valen- 
tine for  the  day.  What  they  did  after  that  is  not  disclosed. 

Valentine’s  Day  as  we  know  and  celebrate  it  really  came  into  its  own  in  the  romantic  19th 
century,  when  elaborate  nosegays  were  exchanged.  As  usual,  commercial  interests  soon  took 
over  the  day,  just  as  they  have  almost  every  other  day,  and  everything  else,  for  that  matter. 

It’s  still  a good  time,  though,  to  tell — and  show — your  valentine  your  love.  But  then,  so  is 
every  other  day,  whether  Valentines  Day,  Lupercalia,  or  whatever. 


National  HIVTelephone  Consultation  Service 
800-933-3413 

This  toll-free  “Warmline”  telephone  consultation  service,  based  at  San  Francisco  Gen- 
eral Hospital,  is  available  to  physicians  and  other  health  care  providers  with  HIV-related 
clinical  management  questions. 

Calls  are  answered  by  a team  of  HIV  experts  consisting  of  physicians,  nurse  practitio- 
ners, and  clinical  pharmacists. 

Consultants  are  on  duty  between  1 0:30  am  and  8:00  pm  EST.  Calls  at  other  times  are 
recorded  and  returned  as  soon  as  possible. 

Funded  through: 

Health  Resources  and  Service  Administration,  AIDS  Education  and  Training  Centers, 
and  the  American  Academy  of  Family  Physicians. 
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An  End  to  the  Pain? 

BME  Recognizes  Pain  Control 
As  Good  Medicine 

Angela  Washington;  Tonya  Hunt;  Irish  Bahan  Park 


Introduction 

The  Tennessee  Board  of  Medical  Examiners  (BME)  voted 
in  November  to  issue  proposed  regulations  of  pain  manage- 
ment that  will  control  unethical  use  and  abuse  of  pain  medi- 
cations, while  still  allowing  physicians  the  freedom  to  pre- 
scribe treatments  that  will  adequately  control  their  patients’ 
suffering  from  chronic  or  intractable  pain.  The  BME’s  long- 
standing Pain  Management  Policy  has  given  physicians  ex- 
cellent guidance,  but  did  not  specifically  cover  intractable 
pain  or  end-of-life  issues. 

Adoption  of  the  proposed  regulations  has  ensured  that 
the  BME  provides  guidance  for  physicians  seeking  to  care 
for  their  patients  by  safely  and  appropriately  prescribing 
drugs  that  are  adequate  to  control  chronically  painful  condi- 
tions. Alvin  Mauer,  MD,  UT  Emeritus  Professor  of  Medicine, 
who  worked  with  the  TM  A and  the  American  Cancer  Society 
to  write  and  present  the  regulation  for  BME  approval,  ex- 
plained, “These  regulations  are  going  for  the  numbers.  Can- 
cer is  more  common  than  severe  arthritis  or  low  back  pain. 
Research  has  clearly  shown  that  90%  to  95%  of  the  pain  of 
cancer  at  the  end  of  life  can  be  controlled,  and  the  American 
Cancer  Society  and  the  TMA  wanted  to  pave  the  way  for 
physicians  to  aggressively  treat  this  kind  of  pain.” 

Aggressive  pain  management  has  met  with  some  resis- 
tance other  than  physicians’  fear  of  reprisal.  The  approach  of 
medical  education  has  traditionally  been  to  cure  illness,  rather 
than  alleviate  pain.  Appropriate  use  of  controlled  substances 
could  often  be  viewed  as  opposing  the  healing  process.  New 
approaches  to  prescribing  opioids  have  been  shown  to  allow 
and  even  encourage  normal  functioning,  rather  than  merely 
sedate.  Research  on  addiction  is  relatively  new  and  suggests 
that  addictive  behavior  among  patients  taking  opioid  drugs 
for  medical  indications  is  very  low. 


Angela  Washington  is  the  staff  attorney  and  Tonya  Hunt  is  the 
paralegal  for  the  for  the  Tennessee  Medical  Association.  Irish 
Bahan  Park  is  a communications  consultant  who  specializes  in 
health  care  marketing  and  writing. 


Pain  Control  is  a National  Issue 

With  the  adoption  of  the  new  pain  management  regula- 
tions by  the  Board  of  Medical  Examiners,  Tennessee  joins  at 
least  eight  states  that  already  have  them  in  place.  As  recently 
as  March,  1998,  there  were  14  states  with  laws  governing 
pain  management,  22  that  had  guidelines,  and  two  with  state- 
ments or  policies  that  addressed  the  issue. 

Physicians  who  help  to  identify  and  treat  their  patients’ 
chronic  pain  are  practicing  good  medicine.  A failure  to  do  so 
can  be  viewed  as  malpractice,  especially  in  view  of  new  ad- 
vances in  medicine  and  pharmaceuticals.  David  G.  Gerkin, 
MD,  TMA  president,  addressed  pain  management  in  an  ar- 
ticle in  the  November  issue  of  Tennessee  Medicine.  Dr.  Gerkin 
stated  that  “Pain  is  the  most  common  symptom  among  the 
terminally  ill,  and  in  patients  with  chronic  illnesses,  it  is  the 
thing  they  fear  most.  Inadequate  pain  control  may  cause  rage, 
sadness,  and  hopelessness.” 

New  clinical  guidelines  are  also  available  that  address 
chronic,  non-cancer  pain  in  elderly  patients.  According  to 
the  article  in  the  Journal  of  the  American  Geriatric  Society 
(vol  46,  pp  635-651,  1998),  “These  guidelines  focus  on  is- 
sues that  are  unique  to  the  geriatric  population  and  on  areas 
that  have  been  omitted  or  less  well  developed  [by  previous 
guideline  panels].” 

Federal  Laws 

If  it  had  passed  this  year,  the  Lethal  Drug  Abuse  Preven- 
tion Act  of  1998  (H.R.  4006/S.  2151)  would  have  resulted  in 
a major  setback  for  patients  and  physicians.  This  bill  is  a 
misguided  effort  to  expand  Drug  Enforcement  Agency  (DEA) 
authority  in  an  attempt  to  preclude  physicians’  prescribing 
lethal  doses  of  controlled  substances  in  complicity  with  a 
patient’s  desire  to  commit  suicide. 

The  motive  behind  the  legislation  may  be  an  attempt  to 
eliminate  the  practice  of  physician-assisted  suicide.  The  leg- 
islative solution  proposed  will  not  reduce  the  number  of  sui- 
cides by  patients  with  chronic  excruciating  pain,  and  may 
even  have  the  perverse  consequence  of  pushing  more  of  these 
patients  to  seek  suicide  as  a means  of  relief.  Excessive  drug 


Tennessee  Medicine  ~ February,  1999 


45 


CLINICAL  INFORMATION  ON 
PAIN  MANAGEMENT 

American  Geriatric  Society 

800-247-4779 

Clinical  practice  guidelines  which  include  pain  assess- 
ment tools  for  both  patient  and  clinician  and  a sample  medi- 
cal record  form  to  document  pain  control  over  time 

Position  papers  in  which  the  society  promotes  the  goals 
of  comfort  and  dignity  for  all  patients  near  the  end  of  life. 
Goals  reflect  the  clinician’s  obligation  to  provide  effective 
pain  management  in  all  cases...  “even  if  doing  so  may  hasten 
death  by  a few  hours  or  days.” 

Agency  for  Health  Care  Policy  and  Research  of  the 
American  Pain  Society 

847-375-4715 

Clinical  practice  guidelines 

American  Cancer  Society 

www.cancer.org 

800-ACS-2345 

Phone  lines  open  24  hours,  staffed  by  cancer  information 
specialists 

These  documents  are  available  at  the  ACS  website: 

“Pain  Questions  and  Answers”  approx.  10  pages.  Pain 
assessment  tool  for  both  patient  and  clinician  use 
"Breakthrough  Cancer  Pain”  approx.  6 pages 
“Oral  Transmucosal  Fentanyl  Citrate  (Actiq)”  describes 
new  FDA  drug  for  breakthrough  pain 

"Pain  Relief  Without  Medication"  approx.  15  pages.  De- 
scribes breathing  techniques,  relaxation,  and  other  methods 
“Use  of  Heroin  for  Relief  of  Pain  and  Discomfort” 
“Signs  of  Approaching  Death”  5 pages 

National  Cancer  Institute 

800-4-CANCER 

“Management  of  Cancer  Pain:  A Quick  Reference  Guide 
for  Clinicians  #9”  28-page  brochure  #P478 

“Clinical  Practice  Guidelines:  Management  of  Cancer  Pain 
#9”  257-page  brochure  #P477 

“Managing  Cancer  Pain:  Patient  Guide  #9”  #P476  pa- 
tient-directed 

American  Medical  Association 

www.ama-assn.org  and  search  for  EPEC  program 

“Education  for  Physicians  on  End-of-Life  Care” 

Four  regional  conferences  at  various  locations 

Mayday  Pain  Resource  Center 

mayday  _pain@  smtplink.coh.org 
626-359-81 11,  ext  3829 

A clearinghouse  to  disseminate  information  and  resources 
on  improving  the  quality  of  pain  management 


enforcement  activity  in  this  area  increases  the  possibility 
that  physicians  will  avoid  giving  appropriate  medications 
to  control  pain  when  they  are  medically  indicated.  The  ex- 
pansion of  DEA  powers  will  create  yet  another  federal  watch- 
dog and  serve  only  to  chill  physicians’  ability  to  effectively 
manage  devastating  pain  experienced  by  their  patients  with 
chronic  painful  and  terminal  illnesses. 

Dr.  Jack  Kevorkian  has  become  a household  name  be- 
cause of  his  practice  of  “Medicide”  or  physician-assisted 
suicide.  Several  of  the  patients  he  purportedly  has  “assisted” 
to  commit  suicide  have  been  sufferers  of  intractable  pain  or  ; 
have  been  diagnosed  with  a condition  associated  with  intrac-  [ 
table  pain  for  which  there  is  no  cure  and  seemingly,  no  relief. 

AMA  President  Nancy  W.  Dickey,  MD,  has  spoken  out 
against  the  most  recent  death  by  Kevorkian,  calling  it  “an 
outrageous  violation”  of  medical  ethics.  Dr.  Dickey  stated  ; 
that  “Patients  deserve  comprehensive  compassionate  care  at 
the  end  of  life,  and  physicians  should  act  solely  in  their  pa- 
tients’ best  interests,”  not  to  advance  any  theoretical  legal  . 
cause  of  their  own. 

Physician-assisted  suicide  is  ethically  incompatible  with 
the  physician’s  role  as  healer.  “Mercy  killings”  by  unethical 
medical  professionals  have  made  us  all  search  for  a solution 
to  improve  our  care  for  the  terminally  ill  and  for  patients 
with  intractable  pain  in  a humane  and  ethical  manner.  Ac- 
cording to  Dr.  Gerkin,  “Nearly  70%  of  all  Americans  say  ; 
that  they  would  consider  suicide  if  they  had  uncontrolled  pain 
associated  with  an  illness.”  Often,  patients  will  give  up  their 
thoughts  of  suicide  if  they  realize  that  their  physicians  can 
adequately  manage  their  pain.  The  solution  is  not  to  elimi- 
nate patients,  but  to  limit  their  pain. 

Sandra  H.  Johnson,  professor  of  law  with  the  Center  of  1 
Health  Law  Studies,  St.  Louis  University  School  of  Law,  and 
a former  president  of  the  American  Society  of  Law,  Medi-  . 
cine  & Ethics,  sums  it  up,  “Treatable  pain  can  be  managed 
through  the  use  of  opioids  without  creating  addiction  or  seri-  ' 
ous  mental  impairment.” 

State  Living  Will  Laws 

Many  states  allow  patients  to  control  the  medical  treat-  j 
ments  they  receive.  Most  states  allow  patients  to  decide 
whether  to  refuse  emergency  resuscitations  or  artificial  life- 
prolonging equipment.  Tennessee  has  its  own  living  will  stat- 
ute, TCA  §32-1 1-101  to  112.  There  is  also  an  interpretation 
and  a sample  living  will  form  available  in  the  TMA  Physician ’s  I 
Guide  to  Health  Law  and  Practice  Management,  pp  210-215. 

Now,  physicians  can  help  their  patients  create  a living  will 
without  cost  by  accessing  the  Website  form  that  can  be  used 
in  33  states:  http://www,agingwithdignity.org  (not  valid  in 
Alabama,  Alaska,  California,  Indiana,  Kansas,  Kentucky, 
New  Hampshire,  Nevada,  Ohio,  Oklahoma,  Oregon,  South 
Carolina,  Texas,  Utah,  Vermont,  West  Virginia,  or  Wisconsin),  j! 
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Pain  Guidelines  (Proposed  Tennessee  Rule  0880-2-.14) 


(6)  Authority  of  Physician  to  Prescribe  for  the  Treatment  of 
Pain  - Purpose  - The  purpose  of  this  chapter  is  to  recognize  that 
some  dangerous  drugs  and  controlled  substances  are  indispens- 
able for  the  treatment  of  pain,  and  are  useful  for  relieving  and 
controlling  many  other  related  symptoms  that  patients  may  suf- 
fer. It  is  the  position  of  the  board  that  these  drugs  may  be  pre- 
scribed for  the  treatment  of  pain  and  other  related  symptoms  af- 
ter a reasonably  based  medical  diagnosis  has  been  made,  in 
adequate  doses,  and  for  appropriate  lengths  of  time,  which  in 
some  cases  may  be  as  long  as  the  pain  or  related  symptoms  per- 
sist. The  board  recognizes  that  pain,  including  intractable  pain, 
and  many  other  related  symptoms  are  subjective  complaints  and 
that  the  appropriateness  and  the  adequacy  of  drug  and  dose  will 
vary  from  individual  to  individual.  The  practitioner  is  expected 
to  exercise  sound  medical  judgment  in  treating  pain  and  related 
symptoms  with  dangerous  drugs  and  controlled  substances. 

(a)  Definitions.  The  following  words  and  terms,  as  used  in 
this  rule  shall  have  the  following  meanings  in  the  context  of 
providing  medications  for  pain  and  related  symptoms. 

1 . Abuser  of  narcotic  drugs,  controlled  substances  and  dan- 
gerous drugs  - A person  who  takes  a drug  or  drugs  for  other  than 
legitimate  medical  purposes. 

2.  Intractable  pain  - A pain  state  in  which  the  cause  of  the 
pain  cannot  be  removed  or  otherwise  treated  and  which  in  the 
generally  accepted  course  of  medical  practice  no  relief  or  cure  of 
the  cause  of  the  pain  is  possible  or  none  has  been  found  after 
reasonable  efforts. 

3.  Non-therapeutic  in  nature  or  manner  - A medical  use  or 
purpose  that  is  not  legitimate. 

4.  Prescribing  pharmaceuticals  or  practicing  consistent  with 
the  public  health  and  welfare  - Prescribing  pharmaceuticals  and 
practicing  medicine  for  a legitimate  medical  purpose  in  the  usual 
course  of  professional  practice. 

(b)  Guidelines  - The  Tennessee  Board  of  Medical  Examiners 
will  use  the  following  guidelines  to  determine  whether  a 
physician’s  conduct  violates  T.C.A.  §63-6-214  (b)  (12)  through 
(14)  in  regard  to  the  prescribing,  administering,  ordering,  or  dis- 
pensing of  pain  medications  and  other  drugs  necessary  to  address 
their  side  effects. 

1 . The  treatment  of  pain,  including  intractable  pain,  with 
dangerous  drugs  and  controlled  substances  is  a legitimate  medical 
purpose  when  done  in  the  usual  course  of  professional  practice. 

2.  A physician  or  surgeon  duly  authorized  to  practice  medi- 
cine in  Tennessee  and  to  prescribe  controlled  substances  and 
dangerous  drugs  in  this  state  shall  not  be  subject  to  disciplinary 
action  by  the  board  for  prescribing,  ordering,  administering,  or 
dispensing  dangerous  drugs  or  controlled  substances  for  the 
treatment  and  relief  of  pain,  including  intractable  pain,  in  the 
usual  course  of  professional  practice  for  a legitimate  medical 
purpose  in  compliance  with  applicable  state  and  federal  law. 

3.  Prescribing,  ordering,  administering,  or  dispensing  dan- 
gerous drugs  or  controlled  substances  for  pain  will  be  considered 
to  be  for  a legitimate  medical  purpose  if  based  upon  accepted 
scientific  knowledge  of  the  treatment  of  pain,  including  intrac- 
table pain,  not  in  contravention  of  applicable  state  or  federal  law, 
and  if  prescribed,  ordered,  administered,  or  dispensed  in  compli- 
ance with  the  following  guidelines  where  appropriate  and  as  is 
necessary  to  meet  the  individual  needs  of  the  patient: 

(i)  After  a documented  medical  history,  which  may  be  pro- 
vided orally  or  in  writing  by  the  patient,  and  physical  examina- 


tion by  the  physician  providing  the  medication  including  an 
assessment  and  consideration  of  the  pain,  physical  and  psycho- 
logical function,  any  history  and  potential  for  substance  abuse, 
coexisting  diseases  and  conditions,  and  the  presence  of  a recog- 
nized medical  indication  for  the  use  of  a dangerous  drug  or 
controlled  substance; 

(ii)  Pursuant  to  a written  treatment  plan  tailored  for  the  indi- 
vidual needs  of  the  patient  by  which  treatment  progress  and  suc- 
cess can  be  evaluated  with  stated  objectives  such  as  pain  relief 
and/or  improved  physical  and  psychosocial  function.  Such  a 
written  treatment  plan  shall  consider  pertinent  medical  history 
and  physical  examination  as  well  as  the  need  for  further  testing, 
consultations,  referrals,  or  use  of  other  treatment  modalities; 

(iii)  The  physician  should  discuss  the  risks  and  benefits  of 
the  use  of  controlled  substances  with  the  patient  or  guardian; 

(iv)  Subject  to  documented  periodic  review  of  the  care  by 
the  physician  at  reasonable  intervals  in  view  of  the  individual 
circumstances  of  the  patient  in  regard  to  progress  toward  reach- 
ing treatment  objectives  which  takes  into  consideration  the 
course  of  medications  prescribed,  ordered,  administered,  or  dis- 
pensed as  well  as  any  new  information  about  the  etiology  of  the 
pain; 

(v)  Complete  and  accurate  records  of  the  care  provided  as 
set  forth  in  parts  (i)-(iv)  of  this  paragraph  should  be  kept.  When 
controlled  substances  are  prescribed,  names,  quantities  pre- 
scribed, dosages,  and  number  of  authorized  refills  of  the  drugs 
should  be  recorded,  keeping  in  mind  that  pain  patients  with  a 
history  of  substance  abuse  or  who  live  in  an  environment  posing 
a risk  for  medication  misuse  or  diversion  require  special  consid- 
eration. Management  of  these  patients  may  require  closer  moni- 
toring by  the  physician  managing  the  pain  and  consultation  with 
appropriate  health  care  professionals. 

4.  A decision  by  a physician  not  to  strictly  adhere  to  the 
provisions  of  paragraph  3 of  this  section  will,  for  good  cause 
shown,  be  grounds  for  the  board  to  take  no  disciplinary  action  in 
regard  to  the  physician.  Each  case  of  prescribing  for  pain  will  be 
evaluated  on  an  individual  basis.  The  physician’s  conduct  will 
be  evaluated  to  a great  extent  by  the  treatment  outcome,  taking 
into  account  whether  the  drug  used  is  medically  and/or  pharma- 
cologically recognized  to  be  appropriate  for  the  diagnosis,  the 
patient’s  individual  needs  including  any  improvement  in  func- 
tioning, and  recognizing  that  some  types  of  pain  cannot  be  com- 
pletely relieved. 

5.  If  the  provisions  as  set  out  in  subparagraphs  (l)-(4)  of 
this  section  are  met,  and  if  all  drug  treatment  is  properly  docu- 
mented, the  board  will  consider  such  practices  as  prescribing  in 
a therapeutic  manner,  and  prescribing  and  practicing  medicine  in 
a manner  consistent  with  public  health  and  welfare. 

6.  Quantity  of  pharmaceutical  and  chronicity  of  prescribing 
will  be  evaluated  on  the  basis  of  the  documented  appropriate 
diagnosis  and  treatment  of  the  recognized  medical  indication, 
documented  persistence  of  the  recognized  medical  indication, 
and  properly  documented  follow-up  evaluation  with  appropriate 
continuing  care  as  set  out  in  this  rule. 

7.  A physician  may  use  any  number  of  treatment  modalities 
for  the  treatment  of  pain,  including  intractable  pain,  which  are 
consistent  with  legitimate  medical  purposes. 

8.  These  rules  shall  not  be  construed  so  as  to  apply  to  the 
treatment  of  acute  pain  with  dangerous  drugs  or  controlled  sub- 
stances for  purposes  of  short-term  care. 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 


It  Keeps  Happening! 

J.  Kelley  Avery,  MD 


Case  Report 

According  to  her  history, 
a 38-year-old  beautician  had 
a total  abdominal  hysterec- 
tomy with  bilateral  salpingo- 
oophorectomy  at  age  16  for 
carcinoma  of  the  cervix.  The 
age  at  which  this  was  done  is 
almost  surely  in  error,  but  the 
record  never  explores  this. 
She  did  subsequently  have 
two  cesarean  sections  with 
the  delivery  of  healthy  ba- 
bies. The  history  reveals  10 
separate  surgical  procedures 
ranging  from  tonsillectomy 
to  three  separate  procedures 
for  “lysis  of  adhesions”  with- 
out evidence  of  true  intesti- 
nal obstruction.  In  all,  she 
had  had  16  previous  admis- 
sions for  abdominal  and  back 
pain.  On  one  of  these  occa- 
sions, a diagnosis  of  “mild 
pancreatitis”  was  made. 

This  time  she  presented  to 
a surgeon  for  abdominal  pain. 
He  stated,  “She  was  very  anx- 
ious to  have  surgery.”  After  the 
examination,  he  stated,  “The 
potential  benefits  of  the  sur- 
gery in  my  estimation  are  far  outweighed  by  the  potential 
downside.”  She  was  not  obstructed,  and  her  past  history  made 
surgery  something  to  be  done  “if  all  else  fails.”  More  than  a 
year  later  she  saw  the  same  surgeon  with  some  “knots  in  the 
right  side  of  her  neck.”  She  correctly  recounted  her  long  and 
complicated  medical  record,  including  the  multiple  opera- 
tions. She  asked  to  have  a serum  amylase  done,  since  she  had 
previously  had  the  diagnosis  of  mild  pancreatitis.  The  ex- 
amination revealed  the  slight  tenderness  over  the  mastoid 
process  on  the  right  and  the  small  (1  cm)  nodes,  thought  to 
be  three  in  number.  X-rays  of  her  neck  and  mastoids  were 
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negative  and  she  was  given  a trial  of  antibiotics  to  see  if  the 
nodes  would  respond,  but  when  she  returned  as  directed  five 
days  later,  the  nodes  were  unchanged.  Same  day  surgery  was 
scheduled  for  the  next  week.  The  diagnosis  was  right  poste- 
rior cervical  adenopathy.  A biopsy  was  to  be  done,  and  the 
physician  stated  in  the  record,  “She  has  a high  anxiety  state, 
and  I think  it  is  understandable.” 

A standard  hospital  informed  consent  form  was  used, 
which  stated,  “I  hereby  certify  that  I have  read  and  fully  un- 
derstand the  above  authorization  (right  cervical  node  bi- 
opsy) for  surgical  treatment,  the  reasons  why  the  above 
named  surgery  is  considered  necessary,  its  advantages  and 
the  possible  complications,  if  any,  as  well  as  possible  alter- 
native modes  of  treatment  which  were  explained  to  me  by 
my  doctor.”  She  signed  her  name. 

Under  a general  anesthetic,  the  operative  site  was  prepared 
and  draped  in  the  usual  fashion.  “We  dissected  down  through 
the  trapezius  and  identified  and  protected  neural  tissue  which 
I presumed  was  part  of  the  spinal  accessory  nerve.”  The  rest  | 
of  the  operation  was  described  and  the  tissue  was  sent  to  the  j 
pathologist.  The  nodes  were  benign  and  no  “neural  tissue” 
was  identified. 

The  patient  returned  to  the  physician’s  office  five  days 
later,  as  instructed,  and  stated  that  she  had  been  unable  to 
raise  her  right  arm.  Believing  that  she  was  not  tolerating  the 
postsurgical  pain  well,  her  doctor  gave  her  some  enteric- 
coated  aspirin-like  medication  for  pain,  with  instructions  to  | 
return,  if  necessary,  in  two  weeks.  However,  she  was  admitted  ! 
the  next  day  to  the  hospital  because  of  the  pain  and  the 
persistent  inability  to  raise  her  arm.  She  returned  to  her  pri- 
mary care  physician  where  she  had  a complete  workup  for 
the  postoperative  complication.  The  studies  were  all  nega- 
tive except  for  the  electromyography  and  nerve  conduction 
study  (EMG/NCS)  which  showed  “mild  denervation  changes  j 
in  the  right  lower  cervical  paraspinal  muscles  consistent  with 
a right  lower  cervical  radiculopathy.”  The  examiner  stated  I 
that  she  showed  “no  objective  neurologic  deficit”  at  that  1 
time.  She  did  not  improve,  and  requested  referral  to  a neuro-  ! 
surgeon  of  her  own  choice. 

This  surgeon  reviewed  the  record  of  the  previous  proce- 
dure and  ordered  another  EMG/NCS.  This  study  showed 
“acute  and  partial  denervation  of  the  right  spinal  accessory 
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Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 


nerve.”  Pain  and  disability  continued  despite  physical 
therapy  over  a period  of  months.  She  required  narcotics  for 
pain,  and  on  one  of  her  outpatient  visits  the  examiner  stated, 
“Right  sternomastoid  is  much  stronger,  and  nearly  equal  in 
strength  to  left.”  After  eight  months  of  therapy  and  repeated 
examinations,  but  with  no  improvement,  the  patient  went 
across  the  state  on  her  own  to  consult  yet  another  physician, 
a plastic  and  reconstructive  surgeon.  She  then  underwent 
surgery  to  repair  the  right  spinal  accessory  nerve,  even  after 
having  been  told  by  the  surgeon  that  the  operation  had  no 
more  that  a 10%  chance  of  success.  At  surgery  an  effort  was 
made  to  identify  the  nerve  in  question,  and  it  was  believed 
to  be  encased  in  the  scar  tissue  from  the  previous  surgery.  A 
prominent  neurosurgeon  was  called  into  the  operating  room, 
and  he  did  not  think  that  any  nerve  tissue  was  identified. 
The  pathologist,  however,  stated  in  his  report,  “Focally  some 
nerve  tissue  is  seen.  The  nerve  tissue  appears  slightly  degen- 
erated.” The  patient  was  left  with  some  permanent  disability 
to  the  right  arm. 

A lawsuit  was  filed  charging  that  the  initial  surgeon  “neg- 
ligently injured  the  patient’s  right  spinal  accessory  nerve  while 
doing  a biopsy  of  nodes  in  the  posterior  cervical  area.  The 
neurosurgeon  first  consulted  was  negligent  in  not  aggressively 
attempting  repair  of  the  nerve  after  his  examination.”  After 
investigation  and  preparation  by  both  plaintiff  and  defense, 
the  case  was  closed  by  settlement.  The  medical  and  legal 
expense  exceeded  the  damages  awarded  to  this  patient. 

Loss  Prevention  Comments 

On  a previous  visit  to  the  surgeon  who  later  did  the  node 
biopsy,  the  patient  begged  for  surgery  for  her  alleged  abdomi- 
nal pain.  The  surgeon  wisely  did  not  recommend  surgery. 
This  patient’s  history  would  lead  the  cautious  surgeon  to 
defer  surgery  until  absolutely  required  to  manage  the  pre- 
senting problem.  The  nodes  in  the  right  posterior  cervical 
triangle  were  unimpressive,  and  there  was  no  response  to 
antibiotic  therapy.  The  surgeon  had  referred  in  his  record  to 
her  high  anxiety  and  nervousness.  Reassurance  and  contin- 
ued observation  for  a few  weeks  would  have  been  in  order. 
This  patient  might  well  have  gone  to  another  doctor,  and  in 
retrospect  that  would  have  served  the  surgeon  well  indeed. 
The  EMG/NCS  had  showed  damage  to  the  nerve  and  she  did 
have  some  disability  in  that  arm,  which  coincided  with  the 
damage. 

The  surgical  experts  criticized  the  surgeon  for  “dissecting 
through  the  trapezius”  in  order  to  expose  the  nodes.  They 
contended  that  the  muscle  should  have  been  retracted,  ex- 
posing the  posterior  cervical  triangle.  The  description  of  the 
nerve  was  less  than  impressive.  His  reference  to  “neural  tis- 
sue” was  interpreted  by  these  physicians  as  indicating  some 
confusion  as  to  the  nature  of  the  tissue  he  encountered.  The 
pathology  report  did  not  reveal  any  “neural  tissue.” 


The  first  surgical  consultant  had  evidence  that  the  nerve 
damage  was  incomplete,  so  he  did  not  adopt  an  aggressive 
approach  to  treatment.  Rather  he  believed  that  time  and  physi- 
cal therapy  would  bring  improvement.  It  apparently  did,  ac- 
cording to  a later  study  that  stated  that  the  arm  was  stronger 
and  almost  equal  to  that  on  the  unaffected  side.  His  decision 
not  to  operate  was  apparently  a good  one  in  the  eyes  of  both 
the  experts  who  reviewed  this  case  and  the  reviewing  sur- 
geons for  the  defense. 

One  has  only  to  look  at  the  history  of  this  patient’s  hospi- 
tal admissions  and  surgical  procedures  to  conclude  that  some 
psychosomatic  forces  were  at  work.  She  wanted  surgery!  She 
told  the  surgeon  so  on  her  first  visit  to  him.  Her  history  war- 
ranted at  least  a consideration  of  Munchausen’s  syndrome. 
Although  found  liable  for  damages  to  this  patient,  this  sur- 
geon cannot  be  harshly  criticized.  The  patient  was  not  only 
very  convincing  to  him  but  had  been  to  others,  and  contin- 
ued to  be. 

Since  damage  to  the  spinal  accessory  nerve  is  a known 
and  unintended  complication  of  surgery  in  the  posterior  cer- 
vical triangle,  it  appears  that  this  patient  should  have  been 
informed  of  its  danger  and  it  should  have  been  a part  of  the 
informed  consent  discussion  and  documentation.  This  omis- 
sion is  the  reason  that  this  case  had  to  be  settled.  Had  it  been 
there,  the  lawsuit  would  probably  not  have  been  filed  in  the 
first  place. □ 
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Petit  Mai  Seizure  in  a Child  With 
Marfan’s  Syndrome 

Seema  Goenka,  MB,  BS;  Ashok  V.  Mehta,  MI) 


Introduction 

Marfan’s  syndrome  (MS) 
is  an  autosomal  dominant  dis- 
order  of  connective  tissue, 
often  manifested  by  ocular, 

, cardiovascular,  and  skeletal 
abnormalities.  Neurologic 
disorders  associated  with  MS 
are  rare.  There  are  isolated 
i case  reports  of  seizure  disor- 
der and  MS  associated  with 
neurofibromatosis,1  myopa- 
thy, leptomeningeal  cyst,2  gi- 
ant intracranial  aneurysm,3 
myelopathy,  and  mental  re- 
tardation. Also,  there  are  a few  isolated  reports  of  epilepsy  in 
patients  with  MS.4-7  In  this  article,  we  describe  a teenage  girl 
with  MS  who  had  recurrent  generalized  absence-type  sei- 
zure activity  and  review  the  literature. 

Case  Report 

A 1 7-year-old  white  girl  was  diagnosed  as  having  Marfan’s 
syndrome  at  2 years  of  age.  Her  maternal  grandmother  had 
MS.  Her  four  maternal  uncles  and  three  maternal  aunts  were 
tall,  and  one  maternal  aunt  had  mitral  valve  prolapse  and 
myopia.  None  of  her  father’s  family  had  any  evidence  of  MS 
or  seizure  disorder.  She  was  followed  by  her  primary  care 
physician,  and  had  been  essentially  asymptomatic  except  for 
wearing  corrective  eye  glasses  for  bilateral  ectopia  lentis. 

At  7 years  of  age  she  was  found  to  have  a mid-systolic 
ejection  click,  but  gave  no  history  of  chest  pain,  syncope,  or 
arrhythmia  at  that  time.  Physical  examination  showed  her  to 
be  tall  for  her  age,  with  height  above  the  95th  percentile.  She 
had  normal  intelligence  with  excellent  grades  in  the  school. 
She  had  long  upper  and  lower  extremities  and  had  other  typi- 
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cal  features  of  MS,  including 
pectus  excavatum,  scoliosis, 
and  high-arched  palate.  Her 
eye  examination  revealed  bi- 
lateral ectopia  lentis  but  no 
angioid  streaks  in  the  retina 
or  coloboma  of  the  iris.  Car- 
diovascular examination  re- 
vealed an  intermittent  ejec- 
tion click,  best  heard  in  the 
sitting  position  at  the  apex. 
Chest  roentgenogram  and 
electrocardiogram  were  nor- 
mal. Her  urinary  homocys- 
tine level  was  normal  and  no 
plasma  homocystine  was  detectable.  An  echocardiogram 
showed  a dilated  aortic  root  (2.8  cm,  normal  <2  cm)  and 
mitral  valve  prolapse  without  any  significant  mitral  regurgi- 
tation. At  8 years  of  age,  she  complained  of  frequent  chest 
pain  and  skip  heartbeats,  but  her  repeat  echocardiogram  was 
unchanged.  A 24-hour  ambulatory  Holter  monitor  showed 
occasional  premature  atrial  and  ventricular  extrasystoles.  She 
was  started  on  treatment  with  25  mg  oral  atenolol  once  a day, 
with  relief  of  her  symptoms. 

At  1 1 years  of  age,  she  started  to  have  generalized  ab- 
sence seizures.  These  episodes  were  very  brief,  lasting  only 
one  to  two  seconds,  and  were  precipitated  by  flickering  lights. 
There  was  no  loss  of  body  tone  or  consciousness,  and  there 
were  no  tonic-clonic  convulsions  or  loss  of  sphincter  con- 
trol. Her  neurologic  examination  and  an  MRI  scan  of  the 
brain  were  normal.  A six-hour  video  electroencephalogram 
(EEG)  recording  showed  52  episodes  of  generalized  absence- 
type  seizure  with  three-per-second  spike  and  wave  epilepti- 
form discharges  consistent  with  petit  mal  epilepsy.  Sodium 
valproate  monotherapy  was  started  in  four  divided  doses  ( 1 1 
mg/kg/day),  which  gave  an  excellent  control  of  her  seizures 
for  the  last  six  years.  She  has  no  side  effects  from  her  medica- 
tions. At  present,  she  is  also  maintained  on  50  mg  oral  atenolol 
per  day. 


ABSTRACT 

We  report  a case  of  a 17-year-old  white  girl  with  Marfan’s 
syndrome  and  generalized  absence-type  seizures  since  11 
years  of  age.  A video  EEG  recording  for  six  hours  demon- 
strated 52  episodes  of  clinical  generalized  absence-type  sei- 
zures and  three-per-second  spike  and  wave  epileptiform 
discharges,  characteristic  of  petit  mal  epilepsy.  Sodium 
valproate  therapy  was  successful  in  controlling  her  sei- 
zures. In  this  article,  we  review  various  possible  causes  of 
epilepsy  in  patients  with  Marfan’s  syndrome. 
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Discussion 

Recurrent  absence  seizures  are  usually  thought  to  result 
from  a genetic  predisposition,  with  underlying  neuropatho- 
logic  changes,  and  chemico-physiologic  alterations  in  the 
nerve  cell  and  its  connections.  MS  is  a well-described  auto- 
somal dominant  condition,  as  well  as  a generalized  connec- 
tive tissue  disorder  caused  by  mutation  in  the  FBN1  gene 
that  codes  fibrillin  located  on  chromosome  15ql5-q21.3.s 
Some  MS  patients  with  seizure  disorder  have  associated  ana- 
tomic lesions,  e.g.,  neurofibromatosis,1  leptomeningeal  cyst,2 
and  intracranial  aneurysm,1  which  could  be  the  potential  cause 
of  seizures.  In  1971,  Cornette  et  al4  described  a 21 -year-old 
patient  with  MS  with  normal  intelligence  who  had  had  focal 
motor  and  generalized  seizures  since  13  years  of  age.  Oph- 
thalmologic examination  revealed  the  presence  of  angioid 
streaks  in  the  retina.  According  to  the  author,  this  probably 
represents  cerebral  focal  occlusive  vascular  disease  causing 
seizure  disorder.  Agrawal  et  al5  reported  the  case  of  a 20- 
year-old  patient  with  MS  and  mental  retardation  who  had 
had  a seizure  disorder  since  10  years  of  age.  Workup  for 
homocystinuria  in  this  patient  was  negative.  Unlike 
homocystinuria,  mental  retardation  is  rare  in  MS.  Similarly, 
Chu6  reported  on  two  young  adults  with  MS  and  seizure 
disorder,  one  of  whom  was  a premature  infant  who  had  men- 
tal retardation,  lumbo-sacral  meningocele,  and  grand  mal 
seizure;  the  other  patient  had  partial  seizure  with  a normal 
CT.  Ambrosetto  et  al7  described  a 26-year-old  woman  with 
mental  retardation,  MS,  and  recurrent  complex  partial  seizures. 

Mental  retardation  may  indicate  a developmental  disor- 
der, prenatal  cerebral  insult,  or  cerebral  dysgenesis  in  MS, 
causing  the  seizure  disorder. 

In  contrast  to  above  cases,  our  patient  with  MS  has  gener- 
alized absence  seizures,  with  normal  intelligence  and  a nor- 


mal neurologic  examination.  Recurrent  absence  seizures  in 
this  age  group  can  be  due  to  juvenile  absence  epilepsy  or 
juvenile  myoclonic  epilepsy  if  myoclonus  or  tonic-clonic 
seizures  appear  later  on.  Juvenile  myoclonic  epilepsy  is 
mapped  to  a defect  in  the  gene  on  chromosome  15ql4,9 
1 5q  1 1 -q  1 3,10  and  6,  whereas  MS  is  due  to  mutation  in  the 
fibrillin  gene  located  on  chromosome  1 5q  1 5-2 1 .3.8  The  as- 
sociation of  absence  epilepsy  with  MS  may  be  related  to  an 
additional  defect  on  chromosome  1 5 of  this  patient.  Absence  j 
seizures  are  usually  reproduced  by  hyperventilation,  and 
rarely  by  photic  stimulation.  Photic  sensitivity,  as  seen  in  our 
patient,  and  absence  seizures  are  also  reported  to  have  a strong 
genetic  basis.  Like  most  MS  patients,  our  patient  has  a mitral 
valve  prolapse,  which  is  known  to  cause  thromboembolic 
events.  MRI  of  the  brain  in  our  patient  was  normal. 

In  summary,  there  is  no  single  identifiable  cause  of  sei- 
zure disorders  in  MS,  and  is  probably  multifactorial.  How- 
ever. MS  and  generalized  absence  seizures  may  have  a com-  | 
mon  underlying  genetic  predisposition/defect. □ 
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Multiple  System  Atrophy: 
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Introduction 

Multiple  system  atrophy 
(MSA)  describes  a specific, 
sporadic  disease  that  encom- 
passes striatonigral  degener- 
ation (SND),  the  Shy-Drager 
syndrome  (SDS),  and  many 
cases  of  olivopontocerebellar 
atrophy  (OPCA).14  MSA  is  a 
clinicopathologic  entity  that 
involves  progressive  degen- 
eration in  putamen,  globus 
pallidus,  locus  ceruleus,  pon- 
tine nuclei,  and  inferior  oli- 
vary nuclei  as  well  as  inter- 
mediolateral  cell  columns 
and  Onuf’s  nucleus  in  the 
spinal  cord.4-*  The  disease 
process  results  in  various 
combinations  of  parkinson- 
ism, cerebellar  ataxia,  pyra- 
midal signs,  and  autonomic  failure  that  commonly  progress 
to  a clinical  picture  involving  multiple  systems.4* 

Due  to  the  similarity  of  initial  symptoms  of  MSA  to  the 
symptoms  present  in  Parkinson’s  disease  (PD),  MSA  is  often 
misdiagnosed  as  PD.  MSA  may  present  only  parkinsonian 
features  such  as  akinesia,  rigidity,  and  resting  tremor,  due  to 
degeneration  of  the  substantia  nigra  and  putamen.46  There- 
fore, the  differential  diagnosis  between  PD  and  MSA  is  diffi- 
cult. In  addition  to  autonomic  failure,  pyramidal  signs,  and 
cerebellar  ataxia,  MSA  may  present  differentiating  symptoms 
such  as  early  instability  and  falls,  a lack  of  rest  tremor,  rapid 
disease  progression,  and  a poor  or  waning  response  to  dopam- 
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inergic  therapy.9  The  mean 
disease  duration  of  MSA,  six 
to  seven  years,  is  significantly 
shorter  than  that  of  PD, 4 9 and 
the  peak  age  at  onset  of  MSA, 
in  the  sixth  decade,  is  one  de- 
cade earlier  than  that  of  PD. 
Due  to  striatal  damage  and 
the  loss  of  post-synaptic  re- 
ceptors, the  majority  of  MSA 
patients  respond  poorly  to 
levodopa  therapy.  Although 
a significant  number  of  MSA 
patients  demonstrate  motor 
response  to  levodopa  therapy, 
in  the  majority  of  cases  par- 
tial or  complete  loss  of  thera- 
peutic efficacy  occurs  early 
in  the  course  of  the  illness. 
Dementia  is  not  typically  seen 
in  MSA.49 

All  patients  with  MSA 
eventually  demonstrate  significant  autonomic  dysfunction, 
especially  cardiovascular  and  urologic.  Due  to  degenera- 
tion of  autonomic  efferent  cells  in  the  intermediolateral  col- 
umns, patients  with  MSA  experience  orthostatic  hypotension 
and  report  syncope  upon  standing.1-4  Urinary  incontinence, 
most  likely  related  to  detrusor  hyperreflexia,  also  occurs.46 
Both  PD  and  MSA  patients,  however,  may  develop  early 
micturitional  symptoms  such  as  urinary  frequency,  inconti- 
nence, and  nocturia,  and  these  symptoms  therefore  provide 
few  clues  to  establish  a differential  diagnosis  between  PD  and 
MSA.6  In  addition  to  micturitional  symptoms,  impotence  oc- 
curs in  all  men  with  MSA.4  Other  signs  of  autonomic  dysfunc- 
tion may  include  anhydrosis,  supine  hypertension,  fecal  in- 
continence, and  sleep  apnea. 

Since  there  is  no  valid  diagnostic  test  for  MSA,  definitive 
diagnosis  remains  difficult.  Orthostatic  signs  associated  with 
autonomic  dysfunction  have  been  well  defined  by  Robertson10 


ABSTRACT 

Multiple  system  atrophy  (MSA)  describes  a relatively  un- 
common, debilitating  disorder  that  is  frequently  misdiag- 
nosed as  Parkinson’s  disease.  Patients  with  MSA  show  vari- 
ous combinations  of  parkinsonism,  cerebellar  ataxia, 
pyramidal  signs  and  progressive  autonomic  failure,  especially 
cardiovascular  and  urologic  autonomic  dysfunction.  Few 
treatment  options  exist.  Although  some  patients  initially  re- 
spond well  to  dopaminergic  treatment  for  their  parkinso- 
nian symptoms,  striatal  degeneration  occurs,  and  levodopa 
often  becomes  ineffective.  Thus,  physicians  may  provide  only 
symptomatic  treatment  and  support  for  patients  with  MSA. 
In  this  paper,  we  present  a case  study  of  a 68- year-old  woman 
who  came  to  the  Vanderbilt  Movement  Disorders  Clinic  with 
severe  autonomic  dysfunction  and  parkinsonism,  previously 
diagnosed  as  Parkinson’s  disease.  Following  autonomic  func- 
tion tests  as  well  as  clinical  evaluation,  she  was  diagnosed 
with  MSA  and  began  treatment  for  orthostatic  hypotension 
and  micturition  dysfunction. 
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and  prove  readily  detectable  by  the  orthostatic  test.  In  a 
healthy  individual,  the  assumption  of  the  upright  posture 
leads  to  a rapid,  vagally  mediated  increase  in  heart  rate  such 
that  blood  pressure  remains  constant.  Patients  with  mild  au- 
tonomic dysfunction  demonstrate  dramatic  tachycardia  upon 
standing,  which  compensates  for  mild  peripheral  denerva- 
tion, and  relatively  minimal  change  in  blood  pressure.  In 
moderate  autonomic  neuropathy,  tachycardia  remains  promi- 
nent, but  that  ultimately  becomes  unable  to  compensate  for 
more  extensive  peripheral  denervation,  and  blood  pressure 
falls.  With  severe  autonomic  failure,  patients  experience  a 
significant  drop  in  blood  pressure,  often  more  than  100  mm 
Hg,  with  minimal  elevation  in  heart  rate. 

Autonomic  function  tests  demonstrate  autonomic  dysfunc- 
tion in  patients  with  MSA  as  well  as  those  with  pure  auto- 
nomic failure.  In  addition  to  the  orthostatic  test,  analysis  of 
both  resting  supine  plasma  noradrenaline  and  standing  plas- 
ma noradrenaline  levels  may  differentiate  between  normal, 
MSA,  and  progressive  autonomic  failure.  Although  both  com- 
puted tomographic  and  electrophysiologic  investigations 
have  been  unsuccessful  in  the  diagnosis  of  MSA,  magnetic 
resonance  imaging  may  prove  useful  in  demonstrating  puta- 
men  pathology  in  striatonigral  cases  of  MSA.'1  However,  there 
is  no  single  clinical  presentation  or  detectable  pathologic 
entity  diagnostic  of  MSA.  Thus,  both  the  complete  clinical 
presentation  and  studies  such  as  autonomic  function  tests 
and  MRI  prove  essential  in  the  evaluation  of  MSA. 

Few  treatment  options  exist  for  patients  with  MSA. 
Dopaminergic  therapy  may  provide  transient  benefits  very 
early  in  the  course  of  the  illness,  but  due  to  progressive  stri- 
atal degeneration  initial  benefits  of  levodopa  therapy  dete- 
riorate as  the  disease  progresses.  Several  symptomatic  treat- 
ments such  as  elastic  support  stockings,  fludrocortisone, 
indomethacin,  caffeine,  and  DDAVP  reduce  the  effects  of 
orthostatic  hypotension  (Robertson  and  Davis,  personal 
communication).  In  addition,  anticholinergic  agents  reduce 
urinary  frequency,  and  intermittent  self-catheterization  de- 
creases retention  with  overflow  and  incomplete  emptying 
that  often  lead  to  recurrent  bladder  infections.  Bulk  laxatives, 
high-fiber  diet,  or  enemas  relieve  chronic  constipation.5  The 
therapy  program  for  patients  with  MSA  includes  only  symp- 
tomatic treatments,  and  thus  patients  with  MSA  have  a poor 
prognosis. 

Case  Report 

A 68-year-old  right-handed  woman  was  referred  to  the 
Movement  Disorders  Clinic  at  Vanderbilt  University  Medi- 
cal Center  for  evaluation  of  her  parkinsonism  and  orthostatic 
hypotension.  Two  years  earlier,  she  developed  difficulty  in 
moving  from  a sitting  to  a standing  position.  In  addition,  she 
noticed  a progressive  loss  of  energy  and  balance  difficulties. 
Over  the  course  of  several  months,  her  problems  with  bal- 


ance progressed  such  that  she  required  a walker  for  ambu- 
lation. She  was  diagnosed  with  Parkinson’s  disease  and  be- 
gan a trial  of  levodopa/carbidopa  and  pergolide,  but  her  con- 
dition continued  to  worsen  and  she  required  assistance  to 
achieve  minimal  ambulation  of  one  to  two  steps.  Upon  stand- 
ing, she  often  became  light-headed  and  occasionally  lost  con- 
sciousness, with  a rapid  recovery  of  consciousness  in  the  su- 
pine position.  She  also  developed  an  increasingly  dry  mouth, 
impaired  speech,  difficulty  swallowing,  and  dysphagia.  She 
experienced  bladder  incontinence  which  necessitated  self- 
catheterization, and  in  the  year  prior  to  her  visit  to  the  Move- 
ment Disorders  Clinic,  she  was  admitted  to  the  hospital  on 
three  occasions  for  repeated  urinary  tract  infections.  She 
failed  a course  of  physical  therapy  in  a rehabilitation  center, 
and  her  symptoms  of  autonomic  failure  and  parkinsonism 
continued  to  progress  quite  rapidly  for  the  next  six  months. 

Physical  examination  revealed  a clean  and  well-dressed 
woman  who  appeared  clinically  ill.  The  facial  skin  was  oily, 
the  voice  weak,  and  facial  expression  and  eyeblink  were  re- 
duced. The  remainder  of  the  general  status  examination  was 
unremarkable.  Neurologic  examination  revealed  normal 
mentation.  There  was  increased  tone  and  decreased  power  in 
all  extremities,  but  no  sensory  deficits  were  noted.  Tendon 
reflexes  were  2+  to  3+  and  symmetrical,  and  toes  were  flexed. 
Coordination  showed  a marked  slowing  of  rapid  alternating 
movements  but  normal  finger-nose-finger  testing.  There  was 
no  resting,  postural,  or  action  tremor.  Standing  required  maxi- 
mal assistance,  and  the  patient  could  only  initiate  a step  be- 
fore experiencing  near  syncope.  Upon  standing  from  a sit- 
ting position,  the  systolic  blood  pressure  fell  30  mm  Hg  with 
only  a 6/min  rise  in  heart  rate. 

The  patient  was  admitted  to  the  General  Clinical  Research 
Center  at  Vanderbilt  University  Medical  Center,  and  com- 
plete autonomic  function  testing  revealed  severe  autonomic 
dysfunction.  Based  upon  her  history,  physical  examination, 
and  laboratory  testing,  a diagnosis  of  MSA  was  determined. 
Anti-Parkinson’s  medications  were  discontinued,  and  symp- 
tomatic treatment  of  her  orthostatic  and  micturitional  dys- 
function were  initiated. 

Discussion 

MSA  is  an  often  misdiagnosed,  but  specific,  sporadic  dis- 
ease that  leads  to  a rapid  deterioration  of  multiple  systems 
without  yielding  to  any  treatment.  Patients  present  with  MSA 
in  their  early  50s  and  often  demonstrate  only  pure  parkinso- 
nian symptoms  such  as  akinesia,  rigidity,  and  rest  tremor. 
They  may  also  have  a cerebellar  syndrome,  progressive  au- 
tonomic failure,  or  any  combination  of  these  features.  Due  to 
the  lack  of  a reliable  diagnostic  test  for  MSA  and  its  compli- 
cated clinical  picture,  patients  rarely  receive  a correct  diag- 
nosis until  the  disease  has  advanced.  Following  diagnosis, 
treatment  should  focus  on  patient  and  family  education  and 
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symptomatic  therapy  for  autonomic  dysfunction.  Addition- 
ally, physiotherapy,  occupational  therapy,  speech  therapy, 
and  social  aids  may  be  of  some  value.  Despite  treatment, 
orthostatic  hypotension  continues  to  worsen,  and  patients 
often  become  extremely  weak  and  eventually  bed-ridden. 
Death  occurs  within  five  to  seven  years. 

Although  significant  clinicopathology  and  histopathology 
of  MSA  have  been  well  defined,  both  the  cause  and  mecha- 
nism of  cellular  degeneration  in  MSA  remain  unknown.  As 
there  is  no  diagnostic  test  or  single  clinical  presentation  for 
MSA,  diagnosis,  and  therefore  treatment,  remain  very  diffi- 
cult. Current  standard  of  care  focuses  on  evaluation  and  di- 
agnosis, patient  and  family  education,  and  symptomatic  treat- 
ment of  autonomic  dysfunction. □ 
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Trauma  Rounds 

Positive  Seat  Belt  Sign  in  Three  Siblings 
Involved  in  a Single  Motor  Vehicle  Collision: 
The  Use  of  Diagnostic  Laparoscopy 

L.  Richard  Sprouse  II,  MD;  Michael  G.  Carr,  MD 


Introduction 

The  seat  belt  sign  consists  of  abdominal  wall  contusions 
associated  with  the  use  of  lap  belts  during  a motor  vehicle 
collision.  When  combined  with  intra-abdominal  visceral  in- 
juries and  Chance  fractures  (a  transverse  fracture  usually  of 
the  lumbar  spine  through  the  vertebral  body  extending 
through  the  pedicle  and  spinous  process)  of  the  lumbar  spine, 
it  is  part  of  a complex  known  as  the  seat  belt  syndrome,  first 
described  in  1 962. 1 As  shown  by  Voss  et  al,2  the  body  habitus 
of  the  pediatric  population  makes  children  especially  sus- 
ceptible to  developing  associated  intra-abdominal  and  lum- 
bar spine  injuries  when  wearing  lap  belts.  The  continued 
improper  use  of  lap  belts  in  children,  along  with  mandatory 
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seat  belt  laws,  has  led  to  an  increased  incidence  of  the  seat 
belt  syndrome  in  the  past  decade.2-3 

Ruling  out  intra-abdominal  injury  in  children  with  a seat 
belt  sign  is  extremely  important.  The  usual  diagnostic  mo- 
dalities, including  computed  tomography  (CT)  scan,  are  im- 
portant, but  can  miss  many  hollow  viscus  injuries,  resulting 
in  an  unacceptably  high  morbidity.4  VanderKolk  et  al5  were 
the  first  to  describe  laparoscopy  as  the  diagnostic  procedure 
of  choice  in  these  patients  (Fig.  1 ).  This  case  report  describes 
the  use  of  diagnostic  laparoscopy  and  the  surgical  manage- 
ment of  three  children  with  a seat  belt  sign  involved  in  the 
same  motor  vehicle  collision. 

Case  Reports 

Three  brothers,  ages  3,  5,  and  7,  were  all  back-seat  re- 
strained passengers  when  the  vehicle  they  were  travelling  in 


Figure  1.  Treatment  algorithm  by  VanderKolk  and  Garcia  with  modifications  noted  by  dotted  arrows. 
(Original  algorithm  reproduced  with  permission  of  Journal  of  Laparoendoscopic  Surgery}) 
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Figure  2.  Proximal  jejunal  perforation  in  patient  2.  The  area  was  closed 
primarily  in  two  layers. 


struck  a telephone  pole  at  approximately  50  miles  per  hour. 

Case  1.  A 3-year-old  boy  was  transported  via  helicopter  to 
our  trauma  center  complaining  of  abdominal  pain  and  a his- 
tory of  emesis.  He  was  awake  and  alert,  and  vital  signs  were 
stable.  On  abdominal  examination,  there  was  an  abrasion/con- 
tusion involving  the  left  lower  quadrant  of  his  abdomen.  There 
was  diffuse  abdominal  tenderness,  but  no  peritoneal  signs  were 
present.  Hematocrit  was  3 1 .0%.  Radiographs  of  the  chest,  pel- 
vis, and  spine  (cervical,  lumbar,  and  thoracic)  were  all  normal. 

An  abdominal  CT  scan  showed  a small  amount  of  intra- 
abdominal  fluid  and  a small  contusion  involving  the  superior 
pole  of  the  spleen.  The  patient  was  admitted  to  the  hospital, 
where  he  continued  to  complain  of  abdominal  pain.  Diag- 
nostic laparoscopy  in  the  operating  room  revealed  no  hollow 
viscus  injury,  but  active  bleeding  was  noted  at  the  splenic 
hilum.  The  procedure  was  converted  to  open  laparotomy  and 
the  splenic  injury  responded  to  conservative  measures.  Post- 
i operatively  he  developed  pancreatitis  which  responded  to 
medical  treatment.  At  one  year  follow-up  he  is  doing  well. 

Case  2.  A 7-year-old  boy  was  transported  via  helicopter  to 
our  trauma  center.  He  complained  of  jaw,  back,  and  right  up- 
per quadrant  abdominal  pain.  Vital  signs  were  stable.  Perior- 
bital contusions  were  noted  bilaterally  along  with  three  small 
facial  lacerations.  Neurologic  examination  was  normal.  He  was 
extremely  tender  in  the  right  upper  and  lower  abdominal  quad- 
rants, with  an  ecchymosis  transversing  his  lower  abdomen. 
Hematocrit  was  36.8%.  Radiographs  of  the  cervical  spine, 
chest,  and  pelvis  were  normal.  Radiographs  of  the  lumbar  spine 
, showed  a Chance  fracture  involving  the  third  and  fourth  lum- 
bar vertebrae.  CT  scan  of  the  head  was  normal,  but  a CT  scan 
of  the  face  demonstrated  a mandibular  and  multiple  maxillary 
fractures.  Abdominal  CT  showed  a small  amount  of  free  fluid 
in  the  pelvis.  In  the  operating  room  a diagnostic  laparoscopy 
confirmed  blood  in  the  pelvis  and  paracolic  gutters,  as  well  as 


a small  bowel  perforation.  An  open  laparotomy  defined  inju- 
ries as  proximal  jejunal  perforation,  multiple  jejunal  contu- 
sions, distal  jejunal  serosal  tear,  small  bowel  mesenteric  he- 
matoma, and  descending  colon  serosal  tear  (Fig.  2).  The  jejunal 
perforation  was  repaired  primarily,  and  the  serosal  tears  were 
oversewn.  Five  days  later  the  patient  underwent  arch  bar  place- 
ment and  spinal  fusion  of  L3  and  L4,  followed  by  placement 
of  a Risser  cast.  He  is  doing  well  at  one  year  follow-up. 

Case  3.  A 5-year-old  boy  was  transported  by  ambulance 
with  a history  of  emesis  and  complaining  of  abdominal  pain. 
Vital  signs  were  stable.  Physical  examination  revealed  a right 
temporal  scalp  contusion,  but  the  neurologic  examination  was 
normal.  His  abdomen  was  diffusely  tender,  with  a linear  con- 
tusion across  the  bilateral  lower  quadrants,  but  there  were  no 
peritoneal  signs.  Hematocrit  was  36.5%.  Chest,  cervical  spine, 
and  pelvic  radiographs  were  normal,  but  radiographs  of  the 
lumbar  spine  showed  a Chance  fracture  of  L3,  and  a CT  scan 
of  the  abdomen  showed  a small  amount  of  fluid  in  the  right 
subphrenic  space.  The  patient  did  not  develop  peritoneal  signs, 
but  because  he  continued  to  complain  of  abdominal  pain  he 
was  taken  to  the  operating  suite  for  a diagnostic  laparoscopy. 
It  showed  peritoneal  blood  and  intra-luminal  small  bowel 
blood.  When  the  procedure  was  converted  to  an  open  laparo- 
tomy, a mid-jejunal  perforation,  mesenteric  tear  with  devas- 
cularization of  a 5-cm  segment  of  proximal  ileum,  and  three 
serosal  tears  of  the  right  colon  were  found  (Fig.  3).  The  mid- 
jejunal  perforation  was  closed  primarily,  and  the  devas- 
cularized  segment  was  resected  and  repaired  with  a primary 
anastomosis.  The  serosal  tears  in  the  colon  were  oversewn.  A 
Risser  cast  was  placed  postoperatively,  and  he  is  doing  well 
at  one  year  follow-up. 

Discussion 

These  three  cases  demonstrate  the  importance  of  consid- 
ering the  seat  belt  syndrome  when  evaluating  children  with 


Figure  3.  Mesenteric  devascularization  of  the  small  bowel  in  patient  3. 
This  5-cm  area  was  resected. 
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abdominal  ecchymosis  or  contusion  secondary  to  improper 
lap  belt  usage.  The  extent  of  intra-abdominal  injuries  and  spi- 
nal fractures  can  be  extensive,  and  must  not  be  overlooked. 
With  the  seat  belt  sign,  there  is  an  increased  risk  (78%)  of 
intra-abdominal  injury  and  of  Chance  fractures  (21%).  If 
Chance  fractures  are  present  along  with  the  seat  belt  sign,  the 
incidence  of  intra-abdominal  injury  requiring  surgery  is  be- 
tween 50%  and  70%. 1A7 

The  use  of  diagnostic  laparoscopy  in  evaluating  the  pa- 
tient for  intra-abdominal  hollow  viscus  injury  is  a relatively 
new  concept  that  has  recently  been  outlined  by  VanderKolk 
et  al.5  Though  our  case  reports  support  the  use  of  diagnostic 
laparoscopy  in  the  evaluation  of  these  patients,  based  on 
these  case  reports  and  review  of  the  literature  we  propose  a 
revision  of  VanderKolk’s  algorithm  (Fig.  1). 

It  is  well  known  that  the  CT  scan  is  unreliable  in  identi- 
fying bowel  or  mesenteric  injuries.  Even  if  the  intestinal 
injuries  are  suggested  by  CT  findings,  the  diagnosis  is  most 
often  nonspecific.  This  has  led  to  a delay  in  diagnosis  and 
repair,  with  significant  morbidity  in  many  patients.5"7 

The  limitations  of  CT  scanning  are  evident  in  our  patients 
2 and  3.  In  both,  only  a small  amount  of  intra-abdominal 
fluid  was  noted  on  CT  scan,  but  diagnostic  laparoscopy 
demonstrated  a large  amount  of  intra-abdominal  blood  and 
extensive  hollow  viscus  and  mesenteric  injury.  We  too  rec- 
ommend diagnostic  laparoscopy  in  children  with  abdomi- 
nal pain,  a positive  seat  belt  sign,  and  a CT  scan  showing 
free  intra-abdominal  fluid. 

In  VanderKolk’s  algorithm,  a patient  with  a seat  belt  sign 
and  free  air  is  taken  to  the  operating  room  for  a laparotomy 
without  CT  scan  or  further  diagnostic  workup.  We  propose 
that  patients  with  a seat  belt  sign  and  fractures  of  the  lum- 
bar vertebra  (patients  2 and  3)  should  also  be  explored 
laparoscopically  without  further  workup.  Reid  et  al6  found 
that  50%  of  patients  with  Chance  fractures  and  a seat  belt 
sign  had  significant  intra-abdominal  injury  not  detected  by 
CT  scan.  Tso  et  al1  also  found  significant  co-existent  intra- 
abdominal injuries  in  71%  of  patients  with  Chance  frac- 
tures and  a positive  seat  belt  sign.  Our  series  also  agrees 
with  these  findings,  as  both  of  our  patients  with  both  find- 
ings had  significant  intra-abdominal  injury  requiring  opera- 
tive intervention. 

We  would  therefore  suggest  that  if  a patient  has  a seat 
belt  sign  and  fractures  of  the  lumbar  vertebra,  it  should  be 
assumed  that  significant  intra-abdominal  injury  exists  and 
laparoscopy  is  indicated  without  further  diagnostic  workup. 
Certainly,  evaluation  of  the  retroperitoneum  is  limited  with 
laparoscopy,  but  significant  retroperitoneal  organs  are  in- 
frequently injured  in  the  seat  belt  syndrome,  and  if  present, 
they  usually  coincide  with  other  significant  intraperitoneal 
injuries  that  would  prompt  conversion  from  a laparoscopic 
to  an  open  procedure.15-8 


Case  1 also  raises  an  interesting  point  in  regard  to  the 
treatment  algorithm.  Considering  a patient  with  a positive 
seat  belt  sign,  free  intra-abdominal  fluid  on  CT  scan,  and  a 
solid  organ  injury,  VanderKolk  would  attribute  the  free  fluid 
to  the  solid  organ  injury  and  not  proceed  with  diagnostic 
laparoscopy.  In  these  patients,  clinical  observation  is  rec- 
ommended, and  if  peritoneal  irritation  develops,  laparotomy 
is  performed.  This  can  lead  to  a delay  in  diagnosis  of  hol- 
low viscus  injuries  when  they  co-exist  with  solid  organ  in- 
jury, which  can  occur  in  15%  to  30%  of  these  patients.1-5  It 
cannot,  therefore,  be  assumed  that  the  fluid  is  the  result  of 
the  solid  organ  injury  alone.  If  these  patients  are  simply 
observed  clinically  until  peritoneal  irritation  develops,  the 
benefits  of  early  laparoscopy  for  diagnosis  is  lost. 

Certainly,  diagnostic  peritoneal  lavage  in  evaluation  of 
hollow  viscus  injury  is  acceptable  after  blunt  abdominal 
trauma  with  known  solid  organ  injury  and,  if  that  is  present, 
laparotomy  is  indicated.4  In  our  opinion,  diagnostic  laparos- 
copy to  rule  out  hollow  viscus  injury  is  also  equally  ac- 
ceptable. From  our  limited  series,  we  cannot  definitely  rec- 
ommend this  approach,  but  further  use  of  diagnostic 
laparoscopy  in  the  workup  of  these  patients  may  provide 
the  answer. 

Conclusion 

Mandatory  seat  belt  laws  have  led  to  an  increased  inci- 
dence of  a seat  belt  syndrome  in  children  due  to  improper 
use  of  lap  belts.  The  management  of  these  patients  remains 
controversial,  but  the  use  of  laparoscopy  will  likely  com- 
prise a major  part  of  their  diagnostic  and  therapeutic  workup 
in  the  future.  We  agree  with  the  algorithm  proposed  by 
VanderKolk  et  al5  except  in  two  situations.  First,  because 
of  the  high  incidence  of  co-existent  intra-abdominal  inju- 
ries in  such  patients,  a child  with  a positive  seat  belt  sign 
and  lumbar  Chance  fractures  should  undergo  immediate 
laparoscopy  without  further  diagnostic  workup.  Secondly, 
in  the  presence  of  a seat  belt  sign,  a solid  organ  injury,  and 
free  intra-abdominal  fluid,  further  diagnostic  workup  with 
either  diagnostic  peritoneal  lavage  or  diagnostic  laparos- 
copy, and  not  clinical  observation,  is  indicated  to  rule  out 
co-existent  hollow  viscus  injury. □ 
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Physician  Reporting  of  Communicable 
Diseases  in  East  Tennessee: 

Implications  for  Statewide  Underreporting 

Paul  Campbell  Erwin,  MD,  MPH;  David  Brumley,  DDS,  MPH; 

Frank  Bristow,  MS 


The  reporting  of  communicable  diseases  to  public  health 
authorities  has  historically  been  a responsibility  of  the  phy- 
sician. The  extent  of  underreporting,  however,  has  been  sig- 
nificant: for  example,  the  Centers  for  Disease  Control  and 
Prevention  estimate  that  only  10%  of  measles  cases,  15%  of 
viral  hepatitis  cases,  and  1%  of  salmonellosis  cases  are  ever 
reported.1  Emphasis  from  previous  studies  has  been  placed 
on  documenting  the  extent  of  underreporting,  and  compar- 
ing active  vs.  passive  surveillance  systems,  rather  than  ex- 
ploring the  reasons  for  underreporting  by  physicians.2’3  In 
Tennessee,  physicians  may  report  diseases  to  public  health 
departments  by  telephone  or  by  completing  and  mailing  a 
disease  reporting  form.  The  purpose  of  this  study  was  to  both 
document  Tennessee  physicians’  knowledge  about  reporting 
diseases  and  disease-specific  reporting  practices,  and  to  fur- 
ther define  the  reasons  that  reporting  is  not  carried  out. 

Methods 

A survey  was  developed  to  gather  information  about 
disease  reporting,  and  also  included  questions  relating  to 
length  of  practice,  office  staffing,  and  communications 
equipment  availability.  Surveys  were  mailed  to  all  physi- 
cians in  family  medicine,  internal  medicine,  pediatrics,  gen- 
eral practice,  and  obstetrics/gynecology  in  the  15  county 
East  Tennessee  region.  Physicians’  knowledge  of  reporting 
requirements  was  gathered  based  on  their  responses  to  ques- 
tions on  the  59  diseases  and  conditions  that  are  declared 
reportable  in  Tennessee. 

Results 

Of  the  310  surveys  that  were  mailed,  135  completed  sur- 
veys were  returned,  for  a response  rate  of  44%.  Eighty-six 
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percent  of  physicians  responded  they  did  not  know  to  report 
one  or  more  of  the  reportable  diseases  or  conditions.  The  top 
five  diseases  that  physicians  stated  they  did  not  know  to 
report,  and  the  percentages  of  physicians  who  did  not  know 
to  report  these  were  infection  with  varicella,  56.3%; 
Haemophilus  influenzae , 33.3%;  influenza,  33.3%;  Giardia 
lamblia,  32.6%;  and  lead  poisoning,  21.5%.  Also  included 
among  the  top  ten  diseases  that  physicians  did  not  know  to 
report  were  infection  with  group  A streptococcus,  chlamy- 
dia, mumps,  Campylobacter,  and  vancomycin-resistant  en- 
terococcus. For  each  of  the  59  reportable  diseases,  there  was 
at  least  one  physician  who  stated  that  he  did  not  know  to 
report  that  disease. 

Of  the  59  reportable  diseases,  21  require  immediate  tele- 
phonic reporting.  Responses  to  the  question  “Which  of  these 
conditions  did  you  not  know  to  immediately  report?”  were 
infection  with  H.  influenzae,  42.2%;  mumps,  33.3%;  group 
A streptococcus,  29.6%;  hepatitis  A,  25.5%;  and  measles, 
24.4%.  Other  diseases  that  physicians  did  not  know  to  im- 
mediately report  included  typhoid  fever,  botulism,  foodborne 
outbreaks,  listeriosis,  and  meningitis. 

Of  the  132  offices  responding,  88  (66%)  did  not  have  the 
public  health  form  (PH-1600)  for  notifiable  diseases  case 
reporting.  Of  the  44  that  did,  93%  stated  they  used  the  form. 
Ninety-seven  physicians  (72%)  stated  they  had  never  re- 
ceived information  from  the  Tennessee  Department  of  Health 
staff  regarding  notifiable  diseases. 

In  order  to  estimate  the  degree  of  underreporting,  physi- 
cians were  asked  to  note  the  number  of  cases  of  nine  differ- 
ent diseases  that  they  had  diagnosed  in  the  previous  three 
months,  and  then  the  number  of  cases  that  they  had  reported 
for  the  same  time  period.  Underreporting  is  therefore  defined 
as  failure  to  report  a case  that  was  diagnosed.  The  number  of 
cases  diagnosed  and  reported  for  these  nine  diseases  are  listed 
in  Table  1 . Of  the  seven  physicians  who  diagnosed  Escheri- 
chia coli  0157:H7,  none  reported;  of  the  1 1 physicians  diag- 
nosing hepatitis  A,  six  (54%)  did  not  report  a case;  and  of  the 
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TABLE  1 

DIAGNOSED  AND  REPORTED  DISEASES* 


Disease 

No.  Cases 
Diagnosed 

No.  Cases 
Reported 

% Cases 
Reported 

Campylobacter 

8 

2 

25.0% 

Varicella 

434 

9 

2.1% 

Chlamydia 

136 

43 

31 .6% 

E.  coli  0157 

14 

0 

0 

Hepatitis  A 

17 

8 

47.1% 

Legionella 

9 

4 

44.4% 

Rocky  Mountain  Spotted  Fever 

11 

7 

63.6% 

Salmonella 

14 

11 

78.0% 

Tuberculosis 

16 

10 

62.5% 

* As  diagnosed  and  reported  by  physicians,  for  the  three  months  prior  to 
the  survey. 


14  physicians  diagnosing  tuberculosis,  five  (36%)  did  not 
report  a case. 

Overall,  90  physicians  diagnosed  at  least  one  case  of  a 
reportable  disease  in  the  three  months  prior  to  the  survey. 
Underreporting  of  the  diseases  listed  in  Table  1 did  not  vary 
significantly  by  specialty,  age  of  physician,  length  of  prac- 
tice, hours  per  week  providing  care,  or  number  of  patients 
seen  per  week.  Underreporting  was  more  likely  to  have  hap- 
pened if  the  physician  did  not  know  to  report  all  59  diseases, 
did  not  have  the  public  health  reporting  form,  or  had  not  re- 
ceived an  explanation  or  information  on  requirements  and 
procedures  for  disease  reporting.  Overall,  approximately  one 
case  in  six  (16.6%)  of  a diagnosed  reportable  disease  was 
actually  reported  by  physicians  to  the  health  department. 

Discussion 

This  study  showed  that  the  degree  of  underreporting  in 
East  Tennessee  (16.6%)  closely  parallels  the  underreporting 
estimates  for  the  nation.  While  this  percentage  is  skewed  by 
a relatively  large  number  of  unreported  varicella  cases,  the 
underreporting  was  also  noted  for  diseases  of  significant  pub- 
lic health  concern,  such  as  tuberculosis,  E.  coli  01 57:H7,  and 
other  vaccine  preventable  diseases  in  children. 

The  findings  of  this  study  indicate  that  physicians’  knowl- 
edge of  which  diseases  to  report  and  the  availability  of  a re- 
porting form  were  directly  related  to  their  reporting  activi- 
ties. Marier  and  Konowitz  et  al4  reported  similar  findings, 
emphasizing  that  physicians’  lack  of  knowledge  of  which 
diseases  to  report  and  how  to  report  them  were  primary  rea- 
sons for  underreporting. 

Recently  more  emphasis  has  been  placed  on  establishing 
and  improving  laboratory  reporting  as  a means  for  improv- 
ing overall  reporting.5  Such  surveillance  and  reporting  sys- 
tems, because  they  may  be  seen  to  be  “automatic,”  do  indeed 
have  a great  deal  of  attractiveness.  On  the  other  hand,  over- 


emphasis on  laboratory  reporting  while  ignoring  physician 
reporting  may  have  several  drawbacks.  There  are  at  least  three 
reasons  that  physician  reporting  should  remain  an  important 
component  of  a surveillance  and  reporting  system.  First,  there 
may  be  a delay  in  reporting  while  waiting  for  the  results  of 
laboratory  tests.  For  diseases  that  can  be  diagnosed  clinically 
and  which  require  immediate  action,  e.g.,  either  for  the  indi- 
vidual, such  as  botulism,  or  for  those  exposed  to  a disease 
such  as  measles,  the  delay  in  taking  action  could  be  critical. 
Several  diseases  of  public  health  importance,  including  diph- 
theria, botulism,  measles,  meningococcal  disease,  and  mumps, 
do  not  require  a laboratory  test  in  order  to  meet  a case  defini- 
tion. The  overemphasis  on  laboratory  reporting  can,  in  a 
sense,  backfire.  Schramm  et  al6  reported  that  the  number  one 
reason  for  underreporting  was  physicians’  assumption  that 
the  laboratory  would  report. 

Second,  under  pressure  from  managed  care,  physicians 
may  be  relying  more  on  clinical  diagnosis  than  on  laboratory 
confirmation.  We  have  only  anecdotal  information  on  this, 
and  further  documentation  is  needed.  It  is  clear,  however, 
that  with  larger  numbers  of  people  enrolled  in  managed  care, 
the  potential  downside  to  relying  on  laboratory  reporting  will 
become  more  evident  as  practice  guidelines  are  implemented 
and  additional  pressure  is  put  on  physicians  to  control  costs 
(i.e.,  limit  testing). 

A third,  albeit  more  philosophic,  reason  for  involving  phy- 
sicians in  reporting  is  that  the  history  of  such  interaction  has 
been  the  primary  scientific  connection  between  public  health 
and  medicine.  As  we  move  into  other  arenas  that  involve  com- 
munity as  well  as  individual  behavior  as  a part  of  disease 
processes,  e.g.,  tobacco-related  health  problems,  the  interac- 
tion between  public  health  and  medicine  will  be  essential. 

In  part  as  an  attempt  to  improve  physician  reporting,  pub- 
lic health  departments  in  East  Tennessee  and  Knox  County 
are  distributing  a quarterly  report  on  communicable  diseases 
to  physicians.  Included  in  each  issue  is  a county-specific  tally 
of  reported  diseases  and  a list  of  all  59  reportable  diseases  or 
conditions  in  Tennessee.  Based  on  the  study  described  in  this 
report,  receiving  such  information,  particularly  if  it  can  re- 
sult in  improved  knowledge  about  which  diseases  to  report 
and  how  to  report  them,  should  lead  to  improved  physician 
reporting. □ 


i 


References 


1.  Brachman  P:  Surveillance  and  the  primary  care  physician.  Postgrad  Med  62:86-90.  1977. 

2.  Marier  R:  The  reporting  of  communicable  disease.  Am  J Epidemiol  106:587-590.  1977. 

3.  Thacker  S.  Redmond  S.  Rolhenberg  R.  et  al:  A controlled  trial  of  disease  surveillance  strate- 
gies. Am  J Prev  Med  2:345-350.  1986. 

4.  Konowitz  P,  Petrossian  G.  Rose  D:  The  underreporting  of  disease  and  physicians’  knowledge 
of  reporting  requirements.  Pub  Health  Rep  99:31-35.  1984. 

5.  Standaert  S.  I^efkowitz  L.  Horan  J.  et  al:  The  reporting  of  communicable  diseases:  a con- 
trolled study  of  Neisseria  meningitidis  and  Haemophilus  influenzae  infections.  Clin  Infect  Dis  20:30- 
36.  1995. 

6.  Schramm  M.  Vogt  R.  Mamolen  M:  The  surveillance  of  communicable  disease  in  Vermont: 
who  reports?  Pub  Health  Rep  106:95-97,  1991. 


62 


Tennessee  Medicine  ~ February,  1999 


The  Journal 


Vanderbilt  Morning  Report 

Oral  Ulcerations  in  a 
Patient  With  Sarcoidosis 


Case  Report 

A 37-year-old  black  woman  admitted  to  Vanderbilt  Hos- 
pital with  a seven-day  history  of  painful  oral  ulcers  gave  a 
history  of  pulmonary  and  ocular  sarcoidosis  that  had  been 
treated  with  corticosteroids  and  other  immunosuppressive 
substances,  although  her  disease  had  been  inactive  for  the 
past  three  years.  One  week  prior  to  admission,  the  patient 
noted  an  extremely  painful  right  buccal  ulcer  without  other 
associated  symptoms.  Over  the  next  four  days  the  ulceration 
enlarged,  and  additional  ulcers  appeared  on  her  left  buccal 
mucosa  and  palate.  She  subsequently  developed  severe 
odynophagia,  and  was  unable  to  swallow  liquids  or  her  own 
secretions  by  the  day  of  admission.  She  had  a low-grade  fe- 
ver, chills  and  mild  fatigue,  but  no  upper  respiratory  or  pul- 
monary symptoms. 

On  admission,  the  patient  appeared  acutely  ill.  Her  tem- 
perature was  99.5°F.  She  was  mildly  orthostatic  and  her  res- 
pirations were  normal.  She  was  somnolent  and  was  drooling, 
although  easily  arousable.  Her  breath  had  a foul  odor.  Ex- 
amination of  the  oropharynx  revealed  extensive  ulcers  as 
noted  above,  the  largest  a 4-cm  one  on  her  soft  palate.  They 
were  shallow  and  covered  with  a whitish  exudate  surrounded 
by  an  area  of  erythema.  Her  dentition  was  poor  but  no  gum 
or  tooth  tenderness  was  noted.  She  had  mild  right  cervical 
adenopathy.  The  remainder  of  her  physical  examination  was 
normal,  and  her  laboratory  studies,  including  the  WBC  count, 
were  also  normal.  HIV  serology  was  negative,  and  blood 
cultures  showed  no  growth.  A CT  scan  of  her  neck  to  rule  out 
abscess,  epiglottic  enlargement,  or  an  obstructing  lesion 
showed  only  mild  pharyngeal  edema.  Because  of  a concern 
that  the  patient’s  ulcerations  could  be  either  Vincent’s  angina 
or  herpes  simplex  infection,  she  was  treated  with  intrave- 
nous ampicillin  and  acyclovir.  Rigid  laryngoscopy  by  the 
otolaryngology  service  revealed  multiple  shallow  ulcers  in 
the  posterior  oropharynx  as  well  as  the  larynx.  Cultures  and 
stains  of  biopsy  samples  for  bacteria,  herpes  simplex,  and 
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fungi  were  negative.  Histologic  examination  showed  only 
acute  inflammation  without  evidence  of  viral  or  fungal  in- 
fection, and  neither  granulomas  nor  vasculitis  were  present, 
suggesting  that  the  ulcers  were  not  due  to  sarcoidosis  or 
Behcet’s  disease.  Based  on  the  clinical  presentation  and  the 
pathologic  findings,  the  patient  was  given  a diagnosis  of  aph- 
thous stomatitis  major.  Because  of  the  severity  of  her  symp- 
toms, she  was  treated  with  oral  corticosteroids  for  10  days. 
Her  symptoms  improved  greatly,  and  she  was  able  to  swal- 
low within  three  days.  She  subsequently  made  a complete 
recovery,  although  she  has  had  two  additional  episodes  of 
aphthous  ulceration  since  her  admission  to  Vanderbilt. 

Discussion 

Ulcerations  are  a frequent  cause  of  complaints  in  patients 
seeking  relief  from  oral  soft  tissue  lesions.1  Oral  ulcerations 
have  multiple  etiologies  and  a number  of  clinical  appearances. 
They  may  be  primary  in  the  oral  cavity  due  to  local  causes  or 
may  be  oral  manifestations  of  systemic  diseases.  The  most 
common  oral  ulceration  is  the  aphthous  ulcer  and  occurs  in 
approximately  50%  of  the  U.S.  population.2  The  pathogen- 
esis is  unknown,  although  precipitating  factors  may  include 
trauma,  nutritional  deficiencies,  stress,  and  endocrinopathies 
among  others.3  A viral  etiology  for  aphthous  stomatitis  has 
not  been  found.  Aphthous  ulcers  also  occur  in  patients  with 
HIV  infection  and  they  are  often  prolonged  and  severe. 

Aphthous  ulcers  can  occur  as  single  or  multiple  lesions. 
Lesions  larger  than  1 cm  are  termed  major  aphthous  ulcers. 
Not  infrequently,  aphthous  stomatititis  is  recurrent.  Clinically, 
aphthous  ulcers  are  round  or  oval,  with  a yellowish  necrotic 
base,  and  are  surrounded  by  an  erythematous  halo  of  inflamed 
mucosa.  The  lesions  are  uniformly  painful  and  most  fre- 
quently occur  on  the  labial  or  buccal  mucosa,  soft  palate, 
and  floor  of  the  mouth.  Attacks  usually  last  10  days,  although 
major  ulcers  can  persist  for  months.  The  differential  diagno- 
sis of  aphthous  ulcers  includes  traumatic  ulcers,  herpetic  sto- 
matitis, erythema  multiforme,  pemphigus  and  the  pem- 
phigoid group  of  diseases,  Behcet’s  disease,  and  Reiter’s 
syndrome,  among  others.1  Sarcoidosis  is  rarely  associated  with 
oral  ulceration. 

Therapy  for  aphthous  ulcers  is  palliative.14  Solitary  lesions 
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are  self-limited,  and  generally  require  no  treatment.  For  re- 
current ulcers  or  aphthous  stomatitis  major,  local  and  sys- 
temic therapies  have  been  utilized.  These  include  treatment 
with  oral  viscous  lidocaine,  diphenhydramine  elixir,  and  vari- 
ous corticosteroid  washes.1  In  severe  cases,  systemic  corti- 
costeroids can  be  used.  Thalidomide  may  be  helpful  in  aph- 
thous stomatitis  in  HIV-infected  patients. □ 

References 

1.  Fischman  SL:  Oral  ulcerations.  Sew  Dermatol  13:74-77.  1994. 

2.  Ship  I:  Epidemiologic  aspects  of  recurrent  aphthous  ulcerations.  Oral  Surg  33:400-406, 1972. 

3.  Antoon  J,  Miller  R:  Aphthous  ulcers:  a review  of  the  literature  on  etiology,  pathogenesis, 
diagnosis,  and  treatment.  J Am  Dent  Assoc  101:803-808.  1980. 

4.  Vincent  S.  Lilly  G:  Clinical,  historic,  and  therapeutic  features  of  aphthous  stomatitis.  Oral 
Surg  74:  79-86,  1992. 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates  11 
medical  centers  located  in  the  scenic  mountains  of  North- 
east Tennessee,  is  accepting  CVs  from  physicians.  These 
health  care  centers  offer  competitive  wages  and  superior 
benefits.  This  consists  of  401 K,  mileage  reimbursement, 
paid  malpractice  insurance,  continuing  medical  education, 
10  official  holidays  off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team  mail  CVs 
to  Paul  Reed,  MD,  Rural  Health  Services  Consortium,  Inc., 
3825  Highway  66  South,  Rogersville,  TN  37857.  Phone 
(423)  272-9163,  fax:  (423)  272-4980,  e-mail  address 
rhscmis@  planetc.com.  EOE 


Positions  Announcement 

Teaching  Hospitalists 

Department  of  Medicine,  University  of  Tennessee  College  of  Medicine, 

Chattanooga  Unit 

With  the  changes  in  the  healthcare  environment,  hospitalists  are  assuming  an  important  role  in  patient  care.  We  have  developed 
a division  of  academic  hospitalists  who  perform  a dual  role  of  providing  direct  inpatient  care  and  teaching  for  our  internal  medicine 
residency. 

Our  hospitalists  have  full-time  faculty  appointments  to  the  Department  of  Medicine  at  the  University  of  Tennessee  College  of 
Medicine  and  work  in  the  Baroness  Erlanger  Hospital,  a large  tertiary  care  hospital  and  major  teaching  facility  of  the  College  of 
Medicine.  In  addition  to  their  primary  duties  of  inpatient  care  and  resident  teaching,  our  hospitalists  have  research  opportunities 
with  support  from  the  Office  of  Research. 

We  are  looking  for  candidates  experienced  in  practicing  and  teaching  inpatient  internal  medicine  and  dedicated  to  providing  the 
best  possible  service  to  our  patients,  our  referring  physicians,  and  our  residents.  If  you  are  interested  in  working  in  the 
stimulating,  challenging,  and  rewarding  setting  of  our  Division  of  Hospital  Medicine,  learn  more  about  the  Chattanooga  Unit  by 
following  the  links  at  www.erlanger.org,  and  about  the  beautiful  and  dynamic  city  of  Chattanooga  at  virtual.chattanooga.net/cvb. 

Requirements 

Board  Certification  in  Internal  Medicine 
Clinical  Teaching  Experience 
Practice  Experience 
Research  Experience  Desirable 
Tennessee  License  Desirable 

Contact  or  send  CV  to:  Charles  F.  Longer,  MD,  FACP,  Chief,  Division  of  Hospital  Medicine  Department  of  Medicine,  University  of 
Tennessee  College  of  Medicine  Chattanooga  Unit,  975  East  Third  Street,  Box  94,  Chattanooga,  TN  37403.  Tel.  423/778-2998; 
email  longercf@erlanger.org. 
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TMA  Alliance  Report 

Medical  Alliance  Month — March  1999 

With  hundreds  of  different  health  projects  ranging  from 
immunizations  and  teen  problems  to  AIDS/HIV  education, 
state  and  county  medical  alliances  across  the  country  have 
been  dedicated  to  improving  community  health  for  years. 
March,  1999  will  mark  the  fifth  year  the  Tennessee  Medical 
Association  Alliance  has  joined  other  state  alliances  to  cel- 
ebrate what  we  do  to  improve  the  health  of  people  in  our 
communities. 

We  are  encouraging  our  county  alliances  to  hold  special  pro- 
grams, plan  a special  event,  and  work  with  the  media  to  show- 
case their  efforts  and  bring  awareness  to  what  the  medical  alli- 
ances are  doing  for  their  communities.  Some  of  the  events  our 
alliances  have  planned  are  programs  on  substance  abuse,  teen 
problems — especially  teen  violence,  domestic  violence,  and 
adolescent  health. 

Encourage  and  support  your  county  medical  alliance  during 
Medical  Alliance  Month  during  March,  1999!  For  further  infor- 
mation you  may  contact  the  American  Medical  Association  Al- 
liance, 5 1 5 N.  State  Street,  Chicago,  IL  606 1 0;  phone  3 1 2/464- 
4470;  fax  312/464-5020. 

Brenda  Seals 
TMAA  President-Elect 


Letters  to  the  Editor 


Professional  Courtesy 

To  the  Editor: 

I am  a physician  who  has  just  “retired.”  During  my  years  in 
the  profession,  I have  sensed  changes  in  how  physicians  regard 
one  another.  Some  of  these  changes  (of  which  I write)  seem  to 
have  diminished  our  mutual  respect  and  collegiality.  What  fol- 
lows is  my  opinion  regarding  one  of  the  changes  in  lifestyle 
that  I have  recently  experienced. 

I am  writing  about  the  lack  of  “professional  courtesy”given 
to  physicians  and  their  families  in  today’s  managed  care  mi- 
lieu. For  over  20  years,  I rendered  free  care  to  physicians,  their 
parents,  their  wives  (and  ex-wives),  and  their  children.  I pro- 
vided free  care  to  medical  students,  their  spouses  and  children 
as  well.  Before  and  after  the  days  of  teleradiology  I came  into 
the  hospital  after  hours  to  evaluate  and  help  manage  CT  scans 
of  physicians’  children  who  fell  out  of  trees  or  hit  fences  while 
riding  snow  sleds.  I angioplastied  the  arteries  and  percutane- 
ously  drained  abdominal  and  pelvic  abscesses  of  physicians’ 
parents.  I read  the  mammograms  of  some  of  my  colleagues’ 
wives  and  did  lung  biopsies  on  the  husbands  of  others.  Care  in 
all  those  cases  was  rendered  free  of  charge,  out  of  respect  for 
my  “professional  community.”  There  was  no  attempt  to  “bill 
for  insurance  only.” 

During  these  years  in  practice,  colleagues  who  were  in  my 
professional  community  generously  treated  me  in  kind.  An 
empathetic  physician  came  into  the  hospital  in  1993  and  took 
out  my  daughter’s  inflamed  appendix  at  3:30  am  on  a night 


that  he  was  not  on  call.  Another  physician  literally  sewed 
my  son’s  tongue  back  together  after  my  son  had  been  in- 
jured in  a soccer  match  (again  after  normal  office  hours). 
The  anesthesiologists  in  both  cases  never  sent  a bill  nor  did 
the  surgeons.  Primary  care  physicians  took  care  of  my  wife, 
my  children,  and  me.  Other  physicians,  who  never  knew  me, 
provided  free  care  to  my  parents  who  lived  in  Texas. 

I likened  the  “courtesy”  that  we  gave  to  each  other’s  fami- 
lies to  assistance  given  by  neighbors  in  my  community  who 
helped  on  each  other’s  farms  during  my  youth.  I grew  up  in 
rural  West  Tennessee  in  the  late  1940s  and  early  1950s.  I remem- 
ber neighbors  coming  over  and  helping  my  folks  kill  hogs  or 
bale  hay  and  never  asking  for  a cent.  In  return,  my  father, 
uncles,  and  grandfathers  were  quick  to  help  out  if  they  knew 
their  neighbors  had  “hay  down”  in  bad  weather  or  animals 
to  be  butchered.  That  sort  of  work  was  done  out  of  commu- 
nal empathy. 

After  recently  moving  away  from  the  community  where  I 
spent  my  career  in  private  practice,  I have  been  introduced  to 
the  “new”  medical  mores  and  the  “Business”  of  Medicine.  Af- 
ter paying  for  routine  office  visits  (including  a per-prescription 
fee  for  each  of  my  blood  pressure  medicines)  I feel  cheapened, 
not  cheated.  I am  dismayed  that  my  years  of  care  for  colleagues 
go  unrecognized.  I pity  those  who  will  never  know  the  satisfac- 
tion of  giving  to  those  who  are  their  “professional  neighbors.” 

I realize  that  the  government  bureaucracies  and  “the  In- 
surance Industry”  have  tried  to  treat  professional  courtesy 
as  fraud.  I feel  privileged  to  know  what  the  sense  of  “com- 
munity” was  before  the  “Managing  Partners”  of  Medical 
Groups  took  over  the  reins.  We  may  be  technologically  ahead 
of  our  medical  forebears,  but  we  have  lost  ground  when  it 
comes  to  caring  for  each  other. 

David  S.  Archie,  MD 
1 79  Timbertops  Drive 
Dover  TN  37058 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

David  M.  Gilliam,  MD,  Walland 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Dana  Banelis,  MD,  Cleveland 
Wayne  S.  Kelly,  MD,  Cleveland 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

David  N.  Bowers,  MD,  Chattanooga 
David  S.  Carson,  MD,  Chattanooga 
David  D.  Darden,  DO,  Cleveland 
Patrick  F.  McSharry,  MD,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Terri  A.  Edwards-Lee,  MD,  Jackson 
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MAURY  COUNTY  MEDICAL  SOCIETY 

Alex  J.  Slandzicki,  MD,  Columbia 
Michael  K.  Watterson,  MD,  Columbia 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

Sharon  D.  Goff,  MD,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

G.  Lee  Bryant,  MD,  Hermitage 
John  C.  Channell,  MD,  Nashville 
Philip  G.  Coogan,  MD,  Nashville 
Marietta  S.  Guevara,  MD,  Nashville 
Mark  R.  Kaplan,  MD,  Nashville 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Donald  T.  Nicell,  MD,  Murfreesboro 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

James  M.  Bookout,  MD,  Kingsport 

TIPTON  COUNTY  MEDICAL  SOCIETY 

Vincent  C.  Kent,  MD,  Covington 

WILSON  COUNTY  MEDICAL  SOCIETY 

Donald  A.  Cole,  MD,  Lebanon 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  November,  1998.  This 
list,  supplied  by  the  AMA,  does  not  include  members  who  reside 
in  other  states.  Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two,  or  three  years.  For  the  one-year  award,  physicians 
report  50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1 . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Coleman  L.  Arnold,  MD,  Chattanooga 
Jack  R..  Baker,  MD,  Nashville 
Webb  J.  Earthman,  MD,  Nashville 
Caroline  K.  Elias,  MD,  Chattanooga 
Helen  A.  V.  Goswitz,  MD,  Oak  Ridge 
Dewey  W.  Hood,  MD,  Dechard 
John  W.  Lamb,  MD,  Nashville 
Solomon  A.  Rosenblum,  MD,  Nashville 
James  D.  Rucker,  MD,  Germantown 
Todd  G.  Tolbert,  MD,  Memphis 


In  Memoriam 


James  Carmack  Hudgins,  MD,  age  61.  Died  December  6, 
1998.  Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Lawrence  County  Medical  Society. 


Frank  London,  MD,  age  74.  Died  November  21,  1998.  Gradu- 
ate of  Tulane  University  School  of  Medicine.  Member  of  Knox- 
ville Academy  of  Medicine. 

Robert  L.  Summitt,  MD,  age  65.  Died  December  5,  1998.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member  j 
of  Memphis-Shelby  County  Medical  Society. 

Elizabeth  A.  Williams,  MD,  age  54.  Died  December  4,  1998. 
Graduate  of  James  H.  Quillen  College  of  Medicine.  Member  of  ! 
Washington-Unicoi-Johnson  County  Medical  Association. 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in  J 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con-  J 
ducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of  : 
CME  Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME  : 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet  the 
physician’s  practice  needs.  This  may  include  contact  with  patients, 
participation  in  clinical  rounds  and  diagnostic  procedures,  interaction  , 
with  faculty  and  housestaff,  access  to  the  Medical  Center  Library  and  I 
other  learning  resources,  and  other  benefits  of  a preceptorship.  AMA/ 
PRA  Category  1 credit  is  provided  for  each  hour  of  participation. 
Physicians  must  be  licensed  and  be  in  active  practice  with  evidence  of 
liability  coverage. 

Special  Conferences/ Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

March  6 Primary  Care  Seminar  - Endocrinology 
April  3 Primary  Care  Seminar  - Nephrology 
April  15-16  Endoscopic  Sinus  Surgery  Workshop 
May  7-8  Phonosurgery  Workshop 

May  20-21  16th  Annual  Family  Medicine/Primary  Care  Update 
June  4-5  23rd  AnnualSonography  Symposium 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-8211  MCN,  Nashville,  TN  37232.  Tel.  (615)  , 
322-4030. 

University  of  Tennessee 

Continuing  Education  Schedule 

Chattanooga 

April  5-9  Primary  Care  Medicine  Update — Paradise  Island,  Ba-  | 
hamas 

June  15-19  Family  Medicine  Update 
Knoxville 

March  2 Advanced  Cardiac  Life  Support  Instructor  Course 
March  3-5  Advanced  Cardiac  Life  Support  Provider  Course 
March  23  Pediatric  Advanced  Life  Support  Instructor  Course 
March  24-25  Pediatric  Advanced  Life  Support  Provider  Course 
April  14-17  22nd  Annual  Family  Practice  Update — Pigeon  Forge 
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May  8 Pathology  Society  Spring  Meeting 

May  14  Emergency  Medicine/Trauma  Symposium 

May  1 9-2 1 1 7th  Annual  Smoky  Mountains  Seminar  in  Ob/Gyn — 
Pigeon  Forge 

June  7-8  1 5th  Annual  Azheimer’s  Disease  Seminar — Gatlinburg 

June  17-19  44th  Great  Smoky  Pediatric  Seminar — Gatlinburg 
June  22-24  Advanced  Cardiac  Life  Support  Course 
June  29-30  Pediatric  Advanced  Life  Support  Course 

For  information  contact  Mr.  Mike  Spikes,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)  448-5547. 

Meharry  Medical  College 

Extended  Continuing  Education  Prograin 

Arrangements  have  been  made  with  many  services  and  departments 
in  the  medical  school  to  allow  practicing  physicians  to  participate  in 
the  service’s  activities  for  a period  of  one  day  to  one  week.  This 
program  provides  an  opportunity  for  physicians  to  study  in  depth 
for  a specified  period.  The  schedule  of  activities  is  individualized  in 
response  to  the  physician’s  request  by  the  participating  department. 
The  experience  includes  conferences,  ward  rounds,  audiovisual 
materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 


Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
PhD.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


Board  of  Medical  Examiners 


Minutes  - November  1998 

Name:  John  R.  Powell,  PA  (Bristol) 

Violation:  Used  blank  prescription  forms  for  personal  use. 
Action:  Reprimanded. 


Tennessee  Medicine  Policy 

Tennessee  Medicine  publishes  the  actions  of  the  Board  of  Medi- 
cal Examiners  directly  from  the  Department  of  Health’s  monthly 
sunshine  notice.  TMA  policy  calls  for  Tennessee  Medicine  to 
print  corrections,  retractions,  or  case  updates  as  they  are  re- 
ceived from  the  Department  of  Health.  Physicians  whose  case 
results  are  overturned  or  modified  by  either  the  Board  of  Medi- 
cal Examiners  or  final  judicial  action  may  request,  through  ap- 
propriate supporting  documentation,  that  Tennessee  Medicine 
print  an  update  in  the  next  possible  publication. 


Need  a Vehicle? 

I’ll  Save  you  Time  and  Money! 

THINKING  ABOUT  A CAR,  TRUCK,  VAN  OR  SPORT  UTILITY  VEHICLE? 
THEN  BUY  OR  LEASE  FROM  MILLER  ROBINSON... 


FOR  6 GOOD  REASONS 


1 ALL  MAKES  AND  MODELS  OF  VEHICLES  AVAILABLE 

2 PERSONALIZED  SERVICE  - that  you  won’t  get  anywhere  else. 

3 TOP  DOLLAR  FOR  YOUR  TRADE-IN  no  classified  ads  or 
haggling  with  tire  kickers. 

4 YOU  CHOOSE  WHERE  WE  CLOSE  THE  SALE  OR 
LEASE  TRANSACTION  -your  home  or  office,  our  office,  wherever 
it’s  convenient  for  you. 

5 YOU  PAY  NO  ADDITIONAL  FEES  FOR  MY  SERVICES 

6 BUYING  OR  LEASING  A VEHICLE  HAS  NEVER  BEEN 
EASIER 


MILLER  ROBINSON 

391-3000 

HOOVER  & ASSOCIATES 

AUTO  LEASING/SALES 
217  D0NELS0N  PIKE 
NASHVILLE,  TN  37214 
615-391-3000 
FAX  615-391-0158 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 

Physicians  utilized  in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis  and  Arlington.  Salary 
potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two  year  fellowship  in  Developmental  Disabilities 
encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Bemie  Simons.  Superintendent 

Lee  Thomas,  Superintendent 

Clover  Bottom  Developmental  Center 

Lakeshore  Mental  Health  Institute 

275  Stewarts  Ferry  Pike 

5908  Lyons  View  Pike 

Nashville.  TN  37214 

Knoxville,  TN  37919 

Telephone:  (615)  231-5372 

Telephone:  (423)  584-1561 

Fax:  (615)  231-5396 

Fax:  (423)  450-5203 

Max  Jackson.  Superintendent 

Russell  Vatter,  Superintendent 

Arlington  Developmental  Center 

Moccasin  Bend  Mental  Health  Institute 

1 1293  Memphis- Arlington  Road 

100  Moccasin  Bend  Road 

Arlington.  TN  38220-5022 

Chattanooga,  TN  37402 

Telephone:  (901)  745-7575 

Telephone:  (423)  785-2271 

Fax:  (901)745-7272 

Fax:  (423)  785-3333 

Henry  C.  Meece,  Superintendent 

Elizabeth  Littlefield,  Superintendent 

Greene  Valley  Developmental  Center 

Western  Mental  Health  Institute 

P.O.  Box  910 

Highway  64  West 

Greeneville.  TN  37744-0910 

Bolivar,  TN  38074 

Telephone:  (423)  787-6568 

Telephone:  (901)  658-5141 

Fax:  (423)  787-6574 

Fax:  (901)  658-2783 

Joe  Carobene,  Superintendent 

Pete  Davidson,  Superintendent 

Middle  TN  Mental  Health  Institute 

Memphis  Mental  Health  Institute 

221  Stewarts  Ferry  Pike 

865  Poplar  Avenue 

Nashville,  TN  37214 

Memphis,  TN  38174-0966 

Telephone:  (615)  902-7532 

Telephone:  (901)  524-1200 

Fax:  (615)  902-7541 

Fax  (901)  543-6055 

Pat  Womack,  Recruitment 

710  James  Robertson  Parkway 

1 1th  Floor  Andrew  Johnson  Tower 

Nashville,  TN  37243 

Telephone:  (615)  741-8912 

Fax  (615)  741-4567 

These  24  hour  facilities  offer  stable  and  challenging  settings  serving  children  and  adults  who  have 
developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations,  work  with 

an  excellent  team  of  professionals. 

The  State  of  Tennessee  is  an  equal  opportunity  employer 

Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for  the  first  50 
words  ($25  for  TMA  members),  25  cents  for  each  additional  word. 
Count  as  one  word  all  single  words,  two  initials  of  a name,  single  num- 
bers, groups  of  numbers,  hyphenated  words,  and  abbreviations.  Adver- 
tisers may  utilize  a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN  37212-0909.  Use 
of  this  box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd  month 
preceding  the  desired  month  of  publication,  and  will  be  subject  to  ap- 
proval. No  phone  orders  will  be  accepted.  Payment  must  accompany 
order.  Each  listing  will  be  removed  after  its  first  publication  unless  oth- 
erwise instructed.  Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box  120909,  2301 
21st  Ave.  South,  Nashville,  TN  37212-0909.  Phone  (615)  385-2100. 


SEEKING  GASTROENTEROLOGIST 

LARGE  MULTISPECIALTY  CLINIC 
SOUTH  MISSISSIPPI 


Share  call  with  two  Board  Certified  Gastroenterologists 
245-bed  Regional  Medical  Center 
Serving  approximate  population  of  120,000 

Call  Administrator 
1-800-7519 


Your  EM  Career 
and  Team  Health — 
A Perfect  Fit. 


Want  to  practice  in  a Level  I trauma  center  or  a community 
hospital  with  a low  volume?  Maybe  you  prefer  a pediatric  or 
academic  facility?  No  matter  what  type  of  opportunity  you're 
looking  for.  Southeastern  Emergency  Physicians,  an  affiliate  of 
Team  Health,  can  meet  your  needs.  Headquartered  in  Knoxville, 
we  currently  have  both  full-  and  part-time  Emergency 
Medicine  opportunities  throughout  the  state  of  Tennessee. 

All  opportunities  with  Southeastern  Emergency  Physicians 
provide  competitive  compensation,  paid  malpractice  insurance  and 
a flexible  schedule  with  no  on-call.  No  J- 1 opportunities  available. 


TEAM 

HEALTH 


For  more  information  on  these  opportunities, 
please  call  Lee  Ann  Long  at 

1-800-909-8366. 


www.team-health.com 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available  in 
emergency  departments  throughout  Tennessee,  Kentucky, 
Virginia  and  Georgia.  Physicians  who  have  completed  a 
residency  in  Emergency  Medicine  or  a Primary  Care 
specialty  with  Emergency  Medicine  experience  will  be 
considered. 

Emergency  Coverage  Corporation  provides  flexible 
scheduling,  competitive  compensation  and  paid 
malpractice  insurance. 


For  more  information,  fax  your  C V 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

1-800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 

A Team  Health  Affiliate 


CAA 

Carolyn  Avery  & 
Associates,  Inc. 

♦ TMA  Physician 
Services  Workshop 
Coordinator 

♦ Employee  Personnel 
Manuals 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 


POB  159012  • Nashville,  TN  37215-9012 

(615)383-6321  • Fax  (615)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment” 
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Have  You  Hit 

Your  Homepage 

Lately? 

w@w 

'"hof,s  on  the  v/eto 

Jump  to  other 

TMA’s  homepage  MEDWIRE  (www.medwire.org)  provides 
members  with  access  to  electronic  information  produced  by 
the  TMA  and  makes  finding  web  information  from  other 
sources  a breeze. 

Through  our  five  main  sections: 

□ What’s  New?  □ TMA  Today 

□ Membership  Services  □ To  Your  Health 

□ Other  Organizations 

health-related 

organizations 

♦ 

Read  articles  from 

The  Chart  and 

Tennessee  Medicine ! 

♦ 

Check  out  the  latest 

TMA  press  releases 

♦ 

Email  government  officials 

MOM 

you  can  contact  staff  and  the  TMA  leaders,  find  the  lastest 
newsletters  and  articles,  press  releases,  jumps  to  other 
medical  organizations,  background  information  on  hot  topics 
and,  soon  to  come,  data  on  members  (in  a members-only 
area)  and  the  search  engine  Excite  to  help  make  your  search 
for  information  even  easier. 

www.medwire.org 

more  on  me^'re 
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Hoover  & Associates,  Inc 67 

Jefferson  Medical  Associates 69 

Passport  Health  Communications 52 

Rural  Health  Services  Consortium 64 

State  Volunteer  Mutual  Insurance  Company 72 

Team  Health 69 

Tennessee  Consultation  Center 40 

TMA  Physician  Services,  Inc 38 

The  TMA  Association  Insurance  Agency,  Inc 51,71 

TN  Dept.  Mental  Health  & Mental  Retardation 68 

University  of  Tennessee,  Chattanooga 64 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Editor, 
John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover  letter 
should  identity  one  author  as  correspondent  and  should  include  his  complete  address  and 
phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must  be  typewritten, 
double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow  wide  margins  on  each 
page  to  facilitate  editing.  Pages  should  be  numbered  and  clipped  together  but  not  bound. 
Along  with  the  typed  manuscripts,  we  encourage  you  to  submit  an  IBM-compatible  3-1/ 
2"  high-density  diskette  containing  the  manuscript  in  WordPerfect  or  ASCII  format;  the 
transmittal  letter  should  identify  the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work.  Although 
rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medicine  is  not 
responsible  for  loss.  Accepted  manuscripts  become  the  permanent  property  of  Tennes- 
see Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a con- 
dition of  acceptance,  shall  execute  a conveyance  transferring  copyright  ownership  of  such 
material  to  Tennessee  Medicine.  No  contribution  will  be  published  unless  such  a convey- 
ance is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10  for 
case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive  order, 
not  alphabetically.  Personal  communications  and  unpublished  data  should  be  included  only 
within  the  text.  The  following  data  should  be  typed  on  a separate  sheet  at  the  end  of  the 
paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of  journal  abbreviated 
according  to  Index  Medicus,  volume  number,  first  and  last  pages,  and  year  of  publication. 
Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al:  Cancer  in  parents  of  children  with 
cancer.  /V /Wec7 333:1594-1599, 1995. 

Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be  identified 
on  the  back  with  the  author's  name,  the  figure  number,  and  the  word  “top,"  and  must 
be  accompanied  by  descriptive  legends  typed  on  a separate  sheet.  Tables  should  be  typed 
on  separate  sheets,  be  numbered,  and  have  adequately  descriptive  titles.  Each  illustration 
and  table  must  be  cited  in  numerically  consecutive  order  in  the  text.  The  Editor  will 
determine  the  number  of  illustrations  and  tables  to  be  used.  Illustrations  will  not  be 
returned  unless  specifically  requested.  Materials  taken  from  other  sources  must  be 
accompanied  by  a written  statement  from  both  the  author  and  publisher  giving  Tennessee 
Medicine  permission  to  reproduce  them.  Photos  of  identifiable  patients  should  be  accom- 
panied by  a signed  release. 

Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspondent 
author  before  publication. 


70 


Tennessee  Medicine  ~ February,  1999 


THE 


TM  A 

ASSOCIATION 
INSURANCE 
AGENCY,  INC. 

1089  Bailey  Avenue 
Chattanooga,  TN  37404 
1-888-616-7873 
423-629-2400 
Fax  423-629-1109 

Email:  tma  aassoc-admin.com 
Website:  www.assoc-admin.com 


Visit  the  TMA  Website 
www.  medw  i re.org 


Dedicated  to 
providing 
TMA  Members  with 
comprehensive, 
quality 
insurance 
coverage  for 
themselves, 
their  families, 
and  their  practices. 


Products  & 


Practice  Coverage 

■ Group  Major  Medical 

■ Group  Dental 

■ Group  Life  and  AD&D 

■ Group  Disability 

■ Office  Contents  & Building  Package 

■ Workers’  Compensation  Plan 

Individual  Coverage 

■ Disability  Income  Protection 

■ Life  Insurance 

■ Variable  Life 

■ Second-to-die  Life 

■ Long  Term  Care 

■ Medicare  Supplement 

■ Comprehensive  Insurance 
& Financial  Review  Service 

'Tfeto  Personal  Coverage 

■ Auto 

■ Boat 

■ Homeowners 

■ Personal  Umbrella 

Call  1-888-616-7873 for  details. 


Service  You  Can  Depend  On 


You  Mastered  The  Books.  You  Learned  The  Ro 


Now  Every  Hour  Brings  A New  Moment  of  Tr 


o amount  of  medical  training 
fully  prepare  you  for  the  shock 
sudden  tragedy,  the  face  of  him 


willingly.  We  understand.  We’re 
doctors  of  SVMIQ  a professio 


liability  insurance  company  crea 
by  doctors,  for  doctors.  We’re  hen 
protect  your  future,  and  we’ll  bt 
your  side  should  you  ever  face  y 
moment  of  truth. 


State  Volunteer 
Mutual  Insurance 
Company 


For  more  information,  contact  Randy  Meador  or  Susan  Decareaux 
RO.  Box  1065,  Brentwood,  TIM  37024-1065 

e-mail:  svmic@svmic.com  • web  site:  www.svmic.com  • 1-800-342-2239 


SVMIC  is  exclusively  endorsed  by  the  Tennessee  Medical  Association  and  its  51  component  county  sock 


HIS  ISSUE 


'MA  Annual  Meeting 
Registration  Form 


rch,  1999 


92,  No.  3 

■ 


toes  Health  Insurance 
kffect  Health? 


eplacing  the 
ompany  Doctor 

\ am 


2E  C 
31  31UJ  k 
•J  i.JE ~ < 
— »— 
»*•  &-C£» 
CwXICt 
U*  CL. 

>■ I LU  i 

-• 

c «>  ; 

oicni 


c sc 

3 cu »— * :> 
tn  o 

— * k-  ULUCC 

o-*  mcncaa. 


JOURN  A L 0 F THE 


T E N N E S S E E M E I)  I C A L ASSOC 


A T I 0 N 


APPROVE  0 OMB  0938-0008 


Physician  Billing  Guidelines — Page  83 


cn  co 


PHYSICIAN 

SERVICES, 

INC. 


A Subsidiary  of  the 
Tennessee  Medical  Association 
2301  2 1st  Avenue  South 
P.O.  Box  120909 
Nashville,  TN  37212-0909 


Marketing  Inquiries  Contact 
Director  of  Marketing 
1 089  Bailey  Avenue 
P.O.Box  1 109 

Chattanooga,  TN  37401-1109 
1-888-616-7873 


Dedicated  to 
adding  value 
to  your  TMA 
Membership! 


TMA 

ENDORSED 

Visit  the  TMA  Website 
www.medwire.org 


■ Automobile  Lease  and/or  Purchase  Plan 

• Physicians  Leasing  Company,  Inc.  — 1-800-759-8880 

Free  delivery  to  your  home  or  office,  day  or  night. 

u Bank  Services 

• MBNA  America  Bank  — 1-800-457-3714 

Offering  low  introductory  APR  on  balance  transfers  and  cash  advance 
checks.  Choose  the  TMA  designer  card  and  show  your  support  for  the 
TMA!  (Please  mention  priority  code  GLT4  when  you  call.) 

m Car  Rental 

• Alamo  Rent-A-Car,  Inc.  — 1-800-354-2322 

With  Alamo's  great  rates,  you  get  everything  you  need  for  the  road  at  less 
than  you've  ever  expected.  (Request  rate  code  by  IDU93 1 28). 

u Collection  Services 

• I.C.  System  — 1-800-685-0595 

Offering  TMA  members  the  finest  account  receivable  management  services. 

■ Communication  Services 

'Jfep  Merritel  Communications  Group  LLC  — 1-800-828-1918 

Offering  long  distance  rates  of  9.5<)  per  minute,  a calling  card,  personal 
SOOU’s,  and  pagers. 

m Continuing  Education  Seminars 

• Call  1-800-659-1862 

Providing  TMA  members  with  practice  management  workshops. 

■ Forms  and  Office  Supplies 

• American  Business  Forms,  Inc.  — 1-888-921-7283 

HCFA,  office/filing  supplies,  forms  & envelopes... guaranteeing  TMA 
members  the  lowest  prices  in  the  industry  by  utilizing  the  volume  of  group 
purchasing.  When  placing  an  order,  refer  to  Group  #835. 

■ Internet  Communications/Consulting  & 

MCO  Data  Access 

• Passport  Health  Communications  — 1-888-661-5657 

Offering  cost-effective,  easy  to  understand  internet  solutions  for  the 
health  care  industry. 

m Magazine  Subscriptions 

• TMA  Magazine  Program  — 1-800-289-6247 

Lowest  rates  on  all  of  your  subscription  needs  — save  time  & money! 

■ Package  Delivery 

1-800-MEMBERS  (800-636-2377) 


• Airborne  Express  — 

Members  save  up  to  43%. 

Payroll  Services 

• PAYCHEX,  Inc.  — 


1-800-322-7292 


Provides  discounted  pricing,  payroll  and  tax  payment  services  for  your 
practice  at  a 15%  discount. 

Tax  Audit  Service 

• TaxResources,  Inc.  — 1-800-922-8348 

Providing  expert  representation  by  tax  audit  professionals. 


Table  of  Contents 


Tennessee 

Medicine 

JOl'RNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 

Volume  92,  Number  3 ~ March,  1999 


Office  of  Publication 

2301  21st  Avenue  South 
PO  Box  120909 
Nashville,  TN  37212-0909 
Phone  (615)  385-2100 
Fax  (615)  383-5918 

Editor 

John  B.  Thomison,  MD 
Assistant  Editor 
Robert  W.  Ikard,  MD 
Managing  Editor 
Jean  Wishnick 
Business  Manager 
Donald  H.  Alexander 
Sr.  V.P. — Communications 
Russ  Miller 

Advertising  Representative 

Lindy  Castle 

Call  (615)  385-2100  or 

e-mail  lindyc@tma.medwire.org 

Tennessee  Medicine 

Jouriiiil  of  the  Tennessee  Medical  Association 

(ISSN  1088-6222) 

Published  monthly  under  the  direction  of 
the  Board  of  Trustees  for  and  by  members  of 
the  Tennessee  Medical  Association,  a non- 
profit organization  with  a definite  membership 
for  scientific  and  educational  purposes. 

Devoted  to  the  interests  of  the  medical 
profession  of  Tennessee.  This  Association  is 
not  responsible  for  the  authenticity  of  opinion 
or  statements  made  by  authors  or  in  communi- 
cations submitted  to  Tennessee  Medicine  for 
publication.  The  author  or  communicant  shall 
be  held  entirely  responsible.  Advertisers  must 
conform  to  the  policies  and  regulations  estab- 
lished by  the  Board  of  Trustees  of  the  Tennes- 
see Medical  Association. 

Subscriptions  (nonmembers)  $20  per  year 
for  US,  $26  for  Canada  and  foreign.  Single 
copy  $2.50.  Payment  of  Tennessee  Medical 
Association  membership  dues  includes  the 
subscription  price  of  Tennessee  Medicine. 

Copyright  1999,  Tennessee  Medical  Asso- 
ciation. All  material  subject  to  this  copyright 
appearing  in  Tennessee  Medicine  may  be  pho- 
tocopied for  noncommercial  scientific  or  edu- 
cational use  only. 

Periodicals  postage  paid  at  Nashville,  TN, 
and  at  additional  mailing  offices. 

POSTMASTER:  Send  address  changes  to: 
Tennesssee  Medicine 
PO  Box  120909 
Nashville,  TN  37212-0909 


Website:  www.medwire.org 


Tennessee  Medicine  ~ March,  1999 


President's  Comments 

77  Medical  Compassion  Fatigue — David  G.  Gerkin,  MD 


Editorials 

79  Bless  ’em  All — John  B.  Thomison,  MD 


Practicing  Medicine 

83  Impact  of  Latest  OIG  Compliance  Guidelines  on  Physician  Billing  Practices — 

Deborah  Larios 

85  Health  Policy  Report — Health  Insurance:  Does  It  Affect  Health? — David  M. 
Mirvis,  MD 

88  Loss  Prevention  Case  of  the  Month — Possible  vs.  Appropriate — J.  Kelley 
Avery,  MD 


The  Journal 

91  Original  Contribution — Replacing  the  Company  Doctor:  Pruden  Valley,  Tennes- 
see, and  the  Development  of  the  Miners’  Clinics — Richard  Mulcahy,  PhD 
96  Department  of  Health  Report — Oral-Facial  Sports  Injuries — James  A.  Gillcrist, 
DDS,  MPH;  David  E.  Brumley,  DDS,  MPH 
98  Vanderbilt  Morning  Report — A 30-Year-Old  Man  With  Hypopituitarism — 
Alicia  Wolfert,  MD;  Michael  D.  Coleman,  MD 


News  and  Views 

101  TMA  Alliance  Report — TMA  Alliance  Annual  Meeting 

101  In  Memoriam 

101  New  Members 

102  PRA  Recipients 
102  Personal  News 

102  Continuing  Medical  Education  Opportunities 

105  Career  Opportunity  Advertising 

106  Information  for  Authors 
106  Advertisers  in  this  Issue 


75 


THE  ENERGY  GROUP  INC. 
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President's  Comments 


David  G.  Gerkin,  MD 


Medical  Compassion  Fatigue 

There  have  always  been  wars,  famines,  plagues,  and  disasters,  and  they  have  always  had 
grisly  effects  on  populations.  But  only  now  can  we  see  them  played  out  in  our  living  rooms 
every  night.  Problems  that  once  did  not  trouble  us — since  we  didn’t  know  about  them — now 
wring  us  with  moral  anguish  and  outrage.  Among  foundations  and  charitable  organizations,  a 
term  has  recently  surfaced  for  this  intensity.  It’s  called  compassion  fatigue.  Faced  with  so  many 
requests  from  so  many  worthy  organizations  engaged  in  such  profoundly  moral  battles,  our 
ability  to  care  risks  being  numbed.  Rather  than  be  overwhelmed,  we  tune  out.  I have  a fear  that 
is  happening  in  medicine,  and  we  must  not  let  it  happen.  We  must  avoid  medical  compassion 
fatigue. 

We  face  the  same  dilemma  of  wanting  to  “tune  out”  because  of  the  intrusion  of  managed 
care,  fraud  and  abuse  issues,  polarization  and  separation  of  our  practices,  financial  challenges, 
and  disruptions  of  our  home  life.  In  the  day  of  Dr.  Boyd,  my  family  doctor  from  my  small  town, 
the  doctor’s  house — the  doctor — and  his  wife  were  accessible  24  hours  a day,  seven  days  a 
week.  Both  the  physician  and  his  spouse  visited  homes,  cured  illness,  delivered  babies,  and 
ministered  to  the  dying.  They  knew,  and  were  known  by,  everyone  in  town.  Medicine  was  a 
heroic  endeavor,  and  they  were  heroes,  even  as  you  and  your  spouses  are  today. 

They  had  a dream,  and  we  have  the  same  dream — a dream  that  the  physician  voice  will  be 
heard.  A voice  in  how  we  change  the  system,  a voice  in  how  we  practice,  and  most  of  all  a voice 
in  the  decisions  that  affect  our  patients.  A dream  that  all  Americans  will  have  the  freedom  to 
choose  their  own  physician  and  health  plan.  A dream  that  all  Americans,  no  matter  if  they  are 
rich  or  poor,  working  or  unemployed,  sick  or  healthy,  have  access  to  quality  health  care.  Physi- 
cian choice.  Patient  choice.  Patient  access. 

We  as  a profession  will  not  succumb  to  this  syndrome  of  fatigue  as  long  as  instead  of  seeing 
the  problems,  we  see  the  person.  We  will  not  become  ethical  tortoises,  retreating  into  our  shells 
rather  than  facing  a world  of  such  moral  intensity.  We  are  engaged  in  something  more  than  a 
profession.  It  is  a vocation.  In  its  truest  sense,  it  means  a life  to  which  we  are  called.  Second,  we 
are  centered  on  promoting  and  restoring  the  wholeness  of  life.  Third,  and  most  fundamentally, 
we  are  engaged  in  a moral  enterprise.  We  respond  to  those  who  are  in  need,  who  ask  us  for  help, 
who  expose  to  us  their  vulnerabilities,  and  who  place  their  trust  in  us. 

We  also  have  other  things  that  will  not  let  us  fall:  our  oath  of  ethics  and  our  professional 
standards.  And  we  can  go  home.  Perhaps  this  sounds  trite,  but  home  is  the  place  where  you  are 
understood,  loved,  forgiven,  and  yes,  protected  as  in  no  other  place.  It  is  an  alliance  that  can 
withstand  the  unprecedented  pressures  to  drop  out  of  society. 

My  medical  marriage  has  often  reminded  me  of  the  fight  of  Canada  geese,  which  fly  over  our 
home  on  their  way  north  during  the  spring  and  their  way  south  in  the  fall.  It  is  the  instinct  of  the 
geese  to  rotate  the  leadership  of  their  famous  V-shape  formation.  The  one  in  front  sets  the  pace, 
the  direction,  and  creates  the  windbreak  that  makes  it  possible  for  the  others  to  fly  with  a little 
less  exertion.  When  the  leader  grows  tired,  there  is  another  to  replace  him  when  he  falls  back. 
We  are  a team  and  we  have  the  dream. 

With  this  dream  comes  an  awesome  responsibility.  Physicians  and  their  spouses  have  a 
covenant  with  society  to  be  advocates  for  the  health  needs  of  their  communities  and  the  nation. 
This  function  is  not  as  immediate  or  as  obvious  as  the  others,  and  in  some  respects  its  successful 
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exercise  depends  on  fulfilling  those  obligations  that  are  more  innate  to  medical  practice.  The 
nature  of  these  obligations  may  also  be  more  controversial,  but  let  me  outline  the  primary 
elements  of  the  social  obligation  as  I see  it.  First,  the  establishment  of  health  care  as  a basic 
human  right.  This  right  flows  from  the  sanctity  of  life  and  is  a necessary  condition  for  the 
preservation  of  human  dignity.  Second,  the  promotion  of  public  health  in  the  widest  possible 
sense.  In  addition  to  the  traditional  public  health  agenda — clean  water,  sanitation,  and  infec- 
tious diseases — we  must  include  the  health  implications  of  inadequate  nutrition,  housing,  and 
education.  In  addition,  our  public  health  horizons  must  include  the  “behavioral  epidemics”  > 
engulfing  our  society — drug  and  alcohol  abuse,  violence,  children  raising  children.  Finally, 
leadership  on  the  question  of  how  best  to  protect  human  life  and  enhance  human  dignity  in  a 
situation  of  limited  health  resources.  Although  this  issue  is  often  framed  in  terms  of  rationing, 

I prefer  a different  word  and  a different  concept:  “stewardship.”  As  a profession,  we  must  take 
the  lead  in  advising  policy  makers.  This  is  a matter  too  important  to  be  left  to  the  government 
and  the  insurance  companies. 

If  you  sense  my  urgency  today,  it  is  because  I believe  we  cannot  afford  to  wait  to  renew  the 
covenant  with  patients  and  society  until  some  indefinite  time  in  the  future.  The  future  is  about 
to  inundate  us.  If  we  do  not  reset  the  moral  compass  before  the  Hood  arrives,  our  opportunity 
may  be  washed  away.  Let  me  suggest  only  a few  of  the  overarching  issues  we  are  already 
contending  with:  the  aging  of  our  society  and  of  the  industrialized  world,  the  explosion  of 
genetic  knowledge  and  the  potential  for  the  manipulation  of  human  life  itself,  the  revolution  in 
information,  and  the  attendant  privacy  issues.  Confronting  each  of  these  issues  will  require  our 
moral  compass  to  be  crystal  clear  and  firmly  set. 

Rush  worth  M.  Kidder,  in  Tough  Choices,  Why  It’s  Getting  Harder  to  Be  Ethical,  states,  “We 
will  not  survive  the  morality  of  repetition:  The  21st  century’s  choices  are  simply  too  tough.  Nor 
will  we  survive  the  morality  of  relativism:  There  is  too  much  leverage  these  days  behind  even 
a single  unpunished  act  of  evil.  We'll  survive  by  a morality  of  mindfulness.  We’ll  survive  where 
reason  moderates  the  clash  of  values  and  intuition  schools  our  decision  making.  There’s  no  j 
better  way  for  good  people  to  make  tough  choices.” 

Medical  compassion  fatigue  is  not  a choice. 


National  HIVTelephone  Consultation  Service 
800-933-3413 

This  toll-free  “Warmline”  telephone  consultation  service,  based  at  San  Francisco  Gen- 
eral Hospital,  is  available  to  physicians  and  other  health  care  providers  with  HIV-related 
clinical  management  questions. 

Calls  are  answered  by  a team  of  HIV  experts  consisting  of  physicians,  nurse  practitio- 
ners, and  clinical  pharmacists. 

Consultants  are  on  duty  between  1 0:30  am  and  8:00  pm  EST.  Calls  at  other  times  are 
recorded  and  returned  as  soon  as  possible. 

Funded  through: 

Health  Resources  and  Service  Administration,  AIDS  Education  and  Training  Centers, 
and  the  American  Academy  of  Family  Physicians. 
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Editorials 


John  B.  Thomison,  MD 


Bless  ’em  All 

Bless  ’em  all,  bless  ’em  all. 

The  long  and  the  short  and  the  tall. 

Bless  the  inspectors  who  spoiled  all  our  fun, 

Bless  the  directors  and  their  bastard  sons. 

So  we’re  saying  goodnight  to  you  all. 

As  back  to  the  office  we  crawl. 

There’ll  be  no  salvation  from  this  situation, 

So  cheer  up,  of  docs,  bless  ’em  all. 

Amended  from  WWII AAF  barroom  song,  with  apologies 


Carried  elsewhere  in  this  issue  is  an  article  by  Deborah  Larios  about  the  new  OIG  Compli- 
ance Program  Guidance  for  Third-Party  Medical  Billing  Companies.  Reading  about  that  mis- 
ery recalled  to  memory  a ditty  we  used  to  sing,  a part  of  which  I sort  of  misquote  above,  having 
made  a few  crucial  changes  to  fit  the  crime.  If  there  are  still  any  WWII  AAF  veterans  left  in  the 
readership,  particularly  8th  AF,  I’m  sure  it  will  beyond  any  doubt  call  up  memories  for  you,  too. 
To  give  you  a background  note  on  that  more  than  somewhat  raucous  barroom  song,  it  starts  out, 
“There’s  a Fortress  now  leaving  Calais/Bound  for  some  blue  Limey  shore/Heavily  laden  with 
terrified  men./Blood  flowing  over  the  floor.”  I suddenly  had  a fleeting  feeling  akin  to  that  of 
those  terrified  airmen  when  “Many  a ‘Fok’-Wolf’  has  filled  her  with  lead,  many  a Messerschmitt 
too.  Shot  out  her  hydraulics  ...” 

They’re  shootin’  at  us,  boys  (and  girls,  too).  Out  to  get  us,  they  are — to  get  the  guilty  ones, 
that  is.  Anent  “guilty,”  though,  I call  your  attention  to  a statement  in  the  article  under  Provider 
Misconduct,  which  reads,  “Although  the  guidelines  indicate  that  misconduct  does  not  include 
inadvertent  errors  or  mistakes,  the  distinction  may  be  difficult  to  make.”  That  means,  as  I read  it, 
that  contrary  to  the  provisions  in  the  U.S.  Constitution,  we’re  all  crooked  until  they  prove  to 
their  satisfaction  that  we  are  straight. 

The  beginnings  of  our  governmental  oppression  happened  so  long  ago  now  that  many  of  you 
who  read  this,  and  are  having  to  struggle  under  its  weight,  have  no  memory  of  the  instigation  of 
the  government’s  misadventure  in  things  medical.  Some  of  you  might  not  have  even  been  born 
then.  It  was  anticipated,  at  least  on  the  banks  of  the  Potomac  it  was,  that  Medicare  (and  the 
sometimes  predicted  universal  health  insurance  and  “free”  medical  care  that  would  inevitably 
follow)  would  reduce  expenditures  society-wide  for  “health,”  and  the  result  would  be  the  na- 
tionwide Good  Health  that  was  coming  to  be  spoken  of  as  a God-given  and  Constitutionally 
attributed  “right.” 

Well,  we  haven’t  seen  that  come  to  pass,  have  we?  What  we  have  seen  instead  is  diminished 
access  to  an  expanding  plethora  of  services,  due  largely  to  a progressive  increase  in  administra- 
tive costs,  traceable  in  large  part  to  such  foolishness  as  this  most  recent  cost-cutting  abortion 
from  the  Office  of  the  Inspector  General  of  the  DHHS.  Each  time  something  like  this  comes 
along  it  adds  yet  another  layer  of  inspectors  and  directors,  along  with  padding  their  bastard 
offspring,  the  HMOs  and  MCOs,  adding  to  an  already  colossally  bloated  bureaucracy.  Even  if 
the  gummint  likes  to  pretend  they  are  thereby  saving  money,  though,  we  know  better,  don’t  we? 
Only  the  public,  although  fewer  and  fewer  of  its  numbers,  think  they  are  being  well  served. 
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I could  rant  on  about  this  whole  situation,  but  I won’t,  except  for  this.  Closely  related  is  the 
government’s  attempt  to  destroy  the  collegiality  of  the  profession,  which  I shall  mention  briefly 
here.  This  might  be  considered  largely  a digression,  but  on  the  other  hand  the  government  does 
regard  us  as  a trade,  and  considers  collegiality  as  simply  collusion.  I’ll  have  to  observe  regret- 
fully that  it  is  regrettably  becoming  quite  successful  at  separating  us  doctors  one  from  the  other. 
Last  month  in  a Letter  to  the  Editor,  one  of  our  colleagues  penned  a thoughtful  and  poignant 
memorial  to  this  vanishing  aspect  of  the  profession  of  medicine,  as  well  as  a diatribe  against 
what  may  be  among  the  final  nails  in  the  coffin  of  medicine  as  a profession,  a nail  being  driven 
there  by  the  Federal  Trade  Commission,  the  Department  of  Health  and  Human  Services,  and 
last  but  certainly  not  least,  by  some  rogue  holders  of  the  degree  of  Doctor  of  Medicine  ( Term 
Med  92:65,  1999).  Because  of  the  context,  I have  to  add  here  that  failure  to  subscribe  to  profes- 
sional courtesy  does  not,  to  my  way  of  thinking,  by  itself  qualify  a doctor  as  a rogue  in  this  day 
of  nearly  universal  insurance.  I am  speaking  more  of  questionable  and  often  adversarial  busi- 
ness practices,  and  of  unprofessional  activities  and  attitudes.  Particularly  attitudes. 

So  in  all  of  this,  watch  yourself,  doctor,  and  do  it  in  concert  with  your  colleagues.  Though  the 
emphasis  in  the  guidelines  speaks  to  managerial  staff  or  third  party  billing  entities,  if  it’s  your 
practice  they’re  billing  for,  you’d  best  keep  track  of  what  they’re  about.  The  article  I have  been 
speaking  of  is  a guideline  to  the  Guidelines,  and  tells  you  what  you  need  to  know  about  them. 
Use  it.  As  the  saying  goes,  “The  life  you  save  may  be  your  own.” 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (6 1 5)  665-25 1 6 in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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Internet  Solutions  for  Healthcare  Organizations 


Phone:  615-661-5657  Fax:  615-376-3552 

or  toll  free  888-661-5657 

• Passport  OneSource 

On-line... 

- eligibility 

- claims  status 

- provider  panels 

- view  referrals 


• Virtual  Community 

http//:  www.healthprovider.com 


PASSPORT  HEALTH  COMMUNICATIONS 

7101  Executive  Center  Drive  • Suite  201  • Brentwood,  TN  37027 
email:  sales@passporthealth.com  • http://www.passporthealth.com 
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Practicing  Medicine 


Impact  of  Latest 

OIG  Compliance  Guidelines  on 

Physician  Billing  Practices 

Deborah  Larios 


In  its  continuing  efforts  to  combat  fraud  and  abuse  in 
Medicare,  Medicaid,  and  other  government-funded  health 
care  programs,  the  Health  and  Human  Services  Department’s 
Office  of  the  Inspector  Gen- 
eral (OIG)  has  created  a num- 
ber of  model  compliance  pro- 
grams for  various  health  care 
entities.  The  most  recent  of 
these,  “Compliance  Program 
Guidance  for  Third-Party 
Medical  Billing  Companies,” 
was  published  in  the  Decem- 
ber 18,  1998  edition  of  the 
Federal  Register.  But  don't  be 
fooled  by  the  name  . . . these 
guidelines  are  just  as  impor- 
tant for  physicians  as  they  are 
for  third-party  billing  compa- 
nies. Regardless  of  whether 
your  claims  are  submitted  by 
a billing  agent  or  by  your  own 
office  staff,  the  new  guidelines  provide  vital  physician  in- 
sight into  areas  the  government  believes  are  subject  to  abuse. 

Why  Physicians  Should  Take  Note 

These  new  guidelines  were  developed,  in  part,  in  response 
to  promises  made  by  billing  companies  and  reimbursement 
consultants  to  maximize  physician  revenues  from  govern- 
ment-funded health  care  programs.  Such  arrangements  may 
lead  to  abusive  billing  practices,  especially  if  the  billing 
agent  or  consultant  receives  a percentage  of  the  physician’s 
revenues. 


Deborah  Larios  is  a member  of  the  Waller  Lansden  Dortch  & 
Davis  Healthcare  Work  Group.  Based  in  Nashville,  Waller 
Lansden  is  a professional  limited  liability  company  that  has 
represented  health  care  providers  nationally  for  the  past  four 
decades. 


Due  to  the  complexity  of  Medicare  and  Medicaid  regula- 
tions, many  physicians  now  rely  on  traditional  billing  agents 
or  practice  management  companies  to  submit  and  collect  their 

claims.  Citing  the  billing 
company’s  “unique  position 
to  discover  various  types  of 
fraud,  waste,  abuse  and  mis- 
takes on  the  part  of  the  pro- 
vider,” the  guidelines  not 
only  call  for  billing  agents  to 
bill  properly  but  also  to  moni- 
tor the  provider’s  compliance 
and  report  any  misconduct. 
Consequently,  the  new  com- 
pliance guidelines  are  likely 
to  have  a significant  impact 
on  the  relationship  between 
physicians  and  their  billing 
companies. 

But  even  if  your  practice 
does  not  use  a third-party 
billing  agent  or  practice  management  company  to  submit 
claims,  the  government  compliance  guidelines  provide  use- 
ful measures  that  can  help  reduce  your  risk.  While  it  may  not 
be  practical  for  smaller  practices  to  adopt  an  entire  compli- 
ance program,  complete  with  a compliance  officer  and  hotline 
for  reporting  misconduct,  physicians  should  review  the  guide- 
lines with  their  billing  staff  and  consider  adopting  portions 
of  the  recommended  guidelines. 

For  example,  physicians  should  provide  effective  training 
programs  for  their  office  staff,  especially  those  in  charge  of 
coding  and  billing.  They  should  adopt  written  policies  and 
procedures  that  include  the  coding  and  documentation  re- 
quirements described  above.  Effective  lines  of  communica- 
tion should  be  developed  so  that  staff  feel  free  to  bring  up  or 
report  questionable  billing  practices,  and  the  physician  must 
be  prepared  to  respond  promptly  to  correct  any  abuse  or  fraud 
that  is  detected. 


Don ’t  befooled  by  the  name  . . . these 
guidelines  are  just  as  important  for 
physicians  as  they  are  for  third-party 
billing  companies.  Regardless  of  whether 
your  claims  are  submitted  by  a billing 
agent  or  by  your  own  office  staff,  the 
new  guidelines  provide  vital  physician 
insight  into  areas  the  government 
believes  are  subject  to  abuse. 
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Risk  Assessment 

To  reduce  the  likelihood  of  abuse,  the  guidelines  empha- 
size undertaking  a risk  assessment  of  billing  procedures  often 
subject  to  abuse.  According  to  the  guidelines,  the  billing  agent 
and  provider  should  scrutinize  the  following  areas  of  risk: 

• Billing  for  items  or  services  without  adequate  documen- 
tation in  the  chart, 

• Upcoding  or  inappropriate  use  of  modifiers  to  show  a 
higher  level  of  treatment  than  actually  rendered, 

• Balance  billing  patients  for  the  difference  between 
charges  and  allowable  Part  B payment, 

• Failing  to  resolve  overpayments,  including  credit  bal- 
ances, in  a timely  manner, 

• Inadequate  computerized  records  and  backup  proce- 
dures, making  it  difficult  to  obtain  patient  information  or 
conduct  audits, 

• Software  programs  that  encourage  inappropriate  data 
entry, 

• Failure  to  maintain  the  confidentiality  of  patient  infor- 
mation, 

• Knowing  misuse  of  provider  numbers,  including  im- 
proper reassignment  of  benefits, 

• Repeated  double  billing  in  an  attempt  to  obtain  dupli- 
cate payment, 

• Billing  company  incentives  that  encourage  fraud  and 
abuse,  including  percentage-based  payment  methods, 

• Joint  ventures  that  improperly  induce  physicians  to  re- 
fer patients  to  the  venture, 

• Routine  waivers  of  copayments  and  billing  third-party 
insurance  only,  and 

• Discounts  and  professional  courtesy. 

Coding  and  Documentation 

The  government  is  particularly  concerned  about  abusive 
procedures  involving  coding  services.  Therefore,  the  guide- 
lines call  for  billing  companies  that  provide  coding  services  to 
implement  safeguards  assuring  that  coding  is  based  on  com- 
plete and  accurate  documentation.  If  the  billing  company  does 
not  provide  coding  services,  but  instead  relies  on  coding  pro- 
vided by  the  physician,  the  billing  agent  must  obtain  the 
physician’s  written  agreement  to  abide  by  the  same  safeguards. 

For  example,  the  billing  company  or  physician  should  have 
written  policies  that: 

• Ensure  that  proper  and  timely  documentation  of  profes- 
sional services  is  obtained  prior  to  billing, 

• Emphasize  that  claims  should  be  submitted  only  when 
proper  documentation  supports  the  claims  and  is  maintained 


in  a form  available  for  audit, 

• Require  that  information  shown  on  the  claim  be  based 
on  chart  documentation,  and  make  such  documentation  avail- 
able to  coding  staff  at  the  time  of  coding, 

• Avoid  providing  financial  incentives  to  billing  and  cod- 
ing staff  to  upcode  claims, 

• Establish  and  maintain  a process  for  pre-  and  post-sub- 
mission  review  of  claims  to  assure  they  are  accurate  and  sup- 
ported by  proper  documentation, 

• Obtain  clarification  from  the  provider  or  from  the  bill- 
ing agent’s  own  medical  director  when  documentation  is  con- 
fusing or  lacks  adequate  justification. 

Provider  Misconduct 

What  happens  if  the  billing  agent  believes  the  provider  is 
engaging  in  improper  coding  and  billing  activities?  Under 
the  compliance  guidelines,  the  billing  company  must  refrain 
from  submitting  questionable  claims.  It  must  then  notify  the 
provider  in  writing,  within  30  days  of  discovering  the  prob- 
lem, stating  why  the  activity  appears  to  be  improper.  Although 
the  guidelines  indicate  that  misconduct  does  not  include  in- 
advertent errors  or  mistakes,  the  distinction  may  be  difficult 
to  make. 

If  the  provider  continues  to  engage  in  conduct  that  ap- 
pears fraudulent  or  abusive,  the  guidelines  state  that  the  bill- 
ing agent  should: 

• Refrain  from  submitting  the  claims, 

• Terminate  the  contract  with  the  provider,  and/or 

• Report  the  misconduct  to  the  appropriate  federal  and 
state  authorities  within  60  days  after  determining  there  is  cred- 
ible evidence  of  a violation. 

Conclusion 

In  any  case,  by  following  the  guidelines  in  “Compliance 
Program  Guidance  for  Third-Party  Medical  Billing  Compa- 
nies,” physicians  are  less  likely  to  violate,  knowingly  or  un- 
knowingly, complex  government  regulations,  thereby  avoid- 
ing substantial  fines,  penalties,  and  even  imprisonment.  If 
you  use  a third-party  billing  company,  make  sure  it  has  a 
compliance  program  that  follows  the  OIG  recommendations. 
And  if  your  own  staff  submits  your  claims,  make  sure  they  :i 
are  familiar  with  the  guidelines  so  they  too  can  avoid  risky 
billing  practices. □ 


For  editorial  comment  see  page  79 
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Health  Policy  Report 

Health  Insurance: 
Does  It  Affect  Health? 

David  M.  Mirvis,  MD 


Introduction 

In  the  previous  Health  Policy  Report,  I briefly  considered 
some  of  the  factors  leading  to  lower  health  services  utiliza- 
tion and  lower  health  status  among  blacks.  In  this  report,  I 
will  consider  health  care  issues  of  another  group  of  Ameri- 
cans— the  uninsured.  For  several  reasons,  this  group  has  re- 
ceived widespread  attention  in  the  media  and  in  public  policy 
discussions  in  the  past  several  years.  The  rising  number  of 
uninsured,  particularly  those  who  are  employed  and  who  are 
otherwise  members  of  the  middle  class,  has  heightened  pub- 
lic concern  for  the  problem,  while  the  rising  public  cost  of 
caring  for  those  without  other  means  has  strained  the  bud- 
gets of  governments  as  well  as  public  and  private  health  care 
delivery  systems.  In  this  report,  I shall  briefly  address  three 
questions:  ( 1 ) who  are  the  “uninsured”?,  (2)  does  the  absence 
of  insurance  reduce  access  to  health  care?,  and  (3)  does  inad- 
equate insurance  affect  health  care  outcomes? 

Who  Are  “The  Uninsured”? 

During  the  first  half  of  1 996  (the  most  recent  year  for  which 
complete  data  are  available),  17%  of  Americans,  correspond- 
ing to  44,756,000  citizens,  had  no  form  of  health  insurance.1 
For  those  under  65  years  of  age,  19.2%  had  no  insurance  for 
the  full  six-month  period.  Of  the  entire  uninsured  popula- 
tion, 17%  were  under  12  years  old  (corresponding  to  an  un- 
insured rate  of  14.5%,  despite  expanding  public  programs  to 
cover  children),  55.8%  were  white,  and  41.1%  were  em- 
ployed. Highest  rates  of  uninsured  status  are  among  those 
between  19  and  24  years  of  age  (37.8%),  the  employed  (17.8% 
vs.  16.4%  of  the  unemployed,  with  20%  of  those  with  access 
to  job-based  coverage  turning  it  down  primarily  because  of 
unacceptably  high  cost),  Hispanics  (33.5%  for  all  Hispanics 
and  37.2%  of  male  Hispanics),  and  blacks  (22.9%  vs.  13.1% 
of  whites).  Ironically,  persons  with  self-reported  fair  or  poor 
health  have  higher  rates  of  uninsured  status  than  those  in  better 
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states  of  health  have.  Thus,  the  answer  to  the  question  “who 
are  the  uninsured?”  is  “everyone.” 

Data  on  the  percentage  of  Tennesseans  without  health  in- 
surance in  1995- 1 9962  ? are  presented  in  Fig.  1.  For  the  popu- 
lation between  the  ages  of  18  and  64  years,  87.5%  reported 
having  insurance  for  the  entire  period,  6.2%  reported  lapses 
of  coverage  for  less  than  1 2 months,  and  6.3%  reported  lapses 
of  12  months  or  longer.  National  averages  for  these  three 
values  were  86.5%,  4.2%  and  9.3%,  respectively. 

Total  lack  of  insurance  is,  however,  only  one  aspect  of  the 
problem.  An  additional  large  segment  of  the  population  is 
“underinsured,”  that  is,  they  have  some  form  of  health  insur- 
ance but  coverage  is  not  adequate  to  provide  for  real  or  likely 
health  care  expenses.  Estimates  of  the  size  of  this  group  vary 
with  the  precise  definitions  used.  One  recent  analysis4  indi- 
cated that  in  1994,  29  million  people  under  the  age  of  65 
years  with  private  health  insurance  (18.5%  of  the  population 
with  private  insurance)  were  underinsured,  defined  as  risk- 
ing out-of-pocket  expenses  of  10%  or  more  of  annual  family 
income  in  the  event  of  a catastrophic  illness.  Thus,  the  pro- 
portion of  the  U.S.  population  at  risk  for  the  consequences  of 
inadequate  insurance  coverage,  either  as  uninsured  or  under- 
insured, exceeds  one-third  of  those  under  65  years  of  age. 

Does  Lack  of  Adequate  Insurance 
Reduce  Access  to  Health  Care? 

It  is  often  considered  that  absence  of  insurance  has  little 
impact  on  the  real  access  to  health  care.  Those  without  insur- 
ance have  ready  access  to  public  health  care  systems  that,  in 
some  cases,  include  the  “best”  university-staffed  tertiary  care 
facilities.  If  so,  the  problem  of  lack  of  health  insurance  is  a 
finance  one,  not  a real  health  care  issue.  Is  this  true? 

Numerous  research  reports  have  demonstrated  that  ser- 
vices consumed  by  the  uninsured  are  not,  in  fact,  equivalent 
in  quantity  or  appropriateness  to  those  received  by  others 
with  insurance.  Studies  from  the  RAND  Institute  confirm  that 
adults  lacking  health  insurance  for  a full  year  have  approxi- 
mately 60%  as  many  outpatient  visits  (2.7  vs.  4.4  visits  per 
year)  and  70%  of  inpatient  days  of  care  (0.43  vs.  0.64  days 
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Figure  1.  Percent  of  the  Tennessee  and  populations  without  health  in- 
surance during  1995-1996,  stratified  by  age.  U.S.  data  represent  median 
values  for  the  50  states.3 

per  year)  as  insured  persons.5  The  gaps,  ironically,  were 
greater  for  patients  in  poor  health.  For  example,  adults  in 
excellent  or  good  health  had  76%  of  the  inpatient  days  of 
insured  persons,  whereas  those  in  poor  health  had  only  61% 
of  the  days  of  care  of  insured  persons  in  poor  health.  In  an- 
other study/’  22%  of  patients  without  insurance  reported  not 
receiving  needed  care  (vs.  12%  of  the  overall  population), 
58%  had  no  regular  doctor  (vs.  39%  of  the  general  popula- 
tion), and  24%  had  no  regular  source  of  care  (vs.  12%  in  the 
overall  population).  Uninsured  children  are  more  likely  than 
insured  ones  not  to  obtain  needed  medical  or  other  health 
care  (22.2%  vs.  6. 1 %),7  and  as  many  as  40%  of  serious  inju- 
ries to  uninsured  children  are  not  cared  for  by  physicians/ 
Patients  with  insurance  are  70%  more  likely  than  those  with- 
out insurance  to  have  appropriate  cancer  screening  tests  such 
as  mammography.  Pap  smear,  etc/ 

Within  the  health  care  system,  treatment  patterns  are  dif- 
ferent for  uninsured  patients.  Wenneker  et  all(l  demonstrated 
that  among  patients  with  cardiovascular  disease  admitted  to 
Massachusetts  hospitals,  privately  insured  patients  were  80% 
more  likely  than  clinically  equivalent  uninsured  persons  to 
undergo  cardiac  catheterization,  and  40%  more  likely  to  have 
coronary  artery  surgery.  Similarly,  injured  patients  without 
insurance  are  less  likely  than  insured  ones  to  have  surgical 
procedures  or  physical  therapy."  Perhaps  most  interestingly, 
Mort  et  al12  reported  that  physicians  are  more  likely  to  rec- 
ommend services,  especially  “discretionary”  ones,  for  pa- 
tients with  insurance  than  for  uninsured  patients  with  identi- 
cal diseases.  Thus,  a significant  “access  gap” — the  difference 
between  the  current  use  of  health  resources  by  the  uninsured 
or  underinsured  and  the  amount  of  care  they  would  be  ex- 
pected to  utilize  if  fully  insured — does  exist  for  primary,  ter- 
tiary, and  emergency  care. 

In  contrast,  uninsured  persons  consume  inappropriately 
high  proportions  of  resources  in  some  segments  of  the  health 
care  delivery  system.  The  unnecessary  use  of  emergency 


rooms,  with  attendant  high  costs,  for  nonurgent  care  by  the 
uninsured  is  well  recognized;  one  study  suggested  that  this 
adds  $5  billion  to  $7  billion  in  excess  health  care  costs  per 
year."  In  addition,  preventable  hospitalizations,  that  is,  hos- 
pitalizations for  conditions  such  as  diabetes  mellitus  and 
asthma  for  which  effective  outpatient  care  should  obviate  the 
need  for  hospitalization,  are  considerably  more  common  in 
geographic  areas  with  high  proportions  of  uninsured  people.14 

Does  Lack  of  Adequate  Insurance 
Reduce  Health? 

The  final — and  pivotal — question  is  whether  or  not  health 
insurance  restrictions  result  in  reduced  measures  of  health. 
Limited  access  to  health  care  services  suggests  but  does  not 
prove  that  actual  health  status  is  affected.  Data  do  demon- 
strate that,  in  virtually  every  condition  that  has  been  studied, 
patients  without  insurance  have  poorer  health  outcomes  than 
those  with  insurance.  Uninsured  women,  for  example,  have 
more  advanced  stages  of  breast  cancer  and  significantly  lower 
survival  rates  than  those  with  insurance.15  The  adjusted  risk 
of  death  was  49%  higher  for  the  uninsured  than  for  those 
with  private  insurance  during  the  first  89  months  after  diag- 
nosis. The  likelihood  of  a ruptured  appendix  among  those 
admitted  to  a hospital  with  appendicitis  is  49%  higher  among 
adults  without  insurance  than  in  those  with  insurance.16 

Studies  have  also  documented  the  most  important  impact 
of  lack  of  insurance — a reduction  in  life  expectancy.  Franks 
et  al17  reported  results  from  following  a group  of  4,694  adults 
without  insurance  from  1971  to  1987.  By  the  end  of  follow- 
up in  1987,  9.6%  of  the  insured  died  whereas  18.4%  of  the 
uninsured  died.  The  hazard  ratio,  estimating  the  increased 
risk  of  death  among  those  without  insurance  after  adjusting 
for  many  other  variables  including  education,  income,  smok- 
ing status,  etc.,  was  1.25.  That  is,  those  without  insurance 
had  a 25%  greater  risk  of  death  than  insured  patients  with 
equivalent  clinical  and  demographic  characteristics.  The  sig- 
nificantly higher  probability  of  death  for  the  uninsured  was 
found  among  all  socio-demographic  groups,  that  is,  among 
those  with  higher  or  lower  incomes,  those  with  and  without 
other  risk  factors  for  early  death,  etc.  Thus,  not  having  insur- 
ance does,  indeed,  affect  health. 

So? 

This  brief  summary  of  available  information  demonstrates 
that  the  lack  of  health  insurance  has  a major  impact  on  health. 
Access  to  basic  and  relatively  inexpensive  health  services  is 
limited,  and  health  care  outcomes  from  common  and  benign 
as  well  as  high-risk  conditions  are  poorer.  On  the  bottom 
line,  life  expectancy  is  reduced. 

These  findings  do  not,  however,  lead  directly  and  simply  to 
the  conclusion  that  expanding  insurance  coverage  will  reverse 
these  negative  effects.  Reasons  other  than  absence  of  insur- 
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ance  may  prevent  effective  use  of  health  care  resources.  For 
example,  Piper  et  alls  studied  the  impact  of  the  1985  expan- 
sion of  Medicaid  eligibility  in  Tennessee  for  married  women 
during  pregnancy.  Although  the  number  of  pregnant  women 
enrolled  in  Medicaid  increased  by  32%,  the  rates  of  prenatal 
care  during  the  first  trimester,  the  number  of  babies  with  very 
low  birth  weight,  and  neonatal  mortality  did  not  improve. 

It  is  also  important  to  appreciate  that  having  health  insur- 
ance, even  of  an  adequate  amount,  does  not  assure  appropri- 
ate access  to  and  use  of  health  care  resources.  Himmelstein 
and  Woolhandler19  demonstrated  that,  of  all  patients  report- 
ing the  inability  to  obtain  needed  health  care  services,  only 
one-fourth  had  no  insurance  and  46%  had  private  insurance 
coverage;  of  women  aged  50  to  69  years  who  had  never  had 
a mammogram,  89%  had  insurance. 

The  failure  of  insurance  coverage  to  assure  access  to  ap- 
propriate health  services  in  these  and  in  other  studies  may 
reflect  many  structural  and  social  factors.  Some  of  the  barri- 
ers to  care  for  those  with  insurance  include  practical  con- 
straints on  enrolling  in  insurance  plans  (for  example,  limited 
dissemination  of  eligibility  criteria,  office  hours,  etc.);  high 
out-of-pocket  expenses  for  copayments,  deductibles,  or  un- 
covered expenses;  limited  awareness  of  the  need  for  certain 
health  services;  limited  sick  leave;  limited  availability  of  phy- 
sicians who  will  provide  services  for  patients  with  certain 
types  of  insurance  such  as  Medicaid;  limited  geographic  ac- 
cess to  care  services  because  of  inadequate  public  transpor- 
tation; conflicting  demands  for,  for  example,  child  care;  and 
dysfunctional  family  and  social  support  systems.  Dutton20 
summarized  this  issue  as:  “if  costs  are  the  problem,  better 
health  insurance  is  the  remedy;  if  inappropriate  health  atti- 
tudes are  the  problem,  health  education  programs  are  the  rem- 
edy; if  inadequacies  in  the  health  systems  are  the  problem, 
structural  improvements  in  these  systems  are  the  remedy.” 

What  is  demonstrated  by  the  sample  of  studies  reviewed 
here  is  that  health  insurance,  while  not  the  single  answer  to 
all  health  delivery  problems,  does  matter.  Without  it,  a large 
proportion  of  our  population  is  denied  an  opportunity  for 
better  health  and,  most  importantly,  longer  life. 


It  is  particularly  disturbing  that  we  may  expect  this  prob- 
lem to  grow  despite  greater  public  awareness  and  more  analy- 
ses of  the  issues.  The  continuously  rising  cost  of  health  in- 
surance has  led  to  a fall  in  the  number  of  employees  accepting 
employer-sponsored  health  insurance,21  while  increasing  de- 
mands of  managed  care  for  efficiency,  shrinking  profit  mar- 
gins, and  the  increasing  role  of  for-profit  health  care  deliv- 
ery systems  have  reduced  the  ability  of  physicians  and  health 
systems  to  provide  care  to  those  without  insurance.  Unless 
specific  action  is  taken  at  the  public  policy  level,  we  are  likely 
to  see  more  widespread  and  more  significant  impacts  on  the 
health  of  the  public. □ 
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Loss  Prevention  Case  of  the  Month 

\ 

Possible  vs.  Appropriate 

J.  Kelley  Avery,  MD 


Case  Report 

The  patient  was  a 48-year- 
old  woman  who  had  been 
seen  for  the  past  six  years  in 
the  outpatient  clinic  of  a 
major  medical  center  where 
she  was  employed  as  a recep- 
tionist. On  the  first  visit  to 
this  facility  she  was  evalu- 
ated for  mitral  valve  pro- 
lapse. The  record  does  not 
detail  the  symptoms  that 
brought  her  to  examination 
by  a cardiologist.  An  echo- 
cardiogram showed  no  evi- 
dence of  prolapse.  It  was  a 
normal  study. 

A year  later  she  was  seen 
in  the  outpatient  center 
where  a pelvic  ultrasound 
was  done.  Again  the  com- 
plaints that  resulted  in  this 
examination  were  not  a part 
of  the  record.  However,  the 
radiologist  who  performed 
the  examination  reported: 
“Impression:  Moderately 
severe  irregular  uterine  en- 
largement due  to  the  pres- 
ence of  multiple  fibroids.  No 
adnexal  masses.” 

During  the  next  three  years,  this  patient  had  three  chest 
x-rays  and  a mammogram.  The  mammogram  report  was  nega- 
tive for  malignancy  but  it  did  mention  bilateral  fibrocystic 
disease.  The  chest  x-rays  consistently  showed  “thoracolum- 
bar scoliosis.”  The  last  report  read,  “Marked  S-shaped  scolio- 
sis of  the  dorsal  spine.  No  active  disease.” 

Two  weeks  after  this  examination  the  record  showed  that 
she  was  admitted  to  the  hospital  with  a history  of  “pelvic 
pain.”  A history  and  physical  examination  revealed  that  this 
woman  had  the  uterine  fibroids  first  diagnosed  five  years 
earlier.  She  gave  a history  of  “abnormal  liver  enzymes,”  and 
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the  examiner  questioned  whether  she  had  a hepatitis  screen 
done.  No  further  comment  appeared  in  the  record  relative  to 
this,  and  no  follow-up  of  liver  enzymes  was  reported  in  the 
record  preoperatively.  She  had  been  pregnant  three  times 
and  had  three  children.  Examination  revealed  the  irregular 
multinodular  mass  in  the  uterus,  which  was  said  to  be  size  of 
a 20-week  pregnancy.  A total  vaginal  hysterectomy  was 
planned,  and  possibly  a bilateral  salpingo-oophorectomy. 
The  plan  that  the  procedure  would  be  a total  abdominal 
hysterectomy  appeared  in  the  admission  note. 

She  was  a same-day  admission  for  the  surgery,  which 
turned  out  to  be  a laparoscopically  assisted  total  vaginal 
hysterectomy.  The  attending  obstetrician/gynecologist  was 
assisted  in  the  procedure  by  another  gynecologic  surgeon 
experienced  in  laparoscopic  surgery  of  the  pelvis.  At  sur- 
gery, with  observation  through  the  laparoscope,  the  fibroid 
masses  were  seen  to  extend  into  both  broad  ligaments.  The 
ureters  were  visualized  throughout  their  normal  course.  The 
large  fibroid  on  the  left  was  first  exposed,  dissected  free  of 
the  round  ligament,  with  hemostasis  secured  by  cauteriza- 
tion using  a bipolar  electrocoagulation  device.  Then  the  right 
mass  was  approached  in  the  same  manner,  freeing  it  from  the 
round  ligament  and  securing  hemostasis  in  the  same  way. 
This  mass  had  to  be  dissected  from  the  lower  uterine  seg- 
ment using  scissors.  The  surgical  note  then  said,  “Close  to 
the  completion  of  this  task  some  bright  red  bleeding  was 
noted  to  be  coming  from  the  left  pelvic  sidewall.  Isolation  of 
this  area  (still  through  the  laparoscope)  revealed  a “nick”  in 
the  external  iliac  artery.  Clamps  were  placed  through  the 
scope  on  both  sides  of  the  “nick,”  and  a vascular  surgeon 
was  called,  but  one  was  not  available.  A trauma  surgeon  an- 
swered the  call  and  arrived  in  the  operating  room  within  30 
to  45  minutes.  He  came  into  the  room,  noted  the  condition, 
and  suggested  that  the  uterus  be  removed  in  order  to  more 
adequately  expose  the  operative  field.  The  surgeon  then  pro- 
ceeded to  scrub  for  his  part  in  the  procedure.  It  was  noted  in 
the  operative  note  that  a hypotensive  episode  occurred  about 
the  time  of  the  clamping  to  the  artery.  The  precise  timing  of 
the  injury  to  the  external  iliac  artery  in  relation  to  the  arrival 
of  the  surgeon  was  difficult  to  determine,  but  estimates  of  30 
minutes  to  one  hour  were  given. 

While  the  surgeon  was  scrubbing,  the  gynecologist  was 
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opening  the  abdomen  through  a Pfannenstiel  incision.  Dur- 
ing the  act  of  opening  the  abdomen,  the  distal  clamp  came 
off  the  artery,  with  the  loss  of  another  estimated  500  cc  of 
blood  and  another  hypotensive  event.  Both  such  events  were 
said  to  have  responded  to  re-clamping  of  the  vessel  and  in- 
creasing the  flow  of  fluids,  both  blood  products  and  electro- 
lytes. The  surgeon  attempted  to  repair  the  artery  end  to  end 
but  quickly  determined  that  a graft  would  be  necessary.  Sev- 
eral times  during  the  procedure  the  operative  note  mentions 
“venous  oozing.”  During  the  repair,  the  proximal  clamp 
slipped  off  and  more  blood  was  lost  into  the  wound.  Esti- 
mates were  in  the  range  of  500  cc. 

At  this  point  in  the  procedure,  the  operative  report  states, 
“Shortly  after  this  small  blood  loss  it  was  noted  the  begin- 
ning of  EKG  changes  involving  the  ST  segment.  This  rap- 
idly progressed  to  ventricular  tachycardia,  which  did  not 
respond  to  cardioversion  necessitating  the  start  of  cardiop- 
ulmonary resuscitation.  The  code  team  was  summoned  and 
after  a prolonged  coordinated  effort  of  approximately  45 
minutes,  the  patient  was  pronounced  (dead).”  Death  occurred 
about  three  and  one  half  hours  after  the  surgery  began.  The 
blood  loss  was  estimated  to  be  “1-2  liters.” 

A lawsuit  was  filed  by  the  daughter  of  the  patient  charg- 
ing negligence  on  three  counts:  (1)  Negligence  in  undertak- 
ing an  inappropriate  laparoscopic  procedure,  (2)  Negligence 
in  performing  the  laparoscopic  procedure,  and  (3)  Negligence 
in  the  attempted  repair  of  the  injured  artery.  The  charge  against 
the  surgeon  who  attempted  the  vascular  repair  was  dropped. 
In  the  opinion  of  the  experts,  the  choice  of  the  laparoscopic 
approach  was  a mistake  because  of  the  size  of  the  fibroid 
uterus  (20  weeks  gestation  by  ultrasound),  and  due  to  the 
size  of  the  tumor  the  procedure  was  negligently  performed. 

Loss  Prevention  Comments 

The  description  of  the  multinodular  fibroid  uterus  and  its 
size  should  have  led  the  initial  Ob/Gyn  surgeons  to  very 
carefully  evaluate  the  choice  of  procedure,  whether  as  an 
open  operation  or  the  more  difficult  laparoscopic-assisted 
total  abdominal  hysterectomy.  All  of  the  experts,  even  those 
chosen  by  the  defense,  questioned  the  decision,  since  even 
though  it  would  be  possible,  it  would  carry  a greater  risk. 
The  preoperative  record  did  not  reveal  any  documentation 
of  an  informed  consent  discussion.  One  must  wonder  whether 
the  possibility  of  the  laparoscopic  procedure  with  its  advan- 
tages was  not  oversold  to  the  patient.  Frequently  patients 
have  heard  of  this  kind  of  surgery  and  request  it  on  the  basis 
of  the  reports  of  friends  of  less  pain,  less  lost  time  from  work, 
and  the  like.  Had  there  been  a frank  and  open  discussion  of 
the  planned  laparoscopic  procedure  and  the  risks  with  this 


size  lesion,  along  with  the  customary  expected  advantages, 
the  lawsuit  would  probably  not  have  been  filed.  With  the 
size  of  the  lesion,  visualization  through  the  laparoscope  must 
have  compromised  the  surgeon’s  ability  to  expose  the  deep 
pelvis.  The  operative  note  pointed  out  that  the  fibroid  nod- 
ules had  invaded  both  round  ligaments,  and  forced  the  use  of 
sharp  dissection  in  the  exposure.  Having  first  dealt  with  the 
left  side  of  the  pelvis,  the  surgeon  then  turned  his  attention 
to  the  right  side,  so  that  the  bleeding  on  the  left  was  not 
discovered  until  “close  to  the  completion  of  this  task.”  Al- 
though the  estimate  of  the  bleeding  was  rather  conservative, 
the  first  hypotensive  episode  occurred  during  that  time.  Had 
the  operation  been  done  through  an  open  incision,  visual- 
ization and  manipulation  of  the  tumor  would  have  been  much 
easier,  and  the  likelihood  of  injury  to  the  iliac  vessels  much 
less.  Probably  the  application  of  the  clamps  through  the  lap- 
aroscope, and  the  subsequent  use  of  a Pfannenstiel  incision, 
made  the  clamp  slipping  off  the  vessel  more  likely.  Experts 
were  critical  of  the  use  of  that  incision,  pointing  out  that  it 
provided  less  exposure  and  usually  took  longer.  There  is 
universal  agreement  that  arterial  bleeding  noted  through  the 
laparoscope  is  a severe  vascular  emergency,  and  the  faster 
and  wider  the  exposure  of  the  bleeding  vessel,  the  better  the 
chance  of  a favorable  outcome. 

Although  there  was  con  jecture  as  to  the  cause  of  death  in 
this  patient,  whether  it  a cardiac  event  or  hyperkalemia  from 
the  transfusions  required  during  the  operation,  the  essence 
of  this  case  was  the  choice  of  the  laparoscopic  approach  over 
an  open  operation,  and  the  limitations  that  choice  put  on  the 
operating  team.  This  case  clearly  demonstrates  that  what  is 
possible  is  not  always  appropriate ! Although  there  was  no 
settlement  or  judgment  in  this  case,  the  Ob/Gyn  surgeons 
were  involved  in  a long  and  expensive  litigation  process. □ 
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Replacing  the  Company  Doctor: 
Pruden  Valley,  Tennessee,  and  the 
Development  of  the  Miners’  Clinics 

Richard  Mulcahy,  PhD 


Introduction 

Looking  at  health  care  reform,  one  could  assume  that  it  is 
a national  issue.  Counting  the  Clinton  plan,  the  federal  gov- 
ernment proposed  national  health  insurance  five  times,  em- 
phasizing the  following  themes:  preventative  medicine,  cost 
containment,  and  rural  health  initiatives.1  All  debate  aside, 
the  identification  of  rural  health  as  a problem  for  American 
medicine  was  correct.  Generally,  rural  areas  have  been 
underserved.  The  problem  was  that  these  regions  lacked  the 
resources  necessary  to  support  traditional  practices.3  Cities, 
due  to  their  population  density,  were  physician  magnets.  Thus, 
while  statistics  indicated  an  increasing  healthfulness,  rural 
America  lagged  behind  in  every  category,  including  infant 
mortality,  maternal  health,  and  disease  control.1 

This  was  the  situation  the  United  Mine  Workers  of  America 
(UMWA)  Welfare  and  Retirement  Fund  encountered  in 
Appalachia’s  coal  fields  when  its  medical  program  started  in 
1948.  The  Fund’s  staff  was  disturbed  by  the  low  quality  of 
care  rendered  to  most  miners,  and  decided  to  go  beyond  sim- 
ply paying  bills.  In  doing  so,  the  Fund  moved  on  a broad 
front  and  redefined  what  a medical  third  party  could  expect 
of  physicians  and  health  institutions. 

One  approach  used  was  the  creation  of  outpatient  clinics.4 
The  virtues  of  such  institutions  were  twofold:  they  would 
bring  high-quality  medicine  to  the  areas  that  needed  it,  and 
could  offer  primary  care  and  basic  surgery,  thereby  avoiding 
excessive  hospitalization.5 

Reactions  to  the  Fund’s  efforts  were  mixed.  Regardless  of 
what  it  did,  be  it  demanding  greater  qualifications  for  physi- 
cian participation,  building  hospitals,  or  creating  clinics,  the 
program  rearranged  methods  of  medical  practice.  Such  ef- 
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forts  were  explosive.  Medicine  had  achieved  the  status  of  a 
self-governing  profession,  and  intrusions  on  this  status  were 
vehemently  opposed.6  The  hostility  displayed  by  some  state 
medical  societies,  especially  Pennsylvania  and  Kentucky,  was 
ferocious.7  Yet,  in  the  midst  of  this  came  cooperation.  Con- 
cerned about  the  quality  of  medical  care  in  its  region,  the 
Tennessee  State  Medical  Association  (TSMA),  working  with 
the  Fund,  sought  change.  The  result  was  the  introduction  of 
a new  paradigm  for  rural  medical  practice,  which  used  the 
clinic  model.  This  essay  covers  how  this  was  done,  and  its 
impact. 

The  Problem  of  I lealth  Care  in  (he 
Coal  Fields,  R>48 

Simple  economics  made  health  care  delivery  in  rural  areas 
difficult.  However,  with  the  mining  industry,  the  situation  was 
more  complicated.  Since  many  coal  beds  were  in  remote  ar- 
eas, companies  created  their  own  towns,  and  employed  doc- 
tors through  the  check-off  system/ A form  of  prepayment, 
the  check-off  was  a deduction  miners  paid  to  cover  office 
care.  This  was  distinct  from  any  hospitalization  plans.  In  terms 
of  cost,  when  the  Fund's  medical  program  started  in  1948, 
single  miners  paid  $1.36  a month  for  coverage,  while  mar- 
ried men  paid  $2.00.  According  to  a 1947  medical  survey  of 
the  coal  industry,  60%  of  all  mining  operations  used  these 
plans  exclusively.9  Thus,  the  term  “company  doctor”  was 
synonymous  with  health  care  in  the  mining  industry. 

As  for  the  quality  of  treatment,  it  was  generally  low.  Cer- 
tainly, some  company  physicians  were  capable  and  dedi- 
cated.10 Unfortunately,  the  situation  in  many  cases  was  dif- 
ferent. Most  mining  companies  in  1947  were  small,  with  a 
narrow  profit  margin.11  With  solvency  a constant  worry,  good 
health  care  was  not  a priority,  and  company  practices  be- 
came dumping  grounds. 

Problems  encountered  varied,  ranging  from  drug  and  al- 
cohol abuse  to  simple  incompetence.13  The  latter  included 
those  who  either  had  graduated  from  two-year  medical 
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schools,  or  who  had  been  awarded  an  M.D.  by  their  state’s 
legislature  via  a private  bill.13  In  addition,  many  company 
practitioners  were  elderly.14  It  had  been  postulated  that  once 
a physician  passed  middle  age,  his  effectiveness  gradually 
began  to  decline.15  This  was  not  all.  There  was  also  a matter 
of  substandard  conditions  seen  in  the  region’s  numerous 
proprietary  (for  profit)  hospitals,  compounded  by  a disregard 
for  antiseptic  practices  in  most  coal  camp  dispensaries.16  Fi- 
nally, many  company  doctors  used  placebos,  and  passed  the 
cost  on  to  the  miner.17  Since  these  injections  were  extras, 
they  were  not  covered  by  company  plans.  Other  non-covered 
items  included  tuberculosis  treatment,  obstetrics,  and  vene- 
real disease.18 

Needless  to  say,  most  miners  were  dissatisfied  with  this 
system,  and  sought  alternatives.  This  usually  took  the  form 
of  seeking  treatment  from  rescue  crew  members  who  had 
first-aid  training.19  However,  another  alternative  was  to  voice 
their  anger  to  the  UMWA,  and  its  president,  John  L.  Lewis. 

Creation  of  the  UMWA  Welfare  and 
Retirement  Fund 

While  Lewis’  reputation  as  a labor  leader  was  legendary, 
he  was  not  a visionary.  Although  he  expressed  interest  in 
health  reform  in  1921,  it  was  confined  to  an  endorsement  of 
national  health  insurance.20  However,  demands  from  the 
UMWA’s  membership  for  better  health  became  so  insistent, 
Lewis  dared  not  ignore  them.21  By  1938,  he  was  seeking  to 
address  these  complaints.22 

However,  Lewis  was  not  able  to  achieve  his  goals  until 
after  World  War  II,  and  then  only  with  the  federal  gov- 
ernment’s help.  Nevertheless,  the  UMWA  Welfare  and  Re- 
tirement Fund  was  created  in  1946,  despite  bitter  objections 
from  the  nation’s  coal  operators.  The  reason  for  the  opposi- 
tion was  two-fold.  First,  payment  for  health  care  would  pass 
from  labor  to  management,  since  the  Fund  would  be  financed 
by  a tonnage  royalty  assessed  on  all  coal  mined  for  sale  or 
use.  Second,  management  would  lose  control  over  its  em- 
ployees’ health  care,  since  the  Fund  was  to  be  an  “indepen- 
dent” organization.  Although  it  was  eventually  dominated  by 
Lewis,  this  arrangement  gave  the  miners  some  freedom  from 
their  employers.23 

Winning  the  Fund’s  creation,  however,  was  only  part 
of  the  battle.  Creating  a national  medical  third  party  would 
be  a daunting  task.  Prior  to  the  Fund,  all  third  parties  had 
been  local  in  scope  and  operation.24  The  first  national  Blue 
Cross  contract  went  into  effect  in  1950,  two  years  after  the 
Fund’s  medical  program  had  started.25  Moreover,  if  a third 
party  wanted  to  avoid  trouble,  all  available  physicians  had 
to  participate.  Any  restriction  was  opposed  as  “closed-panel” 
organization.26 

Into  this  stepped  Dr.  Warren  F.  Draper.  Former  Deputy 
Surgeon  General  of  the  United  States,  Dr.  Draper  had  worked 


with  the  Fund’s  Director,  Miss  Josephine  Roche,  during  the 
1 930s  when  she  was  Assistant  Secretary  of  the  Treasury.  Using 
his  experience.  Dr.  Draper  patterned  the  Fund  after  the  United 
States  Public  Health  Service  (USPHS),  creating  ten  Area 
Medical  Offices,  each  headed  by  a physician,  who  acted  as 
the  Area  Medical  Officer,  or  AMO.27  Under  this  system,  medi- 
cal benefits  were  set  by  the  Fund’s  headquarters,  while  each 
AMO  determined  how  those  benefits  would  be  met.  Thus, 
AMOs  negotiated  with  local  health  care  providers.28  As  part 
of  this,  the  Fund  worked  with  organized  medicine  by  creat-  : 
ing  liaison  committees  with  various  state  medical  societies, 
and  allowed  any  interested  physician  to  participate.  Much  of 
this  flowed  from  Dr.  Draper’s  friendly  attitude  toward  the 
AMA.  He  had  represented  the  USPHS  in  the  AMA’s  House  j 
of  Delegates  for  over  20  years.29 

The  Fund  and  the  Tennessee  State 
Medical  Association 

Unfortunately,  Dr.  Draper’s  initial  approach  did  not  work. 
The  Fund  was  encountering  fraud  and  over-billing,  as  well 
as  incompetent  practice  and  poor  surgery.30  As  for  the  AMA, 
many  of  its  state  and  local  affiliates  buried  their  heads  in  the 
sand.  For  example,  to  substantiate  its  claims,  the  Fund  co-  I 
sponsored  a medical  survey  of  south-central  Appalachia  with 
the  AMA  in  1951.  AMA  observers  were  shocked  by  what  they  ! 
found,  but  wanted  to  keep  the  report  confidential.31  In  addi- 
tion, the  association  insisted  that  to  protect  the  professional  j 
standing  of  its  members,  any  licensed  physician  had  to  be  , 
regarded  as  qualified  to  practice  medicine  in  all  its  branches.32 
Medical  third  parties,  regardless  of  their  reasons,  were  not 
allowed  to  differentiate.33 

Confronted  with  this  response,  Dr.  Draper  placed  the  [ 
Fund’s  program  on  a closed-panel  footing.34  This  raised  the 
ire  of  several  state  medical  societies.  However,  not  all  re- 
acted in  this  way.  In  fact,  the  TSMA  moved  in  the  opposite  i 
direction.  Instead  of  denying  problems  existed,  the  TSMA 
was  interested  in  solutions,  and  wanted  to  work  with  any  or- 
ganization to  find  them. 

Two  factors  created  this  situation.  First,  the  Fund  AMO 
for  Knoxville  was  Dr.  John  Winebrenner.35  Like  most  of  his 
colleagues,  Dr.  Winebrenner  was  a public  health  specialist, 
but  his  early  professional  experience  differed  from  the  norm. 
Most  Fund  AMOs  had  either  worked  for  the  USPHS  or  the 
Farm  Security  Administration  (FSA),  and  had  supported  na- 
tional health  insurance.36  Although  Dr.  Winebrenner  had 
worked  for  the  Indiana  Department  of  Public  Health,  his  most 
formative  professional  experience  was  his  six-year  stint 
(1942-1948)  in  the  U.S.  Army  Medical  Corps. 

Dr.  Winebrenner  had  been  part  of  the  American  occupa- 
tion of  Germany  under  General  Lucius  D.  Clay,  and  was  in- 
volved in  rebuilding  Germany’s  health  care  system.37  As  a 
result  of  this  experience,  he  was  not  an  ideologue  on  health 
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reform,  and  opposed  a “one  size  fits  all”  approach  to  the  is- 
sue.™ Because  of  Dr.  Winebrenner’s  thinking,  neither  he,  nor 
the  TSMA’s  leadership,  was  prepared  to  view  each  other  as 
“the  enemy.” 

The  second  was  the  influence  of  Dr.  B.M.  Overholt.  An 
internist,  Dr.  Overholt  had  served  as  President  of  the  Knox- 
ville Academy  of  Medicine,  and  chaired  the  Fund’s  Liaison 
Committee  with  the  TSMA.39  Basically,  he  believed  orga- 
nized medicine  needed  to  go  beyond  concerns  about  pro- 
fessional standing.  There  was  an  obligation  to  improve  the 
quality  of  medical  practice  whenever  possible.  This  was  shown 
by  his  advocacy  of  continuing  education  programs  for  fam- 
ily physicians.40 

The  TSMA  and  the 
Tennessee  Medical  Foundation 

Taking  these  factors  into  account,  the  Fund  and  the  TSMA 
were  ready  to  cooperate.  At  a conference  the  Fund  sponsored 
in  1951,  the  TSMA’s  representatives  announced  their  inten- 
tion to  create  a clinic  for  the  Pruden  Valley  area.41  Located  in 
northeast  Tennessee,  the  valley  had  a population  of  6,000 
people,  and  was  a classic  example  of  a medically  underserved 
rural  area.42  Moreover,  since  coal  mining  was  in  decline,  the 
valley  suffered  all  of  the  effects  of  deindustrialization:  high 
unemployment,  poor  housing,  and  non-existent  social  ser- 
vices.41 Medicine  was  represented  by  one  elderly  physician 
and  several  untrained  persons  in  company  practices.44 

To  start,  a coordinated  approach  was  taken.  First,  the 
TSMA  created  the  Tennessee  Medical  Foundation,  and  del- 
egated the  clinic’s  organization  to  it.  At  the  same  time,  grants 
were  sought  from  the  Commonwealth  Fund.  These  monies 
were  used  to  hire  a full-time  field  secretary,  and  to  do  a medi- 
cal survey  of  the  valley.45  Finally,  to  create  a pool  of  experts, 
the  field  secretary  contacted  a number  of  organizations  for 
their  help,  including  the  state  health  department,  the  state  plan- 
ning commission,  the  University  of  Tennessee,  and  Lincoln 
University.46 

As  expected,  the  survey  presented  a bleak  picture,  but  it 
gave  the  foundation  a detailed  sociological  profile.  The 
valley’s  average  family  size  was  five  people,  significantly 
larger  than  the  state  average.  Second,  the  valley’s  median 
schooling  was  5.7  years,  three  years  less  than  the  state  me- 
dian for  1950.  In  terms  of  age  distribution,  most  valley  resi- 
dents were  either  under  17,  or  aged  17  to  44.  In  the  latter 
group,  women  outnumbered  men,  probably  due  to  military 
service  or  migration  in  search  of  work. 

In  terms  of  the  valley’s  way  of  life,  over  40%  of  the  heads 
of  households  were  miners.47  Twenty  percent  of  these  had 
been  unemployed  from  November  1953  to  March  1954,  while 
another  20%  had  worked  a total  of  only  20  days  during  that 
time.  The  total  average  days  worked  during  that  period  was 
7.4  a month.  As  for  housing,  most  dwellings  were  substan- 


dard, offering  low  rents  averaging  $8.30  a month.  With  this, 
there  was  no  incentive  for  the  landlords  to  maintain  the  houses 
properly.  Of  931  families  surveyed,  123  had  indoor  toilets, 
and  84  had  complete  bathrooms.  The  majority  of  homes  were 
equipped  with  outdoor  privies,  66%  of  which  were  unsani- 
tary. In  most  cases,  other  varieties  of  plumbing  were  non- 
existent, with  most  taking  their  drinking  water  from  cisterns 
and  springs.  Also,  fewer  than  2%  of  these  homes  had  central 
heating. 

In  this  setting,  health  problems  varied.  There  was  a high 
incidence  of  arthritis  and  tuberculosis.  But  the  most  signifi- 
cant cause  of  death  in  the  valley,  accounting  for  23%  of  all 
morbidity,  was  still-birth.  Tennessee’s  state  average  for  still- 
birth in  1953  was  one  for  every  2,200  people.  The  valley’s 
average  was  one  for  every  645.4!i 

Armed  with  this  information,  the  Foundation  went  ahead. 
The  first  order  of  business  was  finding  as  centrally  located  a 
site  as  possible.  The  building  chosen  sat  no  more  than  eight 
miles  from  the  valley’s  most  remote  section.49  Rented  from 
the  Pruden  Coal  Company  for  a $1.00  a year,  the  building 
needed  renovations,  but  was  substantial  and  structurally 
sound.  To  fill  the  need,  a community  renovation  committee 
was  formed.  The  purpose  was  to  emphasize  that  the  clinic 
was  a public  institution  belonging  to  all.  Enhancing  this  sense 
of  community,  Dr.  Winebrenner  and  the  UMWA  district  union 
office  named  representatives  to  the  committee,  and  the  county 
government  donated  $500.00  to  cover  expenses.50 

As  for  finding  a physician.  Dr.  Winebrenner  assisted  by 
recruiting  residents  from  the  University  of  Tennessee  Medi- 
cal School.51  The  Fund  helped  further  by  providing  financial 
backing  via  retainer  payment.  A major  obstacle  for  rural 
medicine  was  the  lack  of  the  economic  resources  needed  to 
maintain  fee-for-service  practices.  Retainer  payment  was 
designed  to  overcome  this  problem. 

Originally  dubbed  “Block  Fee-For-Service,”  retainer  was 
a fee-for-time  arrangement  offering  advantages  over  fee- 
for-service.  First,  it  was  a secure  source  of  income,  thereby 
relieving  the  doctor  of  the  need  to  bill  for  each  service.  This 
allowed  the  doctor  to  use  a wider  range  of  treatment  meth- 
ods in  each  case.  Second,  since  payment  was  done  on  a time 
basis,  the  unit  cost  for  medical  care  was  cheaper.52  The  ac- 
tual amount  paid  varied  from  one  doctor  to  another,  and  was 
based  on  three  factors:  annual  income,  overhead  costs,  and 
the  percentage  of  the  practice  comprising  Fund  beneficia- 
ries.51 These  figures  were  agreed  upon,  and  overhead  and 
estimated  income  were  multiplied  by  the  percentage.  The 
figure  determined  represented  the  Fund’s  annual  payment, 
which  would  then  be  paid  in  12  monthly  installments.54  These 
terms  were  spelled  out  in  writing.  Patient  load  was  tracked 
through  a series  of  forms  used  for  purposes  of  adjustment. 
Such  adjustments  could  be  made  every  90  days,  with  the 
retainer  increasing  or  decreasing  when  appropriate.  The  doc- 
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tor  also  had  the  option  of  terminating  the  agreement  on  90 
days  notice.55 

In  conjunction,  miners  still  paying  check-offs  were  en- 
couraged to  turn  their  assessments  over  to  the  clinic.  Since 
600  miners  were  paying  $4.00  a month,  this  alone  would 
provide  the  clinic  with  a secure  starting  income.56  Unfortu- 
nately, the  Foundation  ran  into  difficulties  here.  Unqualified 
practitioners  resented  the  project,  and  worked  against  it  by 
using  xenophobia.  An  opposition  leader  here  was  a valley 
native  who  inveighed  against  outsiders  making  changes.  As 
a result,  most  withheld  their  check-off  payments  from  the 
clinic  at  first.57 

Although  this  complicated  the  Foundation’s  efforts,  it  did 
not  stop  them.  The  search  for  a physician  continued,  while 
the  Foundation  equipped  the  clinic.  Owing  to  the  expense 
involved,  new  equipment  was  out  of  the  question.  However, 
good  second-hand  equipment,  including  U.S.  Army  surplus 
donations,  was  available.  Despite  these  efforts,  finding  a phy- 
sician proved  to  be  a daunting  task.  In  spite  of  financial  back- 
ing and  a new  facility,  the  valley  was  not  an  attractive  place 
to  begin  a practice.  However,  with  the  efforts  of  all  involved, 
a young  physician,  Dr.  David  Meek,  was  recruited  to  work  at 
the  clinic  for  at  least  a year.58 

The  Pruden  Valley  Clinic: 

Operation  and  Effects 

Thus,  by  August  1954,  the  clinic  was  ready  to  receive  pa- 
tients. The  story,  though,  did  not  end  here.  Beyond  issues 
already  mentioned,  there  was  the  matter  of  local  sensibilities 
about  medicine.  Dr.  Meek  was  an  outsider,  and  valley  resi- 
dents did  not  immediately  trust  him.  For  Dr.  Meek,  this  was 
a new  experience.  Fresh  out  of  an  urban  environment.  Dr. 
Meek  was  accustomed  to  the  respect  and  confidence  usually 
accorded  a physician.  Moreover,  he  had  to  combat  detrimen- 
tal habits  among  his  new  patients,  including  self-diagnosis 
and  use  of  placebos. 

Basically,  the  pattern  was  that  people  saw  the  doctor  about 
a complaint.  The  doctor  would  make  his  diagnosis,  and  then 
administer  a supposed  cure  for  the  complaint.  Used  to  this 
practice,  the  clinic’s  initial  patients  constantly  requested 
"nerve  pills”  and  other  pseudo-remedies. 5y  Confronted  with 
this.  Dr.  Meek  explained  patiently,  and  in  detail,  why  this 
sort  of  approach  was  no  good.60  Due  to  his  willingness  to  "go 
the  extra  mile”  in  such  matters,  clinic  use,  while  small  at 
first,  grew  steadily.  By  the  end  of  the  clinic’s  first  year,  a total 
of  3,988  patient  visits  had  been  made,  including  628  during 
the  last  month.61  Because  of  this,  unqualified  practitioners 
could  not  compete,  and  eventually  left  the  area.62  At  the 
same  time,  the  clinic’s  services  were  broadened  to  include 
a public  health  nurse  who  specialized  in  immunization  and 
prevention.65 

Another  first-year  addition  was  the  creation  of  a delivery 


room.  Most  deliveries  had  previously  been  done  at  home, 
but  within  eight  months  of  the  addition,  40  children  were 
delivered  in  the  facility.  In  terms  of  the  improvement  of  health 
care  due  to  the  clinic’s  presence,  access  to  good  obstetrical 
services  was  probably  the  most  noticeable.  Within  the  clinic’s 
setting,  the  ability  to  treat  both  child  and  mother  were  vastly 
improved.64 

On  the  whole,  the  difference  made  by  the  clinic’s  pres- 
ence was  marked.  This  was  clearly  demonstrated  by  the  fact 
that  within  a year,  other  communities  were  seeking  the 
Foundation’s  assistance  in  creating  their  own  clinics.65  Thus, 
a model  for  improved  medical  service  at  a reasonable  cost 
was  created.  Although  hospitals  were  used  when  necessary, 
the  clinic,  aside  from  offering  obstetrical  services,  also  did 
minor  and  emergency  surgery.  With  this,  the  primary  prac- 
tice center  wherever  such  a clinic  was  created  shifted  away 
from  the  hospital. 

Opposition  in  some  areas  was  intense.66  Yet  institutions 
like  the  Pruden  Valley  Clinic  became  very  popular.  This 
success  was  especially  important  to  Dr.  Winebrenner,  who 
was  deeply  concerned  about  the  impact  overuse  of  hospital 
services  was  having  on  medical  economics.  Years  after  the 
Pruden  Valley  Clinic  was  established,  he  outlined  his  fears 
in  an  article  entitled  “The  Reins  of  Progress.”  In  it,  Dr. 
Winebrenner  pointed  out  that  60%  of  the  Fund’s  medical 
funds  were  used  for  covering  hospital  charges.67  By  itself  this 
was  not  unusual,  since  hospitals  had  become  the  center  of 
American  medical  practice.  But  he  warned  that  this  was  dan- 
gerous, since  over-hospitalization  was  a major  cause  of  medi- 
cal cost  inflation.68  He  also  warned  that  if  the  trend  contin- 
ued, private  health  insurance  would  become  impossible  to 
market,  since  premiums  would  be  too  high  for  anyone  to  af- 
ford.69 Unfortunately,  this  warning  was  not  heeded.  Never- 
theless, the  model  developed  at  Pruden  Valley  would  become 
a major  tool  to  offer  quality  health  care  at  a reasonable  cost. 

Conclusions 

Owing  to  its  success,  the  Pruden  Valley  experiment  had  a 
national  impact.  Within  20  years,  clinics  were  found  all  over 
Appalachia.  Certainly,  the  entrance  of  the  federal  govern- 
ment into  health  care  via  Medicare  and  Medicaid  had  an  im- 
pact. Nevertheless,  long  before  the  federal  government  ap- 
peared on  the  scene,  the  primary  players  in  the  appalachian 
region  working  for  better  medicine  were  private  organiza- 
tions like  the  TSMA,  the  Fund,  and  local  communities.  With 
this,  such  clinics  became  a permanent  asset  to  the  region. 

A further  implication  of  the  Pruden  Valley  experiment  is 
that  it  provided  a blueprint  for  similar  initiatives  in  other  ru- 
ral areas.  Although  the  impetus  behind  the  clinic’s  creation 
had  been  provided  by  the  TSMA,  it  was  truly  a group  effort, 
where  a number  of  resources  were  martialed  toward  a par- 
ticular end.  Undergirding  this  effort  was  the  availability  of 
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funding,  as  well  as  cooperation  between  various  groups,  in- 
cluding organized  medicine.  This  point  is  significant. 

Lasting  reform  in  health  care  will  happen  only  when  all 
the  players  in  the  arena  are  involved.  For  its  part,  organized 
medicine  must  become  more  engaged  in  the  issue  of  assur- 
ing access.  On  the  other  hand,  reformers  must  realize  that 
while  health  care  is  a multifaceted  enterprise,  the  medical 
profession  still  holds  center  stage,  and  always  will.  There- 
fore, it  is  imperative  that  physicians  be  treated  with  the  re- 
spect to  which  their  educational  attainment  and  work  experi- 
ence entitles  them. 

These  matters  are  of  the  utmost  importance,  since  the  ques- 
tion of  national  health  insurance  will  reemerge.  The  health 
crisis  referred  to  during  the  early  1990s  is  continuing.  Many 
people  who  cannot  afford  heath  insurance  are  ineligible  for 
Medicaid,  and  with  the  recent  changes  made  relative  to  Aid 


to  Families  with  Dependent  Children  (welfare),  the  popula- 
tion of  “ineligibles”  will  be  increasing.  In  such  a situation, 
everyone  pays.  Since  most  hospitals  cannot  refuse  treatment 
to  medically  indigent  patients,  they  simply  pass  the  costs  on 
to  the  insured.70  In  addition,  because  indigent  patients  have 
usually  delayed  treatment,  their  medical  services  are  usually 
the  most  expensive. 

Sooner  or  later,  a comprehensive  solution  will  have  to  be 
found.  The  experience  gained  by  the  Pruden  Valley  experi- 
ment would  certainly  point  the  way  for  effective  use  of  re- 
sources for  rural  health  initiatives.  By  using  this  model,  re- 
formers could  achieve  their  goals,  while  at  the  same  time  not 
simply  throwing  money  at  the  problem. □ 
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Promptly  Send  Address  Changes  to  BME 

Each  year  at  license  renewal  time,  many  physicians  never  get  a renewal  form  because  they  forgot  to  notify  the  Board  of 
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Oral-Facial  Sports  Injuries 

James  A.  Cillcrist,  DDS,  MPH;  David  E.  Brumley,  DDS,  MPH 


Oral-facial  injuries  include  hematomas;  lacerations  to  the 
lips,  gingiva,  tongue  or  cheek;  bruises;  fractured  teeth;  avulsed 
teeth;  dislocations;  fractured  bones;  concussions;  eye  inju- 
ries; brain  injuries;  and  in  rare  cases  even  death.1  Oral-facial 
injuries  can  be  unintentional  (caused  by  accidents)  or  inten- 
tional (caused  by  assaults  or  domestic  violence  such  as  abuse 
of  a child,  spouse,  or  the  elderly).  Contact  sports  are  a major 
contributing  cause  of  unintentional  oral-facial  injuries.  It  is 
estimated  that  every  athlete  in  the  United  States  has  a 10% 
chance  of  sustaining  an  injury  to  the  face  or  mouth  during 
each  season  of  play,  and  has  a 45%  chance  of  an  oral-facial 
injury  during  the  playing  career.2’3 

Certain  sports  place  athletes  at  an  increased  risk  for  oral- 
facial  injuries.  Prior  to  making  oral-facial  protective  devices 
(mouthguards,  faceguards,  and  headgear)  a mandatory  re- 
quirement for  high  school  football  players  in  1962,  50%  of 
all  sports-related  injuries  were  associated  with  football.  This 
sport  now  accounts  for  less  than  2%  of  all  oral-facial  injuries 
despite  a compliance  rate  among  school-aged  football  play- 
ers of  only  12%.'  Other  contact  sports  associated  with  a 
high  incidence  of  oral-facial  injuries  include  basketball,  base- 
ball, wrestling,  soccer,  field  hockey,  lacrosse,  volleyball,  and 
softball.4-5 

Trauma  to  the  teeth  is  one  of  the  most  common  and  most 
preventable  types  of  oral-facial  injury,  and  it  is  estimated 
that  13%  to  39%  of  such  injuries  are  sports-related.6  In  the 
United  States,  as  many  as  5 million  teeth  are  annually  avulsed 
from  all  causes.2  The  first  national  survey  to  study  the  preva- 
lence of  injury  to  the  incisor  teeth  in  children  and  adults  was 
Phase  1 of  the  National  Health  and  Nutrition  Examination 
Survey  (NHANES  III)  conducted  from  1988- 1991. 7 Find- 
ings revealed  one  in  four  (25%)  Americans  ages  6 to  50  years 
had  sustained  injury  to  upper  or  lower  permanent  anterior 
teeth,  and  the  prevalence  of  incisor  trauma  was  higher  in  males 
than  females  for  all  age  categories. 

Figure  1 presents  findings  from  an  oral  health  survey  con- 
ducted in  Tennessee  in  1997.  On  average,  7%  of  5-  to  1 1 -year- 
old  children  had  sustained  trauma  to  one  or  more  permanent 
incisor  teeth.  Figure  2 illustrates  that  incisor  trauma  increases 
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Figure  1.  Prevalence  of  clinical  signs  of  incisor  trauma,  5-  to  11 -year- 
olds,  Tennessee,  1997  (N=1 5,693). 


with  age  and  is  cumulative.  At  age  5,  there  was  no  evidence 
of  permanent  incisor  trauma  because  few  permanent  anterior 
teeth  have  erupted  at  this  age.  By  age  1 1,  however,  15%  of 
the  children  already  had  experienced  injury.  Similar  to  the 
national  survey,  males  had  a higher  prevalence  of  tooth  trauma 
than  females  for  all  ages. 

There  are  three  different  types  of  mouthguards:  stock 
mouthguards,  mouth-formed  (boil-and-bite)  mouthguards, 
and  custom-fit  mouthguards  that  are  constructed  and  fitted 
by  dentists/  Custom-fit  mouthguards  include  vacuum-formed 
or  laboratory-laminated  types,  and  are  more  expensive  than 
the  other  two  types,  but  they  have  distinct  advantages.  Cus- 
tom-made mouthguards  are  more  comfortable  to  wear,  are 
more  compatible  with  the  occlusion,  and  are  better  retained. 
Therefore,  they  are  also  much  more  likely  to  be  worn.1-5  Stock 
and  mouth-formed  mouthguards  do,  however,  offer  more  pro- 
tection than  no  mouthguard. 

Healthy  People  2000  includes  an  objective  that  addresses 
the  need  for  extending  the  requirement  for  use  of  effective 
oral-facial  protection  to  all  organizations,  agencies,  and  in- 
stitutions sponsoring  sporting  and  recreation  events  that  pose 
risks  of  injury  to  the  participants/  Oral-facial  protective  de- 
vices such  as  mouthguards  and  headgear  are  readily  avail- 
able, and  are  very  effective  in  reducing  the  incidence  of  in- 
jury. Athletes  who  do  not  wear  a mouthguard  are  60  times 
more  likely  than  those  who  wear  mouthguards  to  sustain  hard 
tissue  oral-facial  injuries.5 

Health  care  professionals  need  to  be  aware  that  a growing 
number  of  their  patients,  both  young  and  old,  are  involved  in 
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Figure  2.  Percentage  of  children  ages  5 to  11  years  with  one  or  more  permanent  incisors  with  clinical  signs  of  trauma,  Tennessee,  1997  (N=1 5,693). 


number  of  their  patients,  both  young  and  old,  are  involved  in 
sports  and  athletic  activities  that  place  them  at  risk  for  oral- 
facial  injuries.  Therefore,  these  professionals  play  an  impor- 
tant role,  and  perhaps  even  have  an  obligation,  to  identify 
and  educate  patients  who  participate  in  sports  activities.  One 
simple  approach  is  to  include  questions  on  the  patient’s  health 
history  form  that  elicit  such  information.  Moreover,  when 
parents  bring  their  children  for  sports  physical  examinations, 
health  care  providers  have  the  perfect  opportunity  to  educate 
both  child  and  parent  about  the  potential  for  common  sports- 
- related  injuries  and  about  the  necessity  for  wearing  oral-fa- 
cial protective  devices. □ 
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A 30- Year-Old  Man 
With  Hypopituitarism 


Case  Report 

A 30-year-old  white  man  with  end  stage  renal  disease 
secondary  to  hemolytic  uremic  syndrome  as  an  infant,  who 
had  been  receiving  hemodialysis  since  1993,  presented  to 
Vanderbilt  University  Medical  Center  complaining  of  fever, 
chills,  and  a red,  tender  dialysis  site.  He  had  a history  of  in- 
termittent hypotension  over  the  past  three  years,  with  severe 
episodes  of  orthostasis  approximately  three  times  per  week. 
Although  his  hypotension  was  frequently  symptomatic,  he 
never  lost  consciousness.  The  episodes  were  unrelated  to  di- 
alysis, although  he  also  reported  being  more  hypotensive 
during  dialysis  sessions.  In  addition,  he  complained  of  fa- 
tigue, insomnia,  depression,  and  lack  of  energy. 

The  patient’s  native  kidneys  had  been  removed  and  he  had 
had  three  failed  renal  transplants.  He  had  contracted  chronic 
active  hepatitis  B from  a blood  transfusion. 

Physical  examination  revealed  an  obese  white  man  who 
appeared  much  younger  than  his  stated  age.  His  blood  pres- 
sure was  58/30  mm  Hg,  pulse  96/min,  temperature  99.5°F, 
and  respiratory  rate  20/min.  He  had  no  thyromegaly,  his  lungs 
were  clear,  and  there  were  no  cardiac  abnormalities.  He  had 
gynecomastia.  He  had  multiple  well-healed  abdominal  sur- 
gical scars,  and  very  small  testicles  with  Tanner  stage  IV  de- 
velopment. His  skin  was  hyperpigmented,  and  he  had  no 
axillary  hair. 

Intravenous  antibiotics  cleared  his  dialysis  catheter  site 
infection.  His  constellation  of  clinical  symptoms,  including 
fatigue  and  lack  of  energy  and  physical  findings,  suggested 
endocrine  dysfunction,  and  a workup  was  undertaken  to  as- 
sess his  adrenal,  thyroid,  testicular,  and  pituitary  function.  A 
short  cosyntropin  stimulation  test  revealed  a pre-test  cortisol 
level  of  3 ng/dl  (normal  8 to  25),  which  increased  to  13  ng/dl 
post-cosyntropin  (normal  >20).  His  thyroid  functions  in- 
cluded a TSH  that  was  low  normal  at  2.31  p.U/ml  (normal 
0.2  to  4.0),  a free  T4  of  0.5  ng/dl  (normal  0.9  to  2.8),  a T,  of 
0.8  pg/ml  (normal  2.3  to  4.2),  and  a total  T4  of  2.7  p.g/dl 
(normal  4.6  to  12).  His  FSH  and  LH  were  both  in  the  low 
normal  range,  and  his  testosterone  level  was  0.02  ng/dl  (nor- 
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University  Medical  Center,  Nashville. 


mal  0.9  to  4.7).  His  prolactin  level  was  markedly  elevated  at 
65.3  ng/ml  (normal  3 to  16).  A prolonged  cosyntropin  stimu- 
lation test  demonstrated  a post-test  cortisol  of  44  ng/dl  (nor-  ; 
mal  >20).  His  adrenocorticotropin  hormone  (ACTH)  was 
markedly  depressed  at  0.57  pg/ml  (normal  <60  pg/ml). 

The  laboratory  data  suggested  a diagnosis  of  panhypopi- 
tuitarism. An  MRI  of  the  head  was  performed  to  determine 
the  presence  of  a pituitary  mass  or  other  pituitary  or  hypotha- 
lamic abnormality,  but  it  was  normal.  Therapy  subsequently 
started  with  hydrocortisone,  thyroid  replacement,  and  testos-  : 
terone  gave  a rapid  increase  in  his  blood  pressure  to  96/60  I 
mm  Hg  and  resolution  of  his  fatigue  and  lack  of  energy. 

Discussion 

This  patient  was  diagnosed  with  hypopituitarism,  most  f 
likely  due  to  a hypothalamic  lesion.  The  hypothalamus  se- 
cretes  cortisol  releasing  hormone  (CRH),  thyroid  releasing  ] 
hormone  (TRH),  and  gonadotropin  releasing  hormone  (GnRH),  j 
which,  in  turn,  stimulates  the  pituitary  gland  to  secrete  ACTH,  f, 
thyroid  stimulating  hormone  (TSH),  and  follicle  stimulating  ; 
hormone  (FSH)  and  luteinizing  hormone  (LH),  respectively.  | 
The  hypothalamus  also  secretes  dopamine,  which  tonically  t 
inhibits  prolactin  secretion.1 

The  laboratory  findings  all  suggest  a diagnosis  of  hypopi-  I 
tuitarism  instead  of  primary  endocrine  gland  dysfunction.  : 
Adrenal  insufficiency  was  suggested  by  the  lack  of  response. ! 
to  a short  cosyntropin  stimulation  test.  The  prolonged  stimu-  ! 
lation  test  indicated,  however,  that  the  glands  could  function  ; 
in  response  to  ACTH  but  had  likely  atrophied  from  lack  of  ! 
stimulation.  The  markedly  suppressed  ACTH  level  confirmed  - 
this  finding.  The  patient’s  thyroid  function  tests  were  also  i 
consistent  with  secondary  (due  to  pituitary  dysfunction)  or 
tertiary  (due  to  hypothalamic  dysfunction)  hypothyroidism  i 
and  likely  explain  his  obesity,  fatigue,  and  depression. 

This  patient  also  had  a markedly  elevated  prolactin  level. 
Prolactin  levels  are  often  not  depressed  with  panhypopitu- 
itarism, and  may  be  elevated  due  to  a lack  of  inhibition  of 
prolactin  secretion  by  a deficiency  of  dopamine.  Further, 
chronic  renal  failure  can  elevate  prolactin  levels.  Since  hyper- 
prolactinemia inhibits  the  secretion  of  GnRH  and,  therefore, 
FSH,  LH,  and  testosterone,  it  is  difficult  to  discern  whether 
or  not  this  patient’s  low  sex  hormone  levels  were  due  to  a | 
lack  of  production  by  the  pituitary.1-2  His  ability  to  produce  ! 
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prolactin,  however,  makes  secondary  hypopituitarism  a more 
likely  etiology  than  primary  hypopituitarism. 

The  etiology  of  this  patient’s  hypopituitarism  was  never 
determined.  There  are  many  causes  of  primary  and  second- 
ary hypopituitarism,  including  pituitary  tumors,  hypothalamic 
tumors,  granulomatous  disease,  metastatic  carcinoma,  hem- 
orrhage, trauma,  and  radiation  therapy.2' Pituitary  tumors  are 
the  most  common  cause  of  acquired  hypopituitarism,  with 
an  annual  incidence  of  0.2  to  2.8  per  1 .000  population.'  Both 
microadenomas  and  macroadenomas,  secretory  or  nonsecre- 
tory,  can  cause  hypopituitarism.'  Hypopituitarism  usually  has 
an  insidious  onset  and  can  be  difficult  to  diagnose  because  of 
the  vagueness  of  symptoms.  In  addition,  symptoms  vary  de- 
pending on  the  type  of  hormonal  deficiency  present. 

Once  the  diagnosis  of  hypopituitarism  has  been  made,  the 
hypothalamic  and  pituitary  region  should  be  radiographically 
imaged  to  rule  out  any  mass  lesion  or  structural  abnormali- 
ties. Magnetic  resonance  imaging  (MRI)  with  intravenous 
gadolinium  is  considered  the  study  of  choice  and  is  preferred 
over  computed  tomography  (CT)  because  of  better  visual- 


ization of  the  optic  chiasm,  pituitary  stalk,  and  cavernous 
sinuses.'  In  this  patient,  no  abnormalities  were  present  on 
MRI;  nonetheless,  he  most  likely  had  a hypothalamic  lesion, 
leading  to  a decreased  secretion  of  pituitary  hormones. 

Treatment  of  hypopituitarism  involves  hormone  replace- 
ment. Patients  need  to  understand  a lack  of  cortisol  and 
thyroxine  can  be  fatal  and  that  treatment  must  therefore  be 
continued  for  life.  This  patient  had  a dramatic  response  to 
hormone  replacement,  with  a rapid  rise  in  his  blood  pressure 
and  a decrease  in  orthostatic  symptoms.  Replacement  of  sex 
hormones  is  important  in  both  men  and  women  to  help  pre- 
vent osteoporosis.  Patients  with  adrenal  insufficiency  need 
to  inform  all  physicians  involved  in  their  care  so  that  stress 
dose  corticosteroids  can  be  given  in  time  of  illness  or 
perioperatively.O 
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Tennessee  Medical  Association  164th  Annual  Meeting 
April  8-10,  1999,  Opryland  Hotel,  Nashville 


Registration  Form 


Registration  Form  should  be  received  by  TMA  before  April  2,  1999 


Full  Name 


‘Address 


City /St/Zip 


‘This  is  my  □Home  Address  / □Office  Address 


Office  Telephone 


Fax 


Home  Phone 


Email  Address 


Component  or  County  Medical  Society: 

Status:  □ Delegate  □ Alternate  Delegate  □ Ex-officio  (which  office) 
(please  only  check  one)  □ Sponsor  □ Presenter/Guest  □ Other 


Your  Guests 


Full 

Name 

□ Spouse 

□ Child 

□ Guest 

Full 

Namp 

n.Rpmisp 

□ Child 

□ Guest 

Full 

Name 

□ Spouse 

□ Child 

□ Guest 

Ticketed  Functions 

No.  of  Tickets 

Total 

IMPACT  Luncheon 

(5)  $35.00 

$ 

President’s  Dinner 

(©  $40.00 

$ 

Total  of  Ticket  Purchases 

$ 

Ticket  refunds  for  TMA  events  will  not  be  made  if  cancellation  notice  is  received  after  5:00  pm  CDT  on  April  5,  1999. 

Method  of  Payment 

□ Check  payable  to  TMA 

□ Credit  Card*  (QMC  QVisa) 

CC# Exp.  Date 


Name  as  it  appears  on  Card 


Return  completed  form 
with  any  payment  to: 

Annual  Meeting  Registrar 
Tennessee  Medical  Assn. 

PO  Box  120909 
Nashville  TN  37212-0909 

‘Credit  Card  Registrations 

may  be  faxed  to  TMA  at 
(615)  385-3319. 


Signature 


News  and  Views 


TMA  Alliance  Report 


TMA  Alliance  Annual  Meeting 

The  Annual  Meeting  of  the  TMA  Alliance  will  be  held  at  the 
beautiful  Opryland  Hotel  on  April  8-10,  1999.  Hosts  for  the 
meeting  will  be  Middle  Tennessee  county  alliances.  All  county 
alliances  are  encouraged  to  come  and  join  in  the  activities,  which 
begin  with  committee  meetings  and  a meeting  of  the  TMAA 
Board  on  Thursday.  On  Thursday  evening  the  Alliance  mem- 
bers and  guests  will  board  the  fabulous  General  Jackson  Show- 
boat  for  a cruise  on  the  Cumberland  River,  dinner,  and  a stage 
show. 

Delegates  will  meet  on  Friday  to  conduct  the  business  of  the 
Alliance.  The  luncheon  on  Friday  will  honor  past  TMAA  presi- 
dents and  current  county  presidents.  Luncheon  speaker  will  be 
columnist  Nell  Mohney,  from  Chattanooga.  On  Friday  evening 
Alliance  members  will  join  TMA  members  at  a reception  hon- 
oring TMA  President,  Dr.  David  Gerkin,  and  TMA  Alliance 
President,  Dolores  Chandra. 

On  Saturday  the  meeting  will  conclude  its  business  with  the 
installation  of  the  1999-2000  officers. 

The  Alliance  is  honored  to  have  the  President  of  the  AMA 
Alliance,  Colleen  Adam  from  Nebraska,  as  its  guest.  Mrs.  Adam 
will  bring  greetings  and  current  information  from  the  AMAA. 
Also  attending  will  be  Southern  Medical  Association  Auxiliary 
President,  Jeanny  Kalaycioglu  from  West  Virginia. 

A silent  auction  to  raise  funds  for  the  AMA  Foundation  will 
begin  on  Thursday  morning  and  end  at  noon  on  Friday.  This 
tradition  is  an  important  part  of  the  TMAA’s  fund-raising  effort 
for  this  very  worthy  cause.  The  TMAA  invites  all  Alliance  mem- 
bers and  TMA  members  to  participate  in  raising  funds  for  medi- 
cal schools  and  medical  students. 

“TMAA  Cares”  is  President  Dolores  Chandra’s  theme  for 
the  year.  All  Alliance  members  are  invited  and  urged  to  attend 
the  wrap-up  and  celebration  of  this  year’s  work  of  caring  for  the 
health  needs  of  fellow  Tennesseans. 

Information  for  registration  can  be  found  in  the  Alliance 
newsletter,  Volunteer  Voice,  or  by  contacting  Tonya  Malzone, 
TMAA  Executive  Secretary,  at  800/659-1862,  ext.  151. 

Annelle  Bond  and  Nancy  Edwards 
TMAA  Convention  Chairmen 


In  Memoriam 


James  F.  Allbritten,  MD,  age  54.  Died  December  24,  1998. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 

Marvin  Edward  Deck,  MD,  age  65.  Died  December  17,  1998. 
Graduate  of  Vanderbilt  University  School  of  Medicine.  Mem- 
ber of  Macon  County  Medical  Society. 

Daniel  F.  Fisher,  MD,  age  84.  Died  December  1 1,  1998.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Memphis-Shelby  County  Medical  Society. 


James  Carmack  Hudgins  Jr.,  MD,  age  61.  Died  December  6, 
1998.  Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Lawrence  County  Medical  Society. 

Horace  Mott  Leeds,  MD,  age  79.  Died  January  10,  1999.  Gradu- 
ate of  University  of  Cincinnati  College  of  Medicine.  Member 
of  Scott  County  Medical  Society. 

Robert  Mabe,  MD,  age  77.  Died  December  12,  1998.  Graduate 
of  Harvard  Medical  School.  Member  of  Chattanooga-Hamilton 
County  Medical  Society. 

William  Feland  Meacham,  MD,  age  85.  Died  January  17,  1999. 
Graduate  of  Vanderbilt  University  School  of  Medicine.  Mem- 
ber of  Nashville  Academy  of  Medicine. 

Charles  Gordon  Sell,  MD,  age  81.  Died  December  31,  1998. 
Graduate  of  Cambridge  (England)  University  School  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 

Vernon  Hibbett  Sharp,  MD,  age  66.  Died  January  21,  1999. 
Graduate  of  Vanderbilt  University  School  of  Medicine.  Mem- 
ber of  Nashville  Academy  of  Medicine. 

Alfred  Shousha,  MD,  age  74.  Died  November  7,  1998.  Gradu- 
ate of  Kasr  El  Aini  Faculty  of  Medicine  (Egypt).  Member  of 
Nashville  Academy  of  Medicine. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

COCKE  COUNTY  MEDICAL  SOCIETY 

Douglas  A.  Lipperd,  MD,  Newport 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Vladimir  Lytchakov,  MD,  Crossville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Howard  L.  Cummings,  MD,  Knoxville 
Mary  L.  Wilson,  MD,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

John  R Swidryk,  MD,  Columbia 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

Audrey  W.  Coo,  MD,  Memphis 
Louis  V.  Eberle  III,  MD,  Memphis 
Wendy  M.  Gunther,  MD,  Memphis 
Gregg  E.  Mitchell,  MD,  Memphis 
Gregory  C.  Mitchell,  MD,  Memphis 
Harvey  A.  Poret  III,  MD,  Memphis 
Daniel  J.  Scott  III,  MD,  Memphis 
David  M.  Sharfman,  MD,  Memphis 
O ’Brian  C.  Smith,  MD,  Memphis 
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MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Philip  T.  Madaelil,  MD , Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Brian  S.  Biesman,  MD,  Nashville 
Curtis  J.  Hagenau,  MD,  Nashville 
Daniel  S.  Javier,  MD,  Nashville 
Nancy  E.  O’Dell,  MD,  Nashville 
Erin  G.  Pritchett,  MD,  Nashville 
David  M.  Schull,  MD,  Nashville 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Sharon  E.  Lad,  MD,  Kingsport 
Christopher  G.  Martin,  MD,  Kingsport 
Pius  James  A.  Powers,  MD,  Kingsport 

TIPTON  COUNTY  MEDICAL  SOCIETY 

Roy  M.  Dement,  MD,  Covington 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Thomas  M.  Gorman,  MD,  Franklin 


AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician's  Recognition  Award  during  December,  1998.  This 
list,  supplied  by  the  AMA,  does  not  include  members  who  reside 
in  other  states.  Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two,  or  three  years.  For  the  one-year  award,  physicians 
report  50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME.  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1 . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Hobart  H.  Beale,  MD,  Martin 
Willem  E.  Bok,  MD,  Cleveland 
Blaise  E.  Ferraraccio,  MD,  Clarksville 
Alfred  C.  Hanscom,  MD,  Ooltewah 
Ronald  J.  Johnson,  MD,  Memphis 
Alexander  C.  McLeod,  MD,  Nashville 
Kenneth  J.  Phelps  Sr.,  MD,  Lewisburg 
Larry'  D.  Reed,  MD,  Crossville 
Theresa  T.  Smith,  MD,  Jackson 
Kenneth  N.  Wyatt,  MD,  Hendersonville 


Personal  News 


Thomas  Fliedner,  MD,  Athens,  has  been  certified  as  a Diplo- 
mate  of  the  American  Board  of  Obstetrics  and  Gynecology. 

Karl  C.  Jonas  Jr,  MD,  Covington,  has  been  appointed  to  a two- 
year  term  of  the  board  of  governors  of  the  American  College  of 
Surgeons. 


Thomas  A.  Smith,  MD,  Winchester,  has  been  named  the  1998 
“Outstanding  Citizen”  by  the  Franklin  County  Chamber  of 
Commerce. 

Barbara  Snell,  MD,  Nashville,  has  received  the  “Health  Care 
Provider  of  the  Year”  award  from  the  Mayor’s  Advisory  Com- 
mittee for  People  with  Disabilities. 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meets 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  al 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active; 
practice  with  evidence  of  liability  coverage. 

Special  Coiiferences/Seniinars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

April  3 Primary  Care  Seminar  - Nephrology 

April  15-16  Endoscopic  Sinus  Surgery  Workshop 

May  7-8  Phonosurgery  Workshop 

May  20-23  16th  Annual  Family  Medicine/Primary  Care  Update 
June  4-5  23rd  AnnualSonography  Symposium 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-82 1 1 MCN.  Nashville,  TN  37232,  Tel.  (615; 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Chattanooga 

April  5-9  Primary  Care  Medicine  Update — Paradise  Island 
Bahamas 

June  15-19  Family  Medicine  Update 
Knoxville 


April  14-17 
May  8 
May  14 
May  19-21 

June  7-8 
June  17-19 


22nd  Annual  Family  Practice  Update — Pigeon  Forge 
Pathology  Society  Spring  Meeting 
Emergency  Medicine/Trauma  Symposium 
1 7th  Annual  Smoky  Mountains  Seminar  in  Ob/Gyn— 
Pigeon  Forge 

1 5th  Annual  Azheimer’s  Disease  Seminar — Gatlinbur; 
44th  Great  Smoky  Pediatric  Seminar — Gatlinburg 
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June  22-24  Advanced  Cardiac  Life  Support  Course 
June  29-30  Pediatric  Advanced  Life  Support  Course 
July  28-31  4th  Annual  Internal  Medicine  Conference — Pigeon 
Forge 

Sept  24-25  4th  Annual  Cardiology  Update  1999 

For  information  contact  Mr.  Mike  Spikes,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)  448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and  departments 
in  the  medical  school  to  allow  practicing  physicians  to  participate  in 
the  service’s  activities  for  a period  of  one  day  to  one  week.  This 
program  provides  an  opportunity  for  physicians  to  study  in  depth 
for  a specified  period.  The  schedule  of  activities  is  individualized  in 
response  to  the  physician’s  request  by  the  participating  department. 
The  experience  includes  conferences,  ward  rounds,  audiovisual 
materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


cAa 

Carolyn  Avery  & 
Associates,  Inc. 

♦ TMA  Physician 
Services  Workshop 
Coordinator 

♦ Employee  Personnel 
Manuals 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 


POB  159012  • Nashville,  TN  3721 5-9012 

(615)383-6321  • Fax  (615)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment” 


MARK YOUR 
CALENDARS  NOW 


TENNESSEE 

MEDICAL 

ASSOCIATION 

164TH  ANNUAL  MEETING 

April  8-10, 1999 
Opryland  Hotel,  Nashville 

( See  Registration  Form  on  page  100) 


Your  EM  Career 
and  Team  Health — 
A Perfect  Fit. 


Want  to  practice  in  a Level  I trauma  center  or  a community 
hospital  with  a low  volume?  Maybe  you  prefer  a pediatric  or 
academic  facility?  No  matter  what  type  of  opportunity  you're 
looking  for.  Southeastern  Emergency  Physicians,  an  affiliate  of 
Team  Health,  can  meet  your  needs.  Headquartered  in  Knoxville, 
we  currently  have  both  full-  and  part-time  Emergency 
Medicine  opportunities  throughout  the  state  of  Tennessee. 

All  opportunities  with  Southeastern  Emergency  Physicians 
provide  competitive  compensation,  paid  malpractice  insurance  and 
a flexible  schedule  with  no  on-call.  No  J-l  opportunities  available. 

TEAM  For  more  information  on  these  opportunities, 
please  call  Lee  Ann  Long  at 
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Fax:  (901)  658-2783 
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order.  Each  listing  will  be  removed  after  its  first  publication  unless 
otherwise  instructed.  Fee-for-service  agency  advertisements  are  not 
accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box  120909,  2301 
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Healthcare  system  in  Clarksville,  TN.  Small-town  atmosphere, 
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right  into  a ready-made  practice  situation,  in  a physician-friendly 
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Please  call  Pat  Sewell  at  931/551-1561  or  615/777-3355  or  FAX 
931/551-1565. 
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PROFESSIONAL  DOCTOR  OF  TRADITIONAL  CHINESE 
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practice  Acupuncture,  Chinese  Herbology,  Bodywork  Therapy, 
Qi-gong,  Taiji,  or  other  techniques  of  supplement  medicine  un- 
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tional Certification  Commission  for  Acupuncture  and  Oriental 
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the  Minnesota  Medical  Board.  Please  contact  Dr.  Yilum  Wang, 
345  Normandy  Circle,  Nashville,  TN  37209.  Call  615/298-4198 
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Call  Administrator 
1-800-656-7519 
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5949.  The  State  of  Tennessee  is  an  EEO  employer. 
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Thanks  to  the  Tennessee  Consultation  Center  (TCC),  a physician-to-physician  consultation  with  a medical  or  dental 
professional  is  right  at  your  fingertips.  All  you  have  to  do  is  choose  The  University  of  Tennessee  Medical  Center 
physician  or  dentist  with  whom  you  wish  to  speak  from  the  TCC  Directory  of  Consultants.  Dial  1-800-442-8862, 
give  the  TCC  operator  your  name,  location  and  phone  number,  and  you  will  be  connected  with  the  colleague  or  service 
you  have  requested. 

In  addition  to  professional  consultation,  you  can  use  the  TCC  to  obtain  laboratory  results,  patient  information  and 
information  on  continuing  medical  and  dental  education  programs. 

And  there’s  no  charge  for  these  services... or  for  the  call. 

Call  TCC  now  for  consultation  or  to  receive  your  free  copy  of  the  TCC  Directory 
of  Consultants. 

Tennessee  Consultation  Center 

1-800-442-8862 


THE  UNIVERSITY  OF  TENNESSEE 
MEDICAL  CENTER  AT  KNOXVILLE 


The  University  of  Tennessee  Medical  Center  at  Knoxville  is  comprised  of  University  Memorial  Hospital 
and  the  Graduate  School  of  Medicine  Together,  these  entities  embody  the  Medical  Center's  philosophy 
and  mission  through  the  spirit  of  exploration,  the  passion  for  teaching,  and  the  compassion  to  restore 
The  University  of  Tennessee  is  an  EEO  AA  Title  IX/  Section  504  ADA  employer 


President’s  Comments 


David  G.  Gerkin,  MD 


I Take  Pen  in  Hand! 

I am  fortunate  enough  to  have  received  several  letters  from  my  grandfather  with  the  above 
salutation.  Sounds  “old  timey.”  It  was.  My  grandfather  would  be  130  years  old  this  year.  It  was 
a greeting  given  by  someone  whose  action  in  doing  so  expressed  great  love  and  honor  to  the 
person  they  were  greeting.  I have  “taken  pen  in  hand”  when  writing  these  comments  during  the 
last  year.  Probably  not  in  the  same  sense  of  “love,”  but  with  sincere  honor  and  a great  sense  of 
responsibility. 

For  many  years  I have  traveled  the  state  speaking  to  medical  groups,  and  have  constantly 
heard  the  comment  that  I am  wasting  time  preaching  to  the  choir.  That  bothered  me  for  a while, 
but  I soon  realized  that  the  choir  is  one  of  the  most  important  groups.  After  all,  the  choir 
members  are  the  ones  who  can  and  do  spread  the  “word.”  You  are  members  of  the  choir  for  your 
local  medical  society,  the  choir  for  the  TMA,  the  choir  for  our  patients,  and  the  choir  for  our 
colleagues.  Yes,  for  even  those  who  have  not  come  out  of  the  “dark  side.”  They  are  the  ones  who 
frustrate  me  most. 

I am  tired,  no,  not  of  patient  care,  not  of  organized  medicine,  not  of  giving  myself  to  others 
less  fortunate,  not  of  carrying  the  burdens  of  my  colleagues,  but  tired  of  those  professional 
colleagues,  the  ones  who  are  willing  to  enjoy  the  benefits  of  organized  medicine  without 
taking  responsibility,  and  without  making  a contribution.  They  are  the  very  ones  who  say, 
“why  doesn’t  the  TMA  and  AMA  do  something  about  it?”  when  a problem  arises.  The  ones  I 
call  “freeloaders.”  They  sit  on  the  sidelines  and  watch  while  the  rest  of  us  are  taking  care  of  the 
business  of  our  medical  profession.  This  attitude  incenses  me,  irritates  me,  but  also  energizes  me. 

It  stands  to  reason  that  physicians  in  the  future  won’t  join  organizations  if  they  feel  alien- 
ated and  voiceless.  A perception  that  the  TMA  and  the  AMA  are  out  of  touch  with  the  main- 
stream of  medicine  could  quickly,  and  irrevocably,  turn  into  a rapid  slide  toward  isolation  and 
irrelevance.  That  is  an  outcome  that  would  gladden  only  the  hearts  of  health  plan  executives 
and  government  bureaucrats.  A world  without  organized  medicine  would  suit  them  fine.  No 
one  left  to  speak  out  for  patients.  No  one  left  to  speak  out  for  doctors.  No  more  nettlesome 
arguments  about  ethics,  medical  rights,  or  fair  reimbursement. 

The  health  economist  Uwe  Reinhardt  describes  physicians  and  their  organized  medical 
activities  this  way.  “They  are  a complicated  group.  It’s  an  association  with  two  heads,  and 
wearing  two  hats:  One  hat  fits  the  ethical  professional  association  that  disseminates  the  latest 
medical  science,  helps  its  members  update  their  learning,  and  serves  as  an  advocate  for  public 
health.  The  other  fits  the  self-interested  trade  group  willing  to  ‘get  its  hands  dirty  negotiating 
fee  schedules’  and  guarding  its  power.”  He  is  so  right!  There  is  no  other  way  to  protect  our 
patients,  promote  scientific  integrity,  preserve  our  profession,  and  reward  us  with  decent  lives 
for  our  efforts. 

We  are  perceived  as  the  weak  link  because  we  do  not  present  a united  front.  That  is  why  I 
attack  the  “freeloaders”  with  fact  and  “love.”  I tell  them  what  they  are  doing  to  their  colleagues 
and  their  patients.  Excuses  as  to  cost  I blow  away.  It  amounts  to  80  cents  a day  for  my  local 
medical  society,  $1 .08  for  the  TMA  and  $1.15  for  the  AMA,  with  a grand  total  of  $3.03.  This 
amount  of  value  for  that  price  is  the  best  deal  in  the  world.  Disagreement  with  policy  and 
activities  can  be  influenced  only  by  being  a part  of  the  solution.  There  is  no  way  they  can 
counter  this  except  to  desire  to  remain  isolated  and  unhappy,  and  to  perpetuate  the  “Plague  of 
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Fatalism”  that  we  let  engulf  us. 

We  have  a choice,  we  can  continue  the  “plague  of  fatalism”  in  all  the  wrong  places;  in  our 
offices,  our  homes,  and  our  social  lives.  Or  we  can  strive  to  enjoy  what  we  do  best:  that  is  to  heal 
the  sick.  This  is  my  vision:  it’s  time  that  we  strive  to  be  happy  practicing  medicine  while 
adjusting  to  the  changes  going  on  around  us.  I want  to  see  physicians  holding  their  heads  up 
again.  The  battle  to  stay  positive  despite  the  changes  is  the  battle  we  must  fight. 

Have  no  doubt,  if  we  fight  back,  we  will  become  better  physicians.  If  we  don’t  allow  the 
specter  of  impending  doom  to  haunt  our  lives,  we  will  remember  how  we  used  to  love  practic- 
ing medicine.  Our  love  for  medicine,  in  turn,  allows  us  to  focus  on  the  patient.  Advances  in 
technology  have  made  it  possible  for  us  to  do  so  much  more  for  our  patients — and  this  point 
shouldn’t  be  underplayed.  But  sometimes  holding  a hand,  stopping  to  really  listen,  and  giving 
good  old-fashioned  comfort  can  do  so  much  more  for  the  sick  and  the  scared.  And  I promise 
you;  the  patient  won’t  be  the  only  one  who  feels  better.  And  just  as  a warm  hug  could  lift  the 
spirits  of  a patient,  a warm  hug  from  a family  member  could  very  well  lift  your  spirits.  During 
these  turbulent  times,  I encourage  you  to  revitalize  family  relationships.  Make  sure  your  family 
understands  that  they  are  loved,  and  they  will  love  you  in  return.  This  includes  not  just  your 
biological  family,  but  your  extended  family  of  colleagues  and  friends.  Join  us  in  the  battle. 
Belong,  and  care! 


Godspeed! 


HELP  FOR  PHYSICIANS 


The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who  have 
special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these 
illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The  Committee 
urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  enables  a physician’s 
impaired  condition  to  deteriorate. 


HELP  USTOHELP 


Call  theTMF  Physicians  Health  Program  at  (615)  665-2516  in  Nashville.  Telephone  message 
service  available  around  the  clock. 
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John  B.  Thomison,  MD 


So  Nicotine  Is  Addictive  . . . 


“There  is  an  herbe  which  is  sowed  a part  by  it  selfe  & is  called  by  the 
inhabitants  upp0woc[sic]:  In  the  West  Indies  it  hath  divers  names,  accord- 
ing to  the  severall  places  & countries  where  it  groweth  and  is  used:  The 
Spaniardes  generally  call  it  Tobacco.  The  leaves  thereof  being  dried  and 
brought  into  powder:  they  use  to  take  the  fume  or  smoke  thereof  by  sucking 
it  through  pipes  made  of  claie  into  their  stomacke  and  heade;  from  whence 
it  purgeth  superfluous  fleame  & other  grosse  humors.” 

A True  Report  of  the  New  Found  Land  of  Virginia 

by  Thomas  Hariot,  1588 


Once  upon  a time,  before  Thomas  Hariot,  an  employee  of  Sir  Walter  Raleigh,  wrote  the 
above  quoted  report,  there  was  no  tobacco  in  the  eastern  hemisphere.  It  was  likely  Sir  John 
Hawkins,  or  possibly  Thomas  Hariot,  who  first  brought  tobacco  to  England  from  the  New 
World,  but,  along  with  the  potato,  which  the  Incas  had  cultivated  for  centuries  as  food,  and  the 
tomato,  tobacco  was  looked  upon  with  suspicion  because  it  was  a member  of  the  nightshade 
family.  That  all  the  deadly  nightshade’s  siblings  were  deadly  was  disproved  when  Hariot  planted 
potatoes  on  Raleigh’s  plantation  in  Ireland,  establishing  it  as  the  Irish  staple,  and  with  Hariot’s 
report,  for  better  or  for  worse  the  place  of  tobacco  in  society  became  assured. 

Sir  Walter  Rawley,  which  is  how  he  pronounced  his  name  and  most  commonly  spelt  it,  along 
with  Ralegh  and  Rawleigh,  but  never  the  currently  used  Raleigh,  introduced  the  pipe-smoking 
of  tobacco  into  the  English  court.  Being  a debonair  member  of  the  court  and  a favorite  of  Queen 
Elizabeth  the  First,  he  was  a man  to  emulate,  and  so  the  infatuation  with  tobacco  became  a 
custom  and  then  a habit,  and  you  know  the  rest — at  least  where  tobacco  is  concerned. 

Though  this  is  a piece  about  tobacco  and  not  Sir  Walter,  it  is  worth  noting  that  he  was  a sort 
of  man  for  all  seasons — Renaissance  English  courtier,  explorer,  and  poet.  Because  he  was  her 
favorite,  the  Queen  would  not  allow  Sir  Walter  to  leave  her  side  to  take  part  in  many  of  his 
expeditions,  relegating  him  to  a position  of  patron  and  sponsor,  and  not  of  participant.  That 
royal  favor  ultimately  cost  him  his  head,  which,  embalmed,  traveled  with  his  wife  wherever  she 
went  until  she  died  many  years  later  at  the  age  of  82,  when  it  joined  its  owner’s  body.  So  much 
for  the  champion  of  tobacco  smoking. 

Though  it  likely  will  not  cost  me  my  head,  I realize  that  some  of  the  things  I am  about  to  say 
might  raise  the  hackles  of  tobacco  antagonists  (of  which,  incidentally,  I am  one,  though  you 
might  be  led  to  think  otherwise).  Since  that  is  so,  there  are  four  introductory  disclaimers  that  I 
need  to  make.  The  first  is  that  I am  approaching  this  as  a reformed  10  year,  pack-a-day-smoker 
of  cigarettes  who  kicked  the  habit  cold  turkey  on  Oct.  12,  1949,  just  a few  months  short  of  50 
years  ago.  My  second  disclaimer  will  not,  I am  certain,  be  disputed  by  any  more  than  a handful 
of  not  only  smokers,  but  former  ones  as  well,  including  even  those  who  experienced  their  initia- 
tion with  a few  horrid  drags  from  a fag,  but  stayed  with  it  beyond  the  ensuing  coughing  fit.  It  is 
that  all  those  subsequent  drags— the  longer  and  deeper  the  better — were  glorious.  There  is  no 
question  in  the  mind  of  almost  anyone  who  crossed  that  first  puff  hurdle  that  smoking  has  a 
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whole  lot  going  for  it.  That  is  true  of  even  most  reformed  smokers,  though  some  might  not 
admit  it,  even  to  themselves.  By  the  same  token,  it  is  very  hard  to  convince  confirmed  smokers 
that  it  has  even  more  going  against  it. 

My  third  disclaimer  is  that  should  I ever  have  the  misfortune  to  become  hooked  again,  which 
would  likely  take  just  two  cigarettes,  it  will  be  for  life.  I will  never,  ever  go  that  route  again.  I’ll 
die  first.  The  fourth  is  that  it  has  been  worth  all  the  trauma  it  took  to  get  me  here,  because  I am 
convinced  I would  otherwise  have  been  consigned  to  another  plane  many,  many  years  ago.  Not 
only  that,  compared  to  death  from  emphysema,  death  from  lung  cancer  is  a minor  side  effect  of 
smoking. 

Having  made  those  disclaimers,  I can  now  get  to  the  part  that  might  call  forth  some  gasps  of 
astonishment  or  even  worse.  Question:  What  exactly  is  it  in  smoking  that  causes  the  cancer  and 
emphysema?  Is  it  the  nicotine?  Answer:  It  is  not.  So  what  does  the  nicotine  do  to  the  smoker? 
Well,  basically  nothing.  But,  you  say,  OK,  it’s  the  tars  that  cause  the  cancer.  But  it  is  nicotine  as 
an  addictive  drug  that  hooks  them  and  makes  them  crave  the  cigarettes.  The  nicotine  is  what 
maintains  the  high  rate  of  recidivism  ....  It  is,  isn’t  it? 

Well,  partly.  But  certainly  not  entirely.  Still  other  things  must  obviously  be  at  work  if  other 
sources  of  nicotine,  such  as  the  nicotine  patch  or  chewing  gum,  will  not  alleviate  the  craving  for 
a cigarette  in  90%  of  those  who  use  them.  So  what  are  those  other  factors?  I have  a 47-year-old 
friend,  a long  time  smoker,  who  hasn’t  had  so  much  as  a puff  for  five  years  this  Valentine’s  Day, 
a fact — tragic,  she  says — she  was  bemoaning  to  me  the  other  day.  She  says  that  she  misses  it 
most  when  she  is  waiting  for  something  to  happen  and  has  nothing  to  do.  Yet  she  chews  nicotine 
gum  regularly.  After  I quit  smoking  I kept  a pipe  in  my  teeth  for  a long  time  without  putting 
tobacco  in  it.  A pipe  makes  a great  pointer,  and  it  gave  me  something  to  do  with  my  hands  when 
they  weren’t  productively  occupied.  In  addition,  cigarettes  are  a form  of  social  currency.  A 
cigarette  has  opened  many  a conversation  between  strangers,  opening  the  way  to  friendship, 
even  where  language  fails.  It  works  either  way,  too:  as  an  invitation — “Have  a smoke”  or  a 
request — “Gotta  smoke?”  It  was  especially  useful  in  this  way  among  those  in  the  armed  ser- 
vices during  the  two  World  Wars. 

Today  cigarettes  are  being  redesigned,  but  it  is  being  done  wrong.  It  is  not  a nicotine-free 
cigarette  we  need,  but  a carcinogen-free  cigarette.  The  AMA  is  pointing  the  industry  in  the 
wrong  direction.  It’s  not  the  smoke  that  smokers  want,  unless  it  might  be  to  show  off  by  blowing 
smoke  rings.  It’s  the  nicotine  and  the  non-smoke-ring-blowing  activity  associated  with  smok- 
ing. Those  are  harmless  to  the  user,  and  they  bother  no  one.  The  technology  is  there  for  the 
manufacture  of  smoke-free  cigarettes,  and  they  should  be  made  widely  available,  because  that 
would  solve  the  problem  of  the  aimless  hands,  furnish  the  user  the  needed  nicotine,  and  be 
completely  inoffensive. 

The  attempt  by  the  FDA,  abetted  by  the  AMA,  to  make  tobacco  use  a drug  problem  is  spe- 
cious on  its  face,  and  is  simply  a smoke  screen,  to  coin  a phrase.  It  is  the  tars  in  the  smoke,  and 
not  the  nicotine,  that  do  the  damage.  The  nicotine  is  harmless  even  though  it  is  an  addictive 
drug.  So  let’s  concentrate  on  the  carcinogens  and  the  offensive  smoke,  and  forget  the  trivia. 


SUPPORT  YOUR  ADVERTISERS 

Many  of  the  advertisers  in  this  Journal  are 
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Letters  to  the  Editor 


Cause  of  ARDS 

To  the  Editor: 

The  month  of  my  birth  was  named  for  Janus,  the  old  god 
who  could  look  both  forward  and  back  (and  was  two-faced). 
The  Tennessee  Medicine  issue  for  January  is  particularly  fine. 
Maybe  because  of  the  article  on  S.  bovis  (Term  Med  92:26, 
1999),  because  a close  friend  of  mine  died  yesterday  of  S. 
bovis  cardiac  et  al  damage  (with  perfectly  normal — if  diffi- 
cult— colon  contrast  studies,  but  with  a hospital-acquired  sup- 
purative joint  after  an  earlier  knee  replacement).  One  step 
forward,  two  back. 

Or  maybe  it  was  the  article  on  Acute  Lung  Injury  After 
Massive  Household  Endotoxin  Exposure  (Term  Med  92:21- 
23,  1999).  Dr.  Sakar  et  al  did  a superb  descriptive  job  on  that. 
As  an  old  retired  kook  (look  that  up,  sometime,  in  Encyclo- 
pedia Britarmica),  I feel  I should  comment,  looking  both  for- 
ward and  back. 

Raw  house  dust  extracts  were  once  used  fairly  often  in 
allergy  hyposensitization,  in  a rather  blind  manner.  No  one 
ever  did  stained  smears  on  dried  slide  mounts  of  dust-sus- 
pended-in-sterile-water, and  who  ever  heard  of  complete 
microbiology,  aerobic  and  anaerobic  cultures  for  bacteria  and 
fungi  before  extracting  collected,  individual  house  dust  for 
so-called  “allergy  shots”?  (once  I looked  at  the  DuPont  Co.’s 
“Endo  Dust,”  found  cottonseed  hulls  and  fusarium,  micro- 
scopically). 

In  Denver,  house  dust  shots  were  once  reported  as  caus- 
ing mononeuritis  multiplex  and  periarteritis-like  disorders. 
In  my  own  experience  of  the  1 960s  I saw  patients  with  sterile 
meningitis  (two  of  them)  after  shots  of  their  own  sterile  house 
dust  extracts.  Needless  to  say,  I stopped  using  house  dust, 
undefined,  as  even  skin  test  material.  Who  knows  how  and 
why  it  irritated  human  tissues?  Almost  everyone  reacted  weal/ 
flare  when  intradermally  injected  with  0.02  ml  of  even  highly 
diluted  “autologous  dust.”  House  dust  is  bad  stuff,  all  right. 

So  what  is  it,  really?  Variable  from  house  to  house,  I can 
tell  you.  For  13  years  in  solo  Allergy  practice  I microscopi- 
cally examined  by  wet  prep  slide  mount  every  dust  collec- 
tion I used,  whether  for  testing  or  treatment,  in  my  practice. 
Even  their  several  odors  were  separate  and  distinct  from  house 
to  house,  compared  on  opening  the  vacuum  cleaner  bags. 
Some  were  like  rancid  butter  (or  Staph,  aureus  on  plate  cul- 
ture). Others  were  like  S.  epidermidis  (soda  crackers).  Some 
odors  were  unique.  One  could  spot  bile-stained  meat  scraps 
(animal  manures  tracked  indoors  here).  One  saw  brownian 
motion  in  innumerable  cocci  and  rods,  varying  in  number 
from  house  to  house.  One  found  yeasts,  mold  spores,  even 
exotic  Rhodotorula  (plywood  construction  materials  imported 
from  Japan;  USA  Tongass  logs  soaked  in  seawater  offshore 
Japan  prior  to  milling).  Insect  parts,  mites  and  mite  parts, 
fecal  particles  from  Acarids  and  Insecta,  bits  of  hair,  starch 


grains,  skin  cells.  And  more;  much  more:  seen  but  unrecog- 
nizable without  recourse  to  very  expensive  forensic  atlases, 
Silicaceous  debris  (soils);  pollens;  nematodes;  plant  hairs; 
you-name-it. 

Endotoxins?  Never  smelled  ’em.  What  do  they  smell  like? 
Correlating  with  certain  bacteria  found  on  dust  culture  ? Has 
anyone  done  this  work?  Let  me  ask  a stupid  question:  Can 
we  know  the  ARDS  described  was  due  to  endotoxin? 

It  may  be  so.  But  I do  not  know;  not  even  after  reading 
this  exceptional  article.  Backward  and  Forward! 

Robert  Preston  Hornsby,  MD 
1723  Dover  Street 
Murfreesboro,  TN  37130 


Pain,  Death,  and  Doctors 

To  the  Editor: 

I am  writing  in  regard  to  the  continuing  debate  regarding 
pain  relief  of  the  terminally  ill,  and  the  association  with  it  of 
physician-assisted  suicide. 

The  brilliant  leadership  of  Drs.  Gerkin  and  Thomison  is 
highly  commendable.  The  support  of  the  TMA  and  of  the 
Board  of  Medical  Examiners  is  also  applauded. 

Medicine  again  is  at  the  forefront  of  patient  advocacy.  The 
public  is  aware  of  this  simple  fact,  regardless  of  governmen- 
tal and  business  distractions. 

The  enclosed  substantiates  the  vigilance  of  the  profession 
on  the  patient’s  behalf  (my  published  Opinion  in  the  “Mem- 
phis & Mid-South  Medical  Newsletter,”  October  1973 
[printed  below]).  Who  are  the  Gerkins  and  Thomisons  of 
2025?  We  need  more  torchbearers. 

John  B.  Dorian,  MD 
8935  Fulton  Lane 
Cordova,  TN  38018 

OPINION 

A recent  New  York  Times  editorial  regarding  eutha- 
nasia was  reprinted  in  the  July  16,  1973  American 
Medical  News.  The  writer  suggested  a common  twen- 
tieth century  approach  to  the  problem — form  a com- 
mittee. This  is  a sure  fire  method  of  adding  one  to  two 
years  of  confusing,  inconclusive  deliberations  to  the 
subject. 

Literally,  euthanasia  is  well  (good)  death.  Dorland’s 
Medical  Dictionary  recognizes  two  definitions:  (1)  An 
easy  or  painless  death;  and  (2)  Mercy  death;  the  put- 
ting to  death  of  a person  suffering  from  an  incurable 
disease.  Herein  lies  the  basis  for  the  controversy,  i.e., 
the  term  itself  means  different  things  to  different  people. 
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From  the  medical  standpoint,  a physician  is  justi- 
fied in  allowing  a painless  death.  In  a hopeless  situa- 
tion, where  the  ordinary  means  of  maintaining  life  have 
been  utilized  to  the  fullest,  the  physician  may  refrain 
from  making  use  of  extraordinary  procedures  to  pre- 
serve life.  Naturally,  the  family  should  have  full  knowl- 
edge of  the  medical  situation,  an  awareness  of  the 
distinction  between  ordinary  and  extraordinary,  and  the 
first  option  of  deciding  which  course  is  to  be  followed. 

In  Dorland’s  second  definition,  an  overt  act  is  part 
of  resolution  of  the  hopeless  medical  condition.  Here, 
a physician  has  an  absolute  moral  and  ethical  mandate. 
He  must  never  perform  such  an  act,  advise  it  to  be  per- 


formed, or  have  any  part  in  its  commission. 

To  me,  any  discussion  of  the  subject  of  euthanasia 
requires  prior  agreement  on  exactly  which  definition 
is  under  discussion.  Once  that  has  been  established,  a 
physician  will  have  no  difficulty  in  clearly  answering 
the  challenging  question  for  his  patients  and  for  his 
conscience. 

In  charity,  we  should  hasten  the  theoretical  com- 
mittee’s demise  by  not  prolonging  the  extraordinary 
means  of  its  existence,  namely,  its  first  meeting. 

John  B.  Dorian,  MD,  President 
Memphis  & Shelby  County  Medical  Society 
October  1973 


Your  EM  Career 
and  Team  Health — 
A Perfect  Fit. 


Want  to  practice  in  a Level  I trauma  center  or  a community 
hospital  with  a low  volume?  Maybe  you  prefer  a pediatric  or 
academic  facility?  No  matter  what  type  of  opportunity  you’re 
looking  for.  Southeastern  Emergency  Physicians,  an  affiliate  of 
Team  Health,  can  meet  your  needs.  Headquartered  in  Knoxville, 
we  currently  have  both  full-  and  part-time  Emergency 
Medicine  opportunities  throughout  the  state  of  Tennessee. 

All  opportunities  with  Southeastern  Emergency  Physicians 
provide  competitive  compensation,  paid  malpractice  insurance  and 
a flexible  schedule  with  no  on-call.  No  J-l  opportunities  available. 


TEAM 

HEALTH 


For  more  information  on  these  opportunities, 
please  call  Lee  Ann  Long  at 

1-800-909-8366. 


www.team-health.com 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available  in 
emergency  departments  throughout  Tennessee,  Kentucky, 
Virginia  and  Georgia.  Physicians  who  have  completed  a 
residency  in  Emergency  Medicine  or  a Primary  Care 
specialty  with  Emergency  Medicine  experience  will  be 
considered. 

Emergency  Coverage  Corporation  provides  flexible 
scheduling,  competitive  compensation  and  paid 
malpractice  insurance. 


For  more  information,  fax  your  C V 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

1-800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 

A Team  Health  Affiliate 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 

Physicians  utilized  in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis  and  Arlington.  Salary 
potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two  year  fellowship  in  Developmental  Disabilities 
encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Bemie  Simons,  Superintendent 

Lee  Thomas,  Superintendent 

Clover  Bottom  Developmental  Center 

Lakeshore  Mental  Health  Institute 

275  Stewarts  Ferry  Pike 

5908  Lyons  View  Pike 

Nashville,  TN  37214 

Knoxville,  TN  37919 

Telephone:  (615)  231-5372 

Telephone:  (423)  584-1561 

Fax:  (615)  231-5396 

Fax:  (423)  450-5203 

Max  Jackson,  Superintendent 

Russell  Vatter,  Superintendent 

Arlington  Developmental  Center 

Moccasin  Bend  Mental  Health  Institute 

11293  Memphis- Arlington  Road 

100  Moccasin  Bend  Road 

Arlington,  TN  38220-5022 

Chattanooga,  TN  37402 

Telephone:  (901)  745-7575 

Telephone:  (423)  785-2271 

Fax:  (901)  745-7272 

Fax:  (423)  785-3333 

Henry  C.  Meece,  Superintendent 

Elizabeth  Littlefield,  Superintendent 

Greene  Valley  Developmental  Center 

Western  Mental  Health  Institute 

P.O.  Box  910 

Highway  64  West 

Greeneville,  TN  37744-0910 

Bolivar,  TN  38074 

Telephone:  (423)  787-6568 

Telephone:  (901)658-5141 

Fax:  (423)  787-6574 

Fax:  (901)  658-2783 

Joe  Carobene,  Superintendent 

Pete  Davidson,  Superintendent 

Middle  TN  Mental  Health  Institute 

Memphis  Mental  Health  Institute 

221  Stewarts  Ferry  Pike 

865  Poplar  Avenue 

Nashville,  TN  37214 

Memphis,  TN  38174-0966 

Telephone:  (615)  902-7532 

Telephone:  (901)  524-1200 

Fax:  (615)  902-7541 

Fax  (901)  543-6055 

Pat  Womack,  Recruitment 

710  James  Robertson  Parkway 

1 1th  Floor  Andrew  Johnson  Tower 

Nashville,  TN  37243 

Telephone:  (615)  741-8912 

Fax  (615)  741-4567 

These  24  hour  facilities  offer  stable  and  challenging  settings  serving  children  and  adults  who  have  ' 

developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations,  work  with 

an  excellent  team  of  professionals. 

The  State  of  Tennessee  is  an  equal  opportunity  employer 

Adversity  does  not  discriminate 
Protect  your  income. 

Examine  the  best  group  long  term 
disability  coverage  for  physicians. 

The  TMA  Association  Insurance  Agency  is  now 
offering  the  leading  group  long  term  disability 
protection  available  — the  “Income  Protection 
Plan”  for  medical  practices  with  two  or  more 
doctors.  We  believe  this  plan  offers  the  best  group 
disability  insurance  value  available  for  your 
premium  dollars. 


■ Long  Term  Income  Protection  Plan 

for  physicians  and  administrators 

• Provides  his/her  specialty  definition  of 
disability 

• Up  to  $ 1 5,000  of  monthly  benefit  for  larger 
practices 

• Contractual  HIV+/Hepatitis  B benefit  option 

• Choice  of  elimination  periods 

• No  offsets  for  other  disability  benefits 
(optional) 

• Benefits  payable  to  age  65  or  beyond,  based 
upon  age  when  disability  commences 

• Underwritten  by  the  same  “A+”  A.M.  Best- 
rated carrier  for  38  years 

• Over  5,000  physicians  covered  nationwide 


Underwritten  By: 
Continental  Casualty  Company 

CNA 

For  All  the  Commitments  You  Make® 


Compare  benefits  and  rates.  For  a competitive 
quote  and  complete  plan  information,  give  us  a 
call  today.  Or  for  faster  service,  fax  your 
census  information  to  us. 

Local  (423)  629-2400 

Toll-free  1-888-616-7873 

Fax  (423)629-1109 


Recommended  and  Sponsored  By: 


THE  TMA  ASSOCIATION 
INSURANCE  AGENCY,  INC. 

1089  Bailey  Avenue 
Chattanooga,  Tennessee  37404 
E-mail:  tma@assoc-admin.com 
Website:  assoc-admin.com 


Business  of  Medicine 


Investing  in  Medicine 


Health  Care  Stocks 
Make  Slow  Recovery 


Brenda  Williams 


Introduction 

Health  care  investors  were 
taken  on  a rough  ride  in  1 998. 

Troubled  by  miscalculations, 
changes  in  government  reim- 
bursement and  fraud  investi- 
gations, the  health  care  indus- 
try overall  saw  disappointing 
earnings  last  year,  translating 
into  poor  stock  performance 
for  most  sectors. 

Experts  say  they  expect  to  see  some  changes  that  could 
lead  to  a slightly  better  showing  this  year. 

Re-Inventing  Physician  Practice  Management 

The  first  transformation  has  already  begun  among  physi- 
cian practice  management  (PPM)  companies,  after  a “terrible” 
last  year,  according  to  Andy  May,  partner/analyst  with  J.C. 
Bradford  & Co.  “It’s  an  unusual  practice  management  com- 
pany stock  that’s  not  down  more  than  50%  from  where  it  was 
18  months  ago,  and  a number  of  them  have  gone  bankrupt,” 
he  said.  PhyCor  Inc.  is  cited  as  a prime  example  of  PPM 
troubles.  Regarded  as  being  among  the  very  best  of  the  lot  in 
terms  of  the  quality  of  its  assets  and  the  depth  of  its  man- 
agement, May  says  PhyCor  (PHYC)  still  has  significant  op- 
erating problems  and  a resulting  stock  price  that  suffered  a 
nearly  74.8%  decline  last  year,  even  after  a fourth-quarter 
increase. 

“I  would  say  the  concept,  the  very  essence  of  physician 
practice  management  is  in  question,”  he  added,  “Whether 
investor-owned  companies  can  manage  physician  groups,  take 
a piece  of  their  operating  income,  keep  the  physicians  happy 
and  grow  those  groups.”  The  problem,  he  said,  was  that  phy- 
sician practices  were  already  lean,  efficient  organizations, 


Brenda  Williams  is  a free-lance  writer  based  in  Nashville. 


which  left  little  room  for 
streamlining.  The  agree- 
ments either  created  poten- 
tial for  mistrust  between 
doctors  and  their  outside 
partners,  or  diminished  phy- 
sician income.  PPM  compa- 
nies expecting  to  make  dra- 
matic improvements  and 
reap  big  profits  were  disap- 
pointed. As  a result,  a lot  of 
management  deals  are  being  dissolved,  further  acquisitions 
are  hard  to  make,  and  the  capital  markets  are  no  longer  giv- 
ing any  kind  of  valuation  to  these  stocks,  so  it’s  difficult  to 
raise  further  capital. 

Predictions  for  1999  and  beyond:  “Either  somebody  will 
come  up  with  a different  structure  for  running  a PPM  com- 
pany, or  we’ve  just  seen  the  crest  of  the  wave,”  May  said. 
“There’ll  be  fewer  physicians  whose  practices  are  owned  by 
outside  parties  next  year  than  this  year.  Hospitals  will  un- 
wind these  deals  and  the  PPM  companies  will  unwind  . . . it’s 
already  happening.” 

PPM  companies  will  survive,  but  in  a different  form,  pre- 
dicts James  Baker,  analyst  with  SunTrust  Equitable  Securi- 
ties. “They  need  to  re-think  their  business  strategy.  They  won’t 
go  away,  but  may  change  to  sort  of  distance  themselves  from 
physicians’  income,  figure  out  a way  to  be  not  viewed  as  the 
adversary.  It’s  a difficult  business.” 

Acute-Care  Hospitals  Still  Strong 

The  hospital  business  is  a tough  one,  but  experts  say  over- 
all operating  margins  remain  at  higher  levels  than  at  just  about 
any  time  in  the  last  20  years.  The  biggest  problems:  payer 
pressure  and  increased  government  scrutiny.  Columbia/HCA’s 
woes  with  the  federal  government  have  led  many  hospitals 
to  revamp  their  management  and  business  practices.  Colum- 
bia (COL)  has  had  particular  trouble  growing  its  margins  as 


*7  would  look  for  more  below-market 
returns  for  a lot  of  health  care  stocks, 
but  it’s  not  gonna  be  the  demolition 
derby  that  existed  last  year.” 

James  Baker 

SunTrust  Equitable  Securities  Analyst 
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it  works  to  get  out  from  under  the  cloud  of  a very  far-reaching 
investigation;  it  finished  1998  with  a fourth-quarter  gain  of 
4.7%,  but  that  was  still  16.47  % lower  than  in  December  1997. 

Abysmal  Outlook  for  Home,  Long-Term  Care 

Government  reimbursement  changes  have  dampened  prof- 
its for  home  health  care,  long-term  care,  and  nursing  home 
companies  . . . whether  they  provide  home  nursing  visits  or 
full  on-site  care  for  bedridden  patients.  Baker  says  fraud  and 
abuse  investigations  have  taken  their  toll  on  industries  that 
rely  heavily  on  what  the  government  will  and  won’t  pay  for. 
For  example,  changes  in  home  oxygen  reimbursement  rates 
contributed  to  a 92.3%  decline  for  American  Home  Patient 
(AHOM);  its  stock  dropped  from  23.50  in  December  1997 
to  1.81  in  December  1998.  “Medicare  and  Medicaid  are  big 
payers  for  health  care  in  this  sector,  so  it’s  a fact  of  health 
care  life,”  Baker  added. 

Dialysis  Benefits  from  Reimbursement  Changes 

Like  the  home  and  long-term  care  industry,  dialysis  com- 
panies depend  on  government  payouts.  But  recent  changes 
have  been  in  their  favor,  so  these  companies  are  thriving  for 
now.  “Nashville-based  Renal  Care  Group  has  been  a very 
successful  company  and  a good-performing  stock,”  observed 
May.  “But  you  can  see  the  theme  is  basically  the  same — 
basically,  the  payment  environment  for  them  was  good  and 
so  earnings  continue  to  perform.”  Renal  Care  Group  (RCGI) 
finished  1998  with  a 35.07%  gain. 

Dialysis  patients  have  another  ace-in-the-hole;  a strong 
lobby.  The  families  of  patients  with  end-stage  renal  disease 
are  not  shy  about  pleading  their  case.  Reducing  governmenl 
payments  means  dialysis  treatment  times  will  be  shorter,  the 
quality  of  dialysis  services  will  decline,  and  more  people  will 
die.  “You  can  make  that  point  fairly  starkly  and  it’s  protected,” 
May  said.  “You  know  how  important  it  is  and  it  becomes 
something  that  you’re  willing  to  fuss  at  a Congressman  over.” 

Pharmaceuticals/ Clinical  Research, 

Good  Medicine  for  Investors 

Pharmaceutical  companies  over  the  last  20  years  have  been 
one  of  the  very  best  groups  of  equities,  according  to  May, 
who  says  J.C.  Bradford  & Co.  doesn’t  follow  these  global 
giants  but  has  noted  their  strong  performance  in  contrast  to 
health  care  service  providers.  “If  you  look  at  the  health  care 
specialized  mutual  funds,  they  generally  had  pretty  good 
years,  but  that’s  because  they  almost  inevitably  have  most  of 
their  money  at  work  in  these  major  pharmaceutical  compa- 
nies, which  comprise  most  of  the  market  value  of  health  care.” 
He  cited  companies  like  Merck,  Pfizer,  Upjohn,  and  Bristol- 
Myers,  whose  strength  has  buoyed  the  clinical  research  or- 


ganizations (CROs)  which  are  under  contract  to  conduct  more 
and  more  clinical  trials.  Marketable  CROs  include  Covance 
and  Quintiles  TransNational  Corporation,  headquartered  in 
Raleigh-Durham,  North  Carolina. 

Health  Care  Hot  Spots 

“Obviously,  the  hottest  thing  in  the  market  right  now  is 
Internet  stocks,”  said  Baker.  “I  think  there’s  some  Internet 
health  care  plays  that’ll  be  hot.”  Specialty  pharmacy  compa- 
nies are  another  area  likely  to  receive  more  attention  in  the 
coming  months,  he  added. 

The  Long  Run 

Analysts  say  1 998  was  a difficult  year,  but  tough  to  summa- 
rize because  the  problems  were  driven  by  different  issues  in 
different  industries.  “If  you  did  try  to  draw  themes  together,” 
May  said,  “I  would  say  that  the  health  care  service  providers 
faced  a marketplace  where  their  customers  wanted  more  ser- 
vice for  less  money.  That  collided  with  profit  margins.” 

Likewise,  1999  may  still  be  difficult  for  a lot  of  health 
care  companies  as  they  work  through  reimbursement  changes. 
Baker  said  he  doesn’t  expect  more  drastic  decreases  because, 
for  the  most  part,  those  companies  have  already  taken  their 
hits.  Neither  does  he  expect  to  see  huge  rebounds.  “I  would 
look  for  more  below-market  returns  for  a lot  of  health  care 
stocks,  but  it’s  not  gonna  be  the  demolition  derby  that  existed 
last  year.”  Health  care  will  always  be  a growth  industry,  Baker 
added,  because  of  changes  in  technology  and  demographics, 
people  living  longer,  new  cures  and  treatments,  etc.  But  gov- 
ernment involvement  always  makes  for  an  interesting  ride. 
“Whenever  there  are  changes  on  the  reimbursement  side, 
beside  putting  pressure  on  the  payers,  it  causes  pain,  and  that’s 
what’s  going  on  now.”  Outside  of  some  merger  and  acquisi- 
tion activity  that  might  offer  a ‘quick  pop,’  in  terms  of  health 
care  profit-making,  Baker  warned,  “Investors  had  better  have 
a long-term  view.”Q 


Are  You  Reading 
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Lessons  for  Physicians 

Why  Are  Hospitals  Losing  Money? 

Mo  Kirtane 


For  the  second  time  in  the  last  several  months,  the  CEO  of 
a large,  prestigious  hospital  in  Nashville  left  under  pressure 
because  of  deteriorating  financial  performance  of  the  institu- 
tion. Historically,  these  two  hospitals  have  been  financially 
robust.  What  is  happening  in  Nashville  is  merely  a micro- 
cosm of  the  national  scene.  From  coast  to  coast,  once  finan- 
cially strong  hospitals  are  being  downsized  to  reduce  ex- 
penses. It  is  a textbook  case  of  what  happens  to  institutions 
when  they  stray  from  their  core  business  in  the  hope  of  higher 
profits.  The  temptation  to 
create  a grand  “integrated” 
health  care  enterprise  is  pow- 
erful; it  is  downright  over- 
whelming if  the  core  business 
is  doing  well.  Here  is  what 
happened. 

Until  the  early  1 990s,  hos- 
pitals were  hospitals — they 
were  health  care  institutions 
delivering  inpatient  and  outpatient  care.  Their  missions  were 
clear  and  focused.  They  had  successfully  survived  the  pro- 
spective payment  system  (PPS)  of  reimbursement  by  Medi- 
care. They  had  tightened  their  belts  and  become  efficient  in 
delivering  care.  In  spite  of  the  intense  pressure  from  the  man- 
aged care  industry  for  higher  discounts,  they  had  figured  out 
a way  to  make  a decent  bottom  line.  In  fact,  1996  was  a ban- 
ner year  for  hospitals  when  their  aggregate  profits  jumped 
almost  25%  from  1995  to  $21.3  billion,  giving  them  an  all- 
time  high  profit  margin  of  6.7%. 

Frustrated  by  the  “tyranny”  of  the  managed  care  plans 
and  jealous  of  their  high  profits  (which  most  hospitals  and 
doctors  believed  came  at  their  expense)  the  hospital  industry 
began  to  search  for  alternatives  that  would  neutralize  the 
dominance  of  the  managed  care  industry.  What  were  the  hos- 
pitals thinking?  . . . “Wouldn’t  the  bargaining  position  of  the 
hospitals  improve  if  all  provider  sectors  were  integrated  so 
that  a managed  care  health  plan  had  to  deal  with  one  entity? 
Wouldn’t  we  make  more  money  if  we  could  accept  the  insur- 
ance risk  and  negotiate  contracts  to  deliver  the  entire  con- 


Mr.  Kirtane  is  President  of  Franklin  Healthcare  Consulting, 
Franklin,  Tenn. 


tinuum  of  care?  If  we  can  learn  to  accept  insurance  risk,  can 
we  join  hands  with  the  physicians  to  create  provider  service 
organizations  (PSOs)  and  deal  with  Medicare  directly?  Let 
us  create  our  own  HMOs  to  compete  directly  with  the  com- 
mercial HMOs  etc.” 

Integrated  delivery  system  (IDS)  became  the  buzz  word — 
which  generally  meant  a combination  of  all  or  some  of  the 
following  elements:  a hospital  network,  a physician  network, 
HMOs,  home  care  services,  and  even  assisted  living  commu- 
nities. The  only  item  from 
this  list  that  made  clinical 
sense  from  the  standpoint  of 
improving  patient  care  and 
access  to  care  was  the  devel- 
opment of  home  care  ser- 
vices to  promote  the  conti- 
nuity of  care.  The  cash-rich 
hospitals  went  on  a buying 
spree  to  acquire  physician 
practices  and  smaller  community  hospitals,  and  finance  the 
creation  of  HMOs  and  other  ventures  that  had  very  little  to 
do  with  direct  patient  care.  Hospitals  soon  found  that  they 
really  did  not  know  how  to  run  physician  practices.  They  had 
angered  the  doctors  by  treating  them  like  “employees”  and 
taking  away  their  autonomy.  The  productivity  of  the  physi- 
cians was  down  while  the  expenses  were  rising,  and  very 
quickly  most  hospitals  that  had  followed  this  route  were  los- 
ing $100,000+  a year  per  physician.  Hospitals  also  realized 
that  partnering  with  physicians  in  a business  venture  was  not 
easy.  Simple  business  problems  became  relationship  issues 
with  unpleasant  consequences.  Neither  hospitals  nor  their 
business  partners  (doctors)  were  equipped  to  accept  the  in- 
surance risk.  The  majority  of  the  hospital-sponsored  HMOs 
ended  up  being  financial  disasters,  and  were  either  termi- 
nated or  sold  to  commercial  operators. 

No  hospital,  its  financial  strength  notwithstanding,  can 
cope  with  such  financial  hemorrhaging  for  very  long.  As  if 
this  was  not  bad  enough,  enter  the  Balanced  Budget  Act  of 
1997.  This  act  mandated  reduced  Medicare  reimbursement 
for  hospital  services  as  well  as  home  care  services.  This  made 
a bad  situation  worse. 

What  is  the  prognosis?  Hospitals  are  unloading  or  reorga- 


Hospitals  and  physicians  have 
had  a checkered  history  as 
business  partners  . . . 
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nizing  money-losing  services  such  as  home  care.  Generally 
the  hospitals  had  signed  five-year  contracts  with  the  physi- 
cians whose  practices  they  had  purchased.  These  contracts 
will  have  to  be  re-negotiated  to  stop  the  continuing  losses,  a 
challenging  exercise  requiring  political  savvy  and  a steady 
diet  of  Maalox®.  Hospitals  had  better  learn  to  concentrate  on 
patient  care,  the  business  they  know.  It  is  still  possible  to 
generate  a respectable  bottom  line  if  they  heed  the  unpleas- 
ant lessons  learned  over  the  past  few  years. 

What  are  the  lessons  for  the  physician  community? 

• By  and  large,  physicians  by  training  and  temperament 
are  independent  minded,  quick  decision  makers,  and  value 
their  autonomy,  attributes  that  are  unlikely  to  serve  them  well 
in  a bureaucratic  environment.  This  obviously  was  one  of  the 
reasons  medical  practices  that  were  once  successful  lost 
money  after  they  were  taken  over  by  hospitals.  It  would  be- 


hoove the  physician  community  to  accept  this  “personality 
profile”  and  be  careful  about  business  transactions  that  con- 
flict with  it. 

• Developing  larger  group  practices  and  IPAs  continues 
to  be  a successful  avenue  to  improve  your  bargaining  posi- 
tion with  the  health  plans  and  insurers. 

• Hospitals  and  physicians  have  had  a checkered  history 
as  business  partners.  The  traditional  roles  of  clinicians  tak- 
ing care  of  patients  and  hospitals  providing  the  resources  to 
do  so,  get  complicated  when  the  same  “pot”  is  to  be  divided 
between  the  two  parties.  Be  aware  of  this  history. 

• For  some  reason,  providers  have  been  unsuccessful  in 
managing  the  insurance  risk.  Hospital  and  physician  spon- 
sored HMOs  have  consistently  failed.  Maybe  the  roles  of  the 
providers  and  the  insurers  are  so  dichotomous  that  they  must 
remain  separate.  Therefore  it  would  be  wise  to  avoid  accept- 
ing the  insurance  risk  if  you  do  not  have  to.Q 
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Special  Item 


L.  Hadley  Williams,  Jr. 
Memorial  Scholarship  Fund 
Awards  $17,500  in  1998 


Hadley  Williams  served  TMA  for  over  30  years.  In  his 
honor,  the  Tennessee  Medical  Association  Board  of  Trustees 
established  the  L.  Hadley  Williams,  Jr.  Memorial  Scholar- 
ship Fund  after  his  death  in  1997.  The  L.  Hadley  Williams, 
Jr.  Memorial  Scholarship  Fund  is  a distinct  scholarship  fund 
that  is  administered  by  the  Tennessee  Medical  Education 
Fund,  Inc.  (The  Fund).  The  L.  Hadley  Williams  Jr.  Memorial 
Scholarship  Fund  was  created  with  contributions  from  col- 
leagues, friends,  and  family  members.  (A  list  of  donors  to 
the  fund  from  June  1,  1998  through  February  28,  1999  can 
be  found  elsewhere  in  this  article.)  It  is  through  their  gener- 
osity and  support  that  the  L.  Hadley  Williams,  Jr.  Memorial 
Scholarship  Fund  was  able  to  provide  $17,500  in  scholar- 
ships in  1998. 

Mr.  Williams  began  his  service  to  TMA  in  1963.  He  held 
numerous  positions  within  TMA  including  Public  Service 
Director,  Lobbyist,  Assistant  Executive  Director,  Executive 
Director,  and  Chief  Executive  Officer.  In  1988,  he  was 
awarded  Honorary  TMA  Membership  in  recognition  of  the 
importance  of  his  influence  and  leadership  in  the  growth  and 
success  of  the  TMA.  And  in  1995,  Hadley  was  awarded  the 
Citation  of  a Layman  for  Distinguished  Service  by  the  Ameri- 
can Medical  Association. 

Hadley  Williams,  Jr.  also  served  his  professional  and  civic 
community  through  numerous  leadership  positions  held  over 
the  course  of  his  career  in  such  organizations  as  the  Ameri- 
can Association  of  Medical  Society  Executives,  the  Profes- 
sional Convention  Management  Association,  the  American 
Medical  Association,  the  State  Volunteer  Mutual  Insurance 
Company,  and  the  Physician  Insurers  Association  of  America. 
He  also  held  memberships  in  the  Southern  Medical  Associa- 
tion, AMPAC  (American  Medical  Political  Action  Commit- 
tee), IMPACT  (Independent  Medicine’s  Political  Action  Com- 
mittee-Tennessee),  RMP  (Regional  Medical  Program),  Elks 
Lodge  #72,  Doric  Lodge  #732  F&AM,  and  Toastmasters 
International. 

The  Tennessee  Medical  Education  Fund,  Inc.,  which  ad- 
ministers the  L.  Hadley  Williams,  Jr.  Memorial  Scholarship 
Fund,  was  incorporated  as  a 501(c)(3)  nonprofit  corporation 
in  1 963  and  offers  low-interest  loans  and  scholarships  to  Ten- 
nessee residents  with  documented  financial  need  who  are  en- 
rolled in  any  one  of  the  four  accredited  Tennessee  medical 
schools.  Applicants  are  ranked  according  to  financial  need. 


The  Fund  has  been  providing  loans  up  to  $10,000  since  1963. 
In  1998,  The  Fund  also  began  awarding  scholarships  rang- 
ing in  size  from  $2,000  to  $10,000  each.  These  loans  and 
scholarships  are  restricted  for  medical  school  expenses  only 
and  are  paid  directly  to  the  medical  school  in  which  the  stu- 
dent is  enrolled. 

Since  1963,  over  $2  million  in  financial  assistance  has  been 
awarded  to  more  than  400  Tennessee  medical  school  students. 
In  1998,  while  processing  the  greatest  number  of  applications 
ever  received  by  the  Tennessee  Medical  Education  Fund  in  a 
single  year,  the  largest  single-year  award  of  over  $254,000 
was  made.  In  addition  to  low-interest  loans,  The  Fund’s  two 
scholarships  (the  Dr.  John  H.  and  Marjorie  Burkhart  Medical 
Education  Scholarship  and  the  William  V.  Wallace  Medical 
Education  Scholarship)  range  in  size  from  $2,000  to  $10,000 
each.  The  $2,500  L.  Hadley  Williams,  Jr.  Memorial  Scholar- 
ship is  awarded  using  the  same  eligibility  criteria  that  gov- 
erns all  loan  and  scholarship  awards  made  by  The  Fund. 

To  apply  for  financial  assistance  from  the  Tennessee  Medi- 
cal Education  Fund,  Inc.  an  eligible  applicant  must  complete 
the  medappsm  Medical  Education  Loan  Application.  This 
single  application  is  used  for  both  the  loan  and  scholarship 
program,  as  the  applicant  must  apply  for  a loan  in  order  to  be 
considered  for  a scholarship.  Applicants  to  the  L.  Hadley  Wil- 
liams, Jr.  Memorial  Scholarship  Fund  must  also  submit  a two- 
page  essay  addressing  the  question:  “Why  is  individual  par- 
ticipation in  professional  medical  membership  societies 
(such  as  the  American  Medical  Association,  the  Tennessee 
Medical  Association,  and  local  medical  societies)  so  impor- 
tant to  the  future  of  medicine?”  As  with  all  loans  and  schol- 
arships awarded  by  The  Fund,  financial  need  is  the  primary 
criterion  upon  which  award  decisions  are  made. 

In  1998,  a total  of  $17,500  in  L.  Hadley  Williams,  Jr. 
Memorial  Scholarships  was  awarded  to  seven  Tennessee 
medical  school 
students.  Fol- 
lowing is  the 
complete  text  of 
the  seven  1998 
L.  Hadley  Will- 
iams, Jr.  Memo- 
rial Scholarship 
winning  essays. 
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Samuel  Paul  Bilyeu 

University  of  Tennessee,  Memphis 

Individual  physician  participation  in 
professional  medical  membership  soci- 
eties is  vital  to  the  future  of  medicine. 
Involvement  in  professional  medical  so- 
cieties is  not  only  essential  for  physicians 
but  very  beneficial  for  patients  as  well. 
In  both  the  scientific  and  legislative  as- 
pects of  the  medical  profession,  profes- 
sional medical  organizations  serve  as 
powerful  avenues  by  which  physicians 
can  stay  abreast  of  the  ever-changing  ho- 
rizons of  modern  medicine. 

One  of  the  most  valuable  contribu- 
tions of  professional  medical  societies  is  encompassed  in  their  con- 
tinuing efforts  to  disseminate  the  latest  information  regarding  the 
practice  of  medicine.  Through  publications,  newsletters,  meetings 
and  conferences,  and  even  Web  sites,  these  organizations  ensure  a 
well-informed  physician  and  public.  This  spread  of  knowledge,  while 
it  certainly  encompasses  the  latest  advances  and  research,  also  pro- 
vides physicians  with  information  regarding  treatment  options  as 
well  as  awareness  and  prevention  programs. 

Medical  professional  organizations  are  also  an  asset  to  the  health 
care  profession  due  to  their  efforts  to  develop  and  promote  ethical 
standards,  improve  the  quality  of  care,  and  act  as  a voice  for  physi- 
cians and  patients.  Professional  medical  societies  are  committed  to 
identifying  and  addressing  the  ethical  problems  that  face  the  medi- 
cal profession.  These  societies  provide  a unique  forum  in  which 
medical  professionals  from  diverse  backgrounds  can  exchange  in- 
formation and  perhaps  work  out  solutions  to  the  issues  they  face. 

Professional  organizations  such  as  the  American  Medical  Asso- 
ciation, the  Tennessee  Medical  Association,  and  others  provide 
strength  in  numbers.  An  organization  of  hundreds  or  thousands  of 
physicians  would  obviously  have  a greater  voice  than  any  individual 
could  possibly  have.  These  societies  have  the  power  and  respect  to 
affect  policy  in  both  the  government  and  the  private  sector.  They 
have  the  ability  to  allow  the  physician’s  and  patient’s  voice  to  be 
heard  in  state  and  federal  legislatures  as  well  as  the  boardrooms  of 
the  health  care  industry. 

Professional  medical  membership  societies  provide  many  ben- 
efits for  both  the  physician  and  society  in  general,  and  they  are  criti- 
cal to  the  future  of  modern  medicine.  However,  these  organizations 
are  only  as  strong  as  the  support  and  involvement  of  their  members. 
All  physicians  benefit  from  the  advancement  of  the  medical  profes- 
sion and  the  promotion  of  public  health  achieved  by  medical  societ- 
ies and  should  therefore  join  and  support  these  organizations. 


Elias  V.  Haddad 

University  of  Tennessee,  Memphis 

A century  and  a half  ago  the  medical  profession  in  America  was 
poised  at  a crossroads  of  reform.  Physicians  of  the  time  were  con- 
fronting prestige,  power,  and  status  issues  which  could  trace  their 
source  to  the  medical  education  system  of  the  19th  century.  The 
task  of  remedying  the  situation  was  to  be  monumental,  but  the  de- 
sire for  reform  existed.  American  physicians  educated  in  Europe’s 
medical  schools  were  returning  with  the  ideals  of  experimental  medi- 
cine, while  their  domestically  trained  colleagues  clung  to  the  out- 
dated medical  apprenticeship  and  proprietary  schools.  It  had  be- 


come clear  to  the  European  educated 
physicians  and  their  peers  that  a con- 
certed and  coordinated  effort  at  educa- 
tional reform  was  necessary  to  ensure  the 
viability  of  the  profession.  From  this 
need  arose  a physician  cooperative  in 
1847  which  came  to  be  known  as  the 
American  Medical  Association  (AMA). 
In  combining  and  coordinating  the  re- 
form efforts  of  individual  physicians,  the 
AMA  became  the  loudest  advocate  for 
change  in  medical  education.  In  fact,  the 
president  of  the  AMA  was  able  to  boast 
in  1 878  that,  “[the]  revolution  which  is  taking  place  in  the  minds  of 
medical  teachers  is,  I am  inclined  to  believe,  almost  entirely  due  to 
the  public  and  professional  opinion  which  has  been  originated  by 
the  frequent  discussions  before  this  body.”1  Today,  medicine  is  once 
again  faced  with  dilemmas  which  will  have  important  consequences 
for  the  future  of  the  profession.  Among  these  problems  are  the  man- 
aged care  quandary  and  the  related  question  of  physician  rights 
within  the  system.  Just  as  in  the  1 9th  century,  it  is  imperative  at  this 
point  in  medical  history  for  individual  physicians  to  be  actively 
involved  in  national,  state,  and  local  medical  membership  societies 
for  reasons  that  will  be  illustrated. 

The  AMA  and  its  state  auxiliaries  represent  a heterogeneous  pro- 
fession composed  of  academicians  and  clinicians  from  a wide  di- 
versity of  disciplines  and  specialties.  Therefore,  participation  in 
medical  membership  societies  by  individual  physicians  allows  the 
profession  to  cherish  its  heterogeneity  as  an  asset,  yet  at  the  same 
time  to  forge  cohesiveness  under  the  banner  of  the  AMA  and  its 
state  auxiliaries.  Out  of  this  statement  two  tenets  of  strength  can  be 
put  forth:  (1)  strength  through  numbers,  and  (2)  strength  through 
diversity.  These  two  axioms  can  be  achieved  only  through  exten- 
sive and  active  participation  by  individual  physicians  in  medical 
societies.  If  physicians  do  not  coalesce  under  the  banner  of  medical 
membership  associations,  then  the  potential  asset  of  heterogeneity 
in  the  profession  becomes  a double-edged  sword  causing  the  pro- 
fession to  become  a house  divided,  rather  than  a house  united.  If 
this  were  to  happen,  then  the  future  prosperity  or  the  profession 
may  be  put  in  jeopardy. 

One  may  argue  that  despite  differences  in  specialty  and  disci- 
pline physicians  are  generally  one  in  mind  and  purpose,  and  so  weak 
participation  in  medical  societies  would  not  have  significant  conse- 
quences for  the  profession.  This  argument  may  have  held  true  25 
years  ago,  but  at  this  point  in  medical  history  managed  care  organi- 
zations are  attempting  to  pit  primary  care  physicians  against  their 
specialist  colleagues  in  order  to  cut  costs,  increase  profits,  and  ap- 
pease their  stockholders.  In  the  current  MCO  scheme  physicians 
and  their  patients  are  secondary  players,  and  if  the  physician  lobby 
does  not  secure  the  tenets  of  strength  outlined  above  then  this  posi- 
tion could  erode  further.  Without  a doubt,  the  rules  of  health  care 
delivery  have  changed  drastically.  For  this  reason  it  is  critical,  now 
more  than  ever,  that  individual  physicians  actively  participate  in 
medical  membership  societies. 

The  medical  profession  is,  and  always  will  be,  in  the  midst  of 
reinventing  itself.  However,  there  are  times  when  that  evolution  is 
rapid  and  momentous.  The  founders  of  the  AMA  recognized  that 
they  were  living  in  such  a period,  and  thus  were  able  to  successfully 
guide  evolution  such  that  it  would  serve  the  best  interests  of  their 
profession  and  their  patients.  Similarly,  we  are  now  experiencing  a 
critical  juncture  in  medical  history  which  may  shape  the  practice  of 
medicine  for  decades  to  come.  The  whispers  of  health  care  reform 
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in  legislatures  all  over  the  country  should  serve  as  a beacon  for  phy- 
sicians to  actively  participate  in  medical  societies.  If  the  call  is  ig- 
nored, then  physicians  will  have  forfeited  their  right  to  guide  the 
future  of  the  profession.  If  the  call  is  heeded,  then  the  profession 
will  be  positioned  to  succeed  in  shaping  its  own  destiny  as  the  AM  A 
founders  did  a century  and  a half  ago. 

1 . Kenneth  M.  Ludmerer,  Learning  to  Heal  (NY,  Basic  Books,  Inc.,  1985),  p 61 . 

Ami  Kanti  Naik 

University  of  Tennessee,  Memphis 

The  goal  of  a physician  is  to  give  pa- 
tients the  finest  quality  care.  To  attain  this 
goal,  one  must  be  continuously  learning 
about  the  ever-changing  innovations  in 
medicine.  One  must  also  abide  by  the 
standards  set  by  such  affirmations  as  the 
Hippocratic  Oath.  Professional  medical 
membership  societies  play  an  important 
role  in  aiding  physicians  now  and  will 
continue  to  do  so  in  the  future.  Partici- 
pation in  professional  medical  member- 
ship societies  increases  patient  trust  of 
the  physician,  promotes  knowledge  and 
awareness  of  new  medical  techniques,  and  ensures  that  all  physi- 
cians abide  by  the  appropriate  standards  of  patient  care. 

Patient  trust  increases  with  the  knowledge  that  the  physician  is  a 
member  of  a professional  medical  society.  This  membership  signi- 
fies that  the  physician  is  recognized  and  respected  among  fellow 
members  of  the  medical  profession.  This,  in  turn,  allows  patients 
peace  of  mind  in  knowing  that  they  are  in  the  hands  of  a competent, 
skilled  professional.  Trust  is  a very  important  component  of  a doc- 
tor-patient relationship.  Being  a member  of  a medical  society  height- 
ens this  relationship. 

Participation  in  a professional  medical  society  also  allows  for 
increased  awareness  and  knowledge  of  the  latest  medical  techniques. 
Medicine  is  one  of  the  fastest  changing  professions  today.  Thus,  a phy- 
sician must  be  a lifelong  learner.  Interactions  with  other  physicians 
and  attendance  at  medical  conferences  allow  this  learning  process 
to  occur  in  a manner  that  benefits  everyone.  Professional  medical 
societies  organize  such  conferences  on  a national  and  international 
scale  and  also  encourage  physician  interactions.  This  acquisition  of 
knowledge  by  the  physician  increases  the  quality  of  patient  care. 

To  ensure  that  all  patients  receive  the  highest  quality  care,  all 
physicians  must  abide  by  certain  standards  of  patient  care.  Medical 
membership  societies  help  set  such  standards  through  physician  in- 
teraction coupled  with  community  involvement.  Members  of  these 
societies  work  together  to  set  precedents  that  can  be  followed  by 
future  physicians.  This  helps  ensure  that  all  patients  as  well  as  mem- 
bers of  the  community  are  treated  with  proper  respect  and  care.  Medi- 
cal membership  societies  also  address  issues  in  areas  such  as  ethics 
and  try  to  reach  solutions  to  these  issues  through  compromise. 

The  future  of  medicine  depends  on  professional  medical  mem- 
bership societies.  These  societies  increase  patient  trust  of  the  phy- 
sician, develop  awareness  of  the  latest  medical  techniques,  and 
help  ensure  that  the  finest  quality  care  is  being  given  to  the  com- 
munity. Participation  by  individual  physicians  creates  a commu- 
nication and  networking  system  that  integrates  all  areas  of  the 
medical  profession.  The  future  will  bring  many  exciting  discover- 
ies and  changes  to  the  medical  profession.  Professional  medical 
membership  societies  will  help  lead  the  practice  of  medicine  into 
a prosperous  future. 


Lan  K.  Nguyen 

University  of  Tennessee,  Memphis 

In  addition  to  performing  their  daily 
duties  as  physicians,  members  of  the  medi- 
cal field  are  also  encouraged  to  be  active 
members  in  professional  medical  member- 
ship societies.  Participation  in  these  soci- 
eties at  the  local,  state,  and  national  level 
benefits  the  individual  physician  as  well 
as  the  medical  profession  and  society  as 
a whole.  The  future  of  medicine  depends 
on  professional  medical  membership  so- 
cieties’ ability  to  collect  and  disseminate 
information  concerning  medical  ad- 
vancements to  physicians  and  the  general  public  and  address  the 
professional  concerns  of  those  in  the  medical  field. 

Professional  medical  membership  societies  are  the  primary 
source  of  information  for  the  physician  once  he  completes  his  medi- 
cal training.  Through  journals,  newsletters,  lectures,  continuing 
education  programs,  and  conferences,  physicians  are  provided  in- 
formation concerning  new  treatments  and  technologies.  It  is  vital 
to  the  future  of  medicine  that  physicians  continue  to  learn  and  im- 
prove their  practice  as  new  discoveries  emerge.  Physicians  have  the 
opportunity  to  learn  as  well  as  teach  their  colleagues.  Each  indi- 
vidual physician  adds  his  own  experience  and  knowledge  to  the 
group  that  amounts  to  an  extraordinary  resource  for  the  advance- 
ment of  the  medical  field.  If  a physician  can  treat  patients  more 
effectively  as  a result  of  this  resource,  then  his  participation  in  pro- 
fessional medical  membership  societies  has  succeeded  in  improv- 
ing the  individual  physician,  community  health,  and  the  value  of 
the  physician. 

Besides  providing  information  to  the  physician,  professional 
medical  membership  societies  provide  physicians  a forum  to  dis- 
cuss pressing  issues  and  concerns  in  medicine.  In  dealing  with  is- 
sues that  range  from  ethics  to  health  care  management,  it  is  impor- 
tant for  each  physician  to  play  a role  in  determining  the  future 
direction  of  the  medical  profession.  These  societies  allow  physi- 
cians to  meet  with  their  professional  peers  and  express  their  opin- 
ions on  current  issues.  Although  medicine  is  about  healing  people, 
physicians  must  also  address  professional  and  business  issues  that 
are  realities  in  the  profession  today.  These  issues  must  be  resolved 
thoughtfully  and  rationally  to  insure  the  quality  of  the  profession  in 
the  future.  Widespread  participation  is  necessary  for  the  direction 
taken  by  the  profession  as  a whole  to  coincide  with  the  majority  of 
the  members’  views.  It  is  the  responsibility  of  physicians  today  to 
guarantee  the  quality  of  the  profession  in  the  future,  which  is  not 
only  important  to  the  individual  physician,  but  also  to  the  commu- 
nities that  rely  on  the  medical  field  for  their  well-being. 

Changes  are  taking  place  in  the  field  of  medicine  constantly.  It 
is  crucial  that  individual  physicians  and  the  general  public  keep  up 
with  these  changes.  Professional  medical  membership  societies  play 
a dominant  role  in  informing  the  physician  and  society.  Physicians 
must  not  only  learn  from  these  developments,  but  they  must  play 
an  active  role  in  these  societies  to  create  these  changes  for  the  bet- 
terment of  the  field  of  medicine. 


Matthew  D.  Peterson 
Vanderbilt  University 

Without  a doubt,  health  care  is  undergoing  a period  of  rapid 
change.  Medical  knowledge  is  increasing  at  an  astonishing  rate, 
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while  at  the  same  time  the  mode  of  de- 
livery of  health  care  is  being  drastically 
altered.  In  order  to  insure  that  these 
changes  are  ultimately  beneficial  to  both 
the  individual  patient  and  society  as  a 
whole,  this  increased  knowledge  and 
technology  must  be  accessible  to  the 
patient.  Individual  physician  participa- 
tion in  professional  medical  membership 
societies  such  as  the  American  Medical 
Association,  the  Tennessee  Medical  As- 
sociation, and  local  medical  societies 
insures  that  patients  have  access  to  the 
best  possible  health  care  in  two  ways.  First,  it  empowers  physicians 
and  patients  to  make  the  best  informed  health  care  decisions.  Sec- 
ond, it  ensures  a more  powerful  role  in  shaping  the  health  care  de- 
livery system  to  those  who  best  understand  it — physicians. 

With  innumerable  advances  in  medicine  taking  place  each  day, 
the  individual  physician  cannot  possibly  stay  on  the  forefront  with- 
out a forum  for  communication.  Professional  membership  societies 
provide  such  a forum.  Through  such  mediums  as  journals  and  meet- 
ings, the  individual  physician  is  able  to  easily  access  pertinent  in- 
formation on  medical  trends  and  advancements.  The  individual  phy- 
sician, in  turn,  can  then  utilize  this  information  gained  for  the  benefit 
of  his  or  her  patients.  Because  of  the  forum  provided  by  the  AM  A, 
TMA,  and  local  medical  societies,  the  individual  physician  is  em- 
powered with  the  collective  ideas  of  thousands  of  other  physicians. 

Professional  membership  societies  also  empower  patients  to  make 
informed  health  care  decisions.  Through  resources  such  as  the  AM  A’s 
Web  site,  patients  can  get  reliable  health  care  information.  With  the 
addition  of  the  AMA  membership  listing,  a patient  can  make  an 
informed  decision  when  choosing  a physician.  In  today’s  society, 
health  care  advice  is  offered  at  every  turn.  Professional  membership 
societies  provide  patients  with  a reliable  source  for  this  information. 

While  professional  membership  societies  can  empower  the  pa- 
tient to  make  an  informed  decision  when  choosing  a physician,  the 
current  trends  in  health  care  delivery  may  impede  the  patients’  ac- 
cess to  the  physician  of  their  choice.  With  many  forces  working  to 
change  health  care  delivery,  the  future  is  uncertain.  To  insure  that 
the  health  care  system  works  for  the  benefit  of  the  patient,  those 
that  best  understand  the  needs  of  the  patient  must  have  a strong 
hand  in  shaping  health  care  reform.  Nobody  understands  these  needs 
better  than  the  physician.  Professional  membership  societies  insure 
that  the  voice  of  the  individual  physician  is  heard.  Membership  in 
the  AMA,  TMA,  and  local  medical  societies  enables  the  individual 
physician  to  have  a properly  influential  role  in  shaping  the  health 
care  delivery  system. 

Today’s  physician  faces  a myriad  of  challenges.  Each  of  these 
challenges  represents  an  opportunity.  To  make  the  most  of  these 
opportunities,  the  individual  physician  must  have  both  a reliable 
forum  for  the  dissemination  of  information  and  an  influential  and 
powerful  group  to  speak  on  his  or  her  behalf.  Professional  member- 
ship societies  provide  the  physician  with  both. 


Cameron  C.  Trenor,  III 
University  of  Tennessee,  Memphis 

The  success  of  the  future  of  medicine  in  this  country  will  be 
measured  by  the  ability  of  providers  to  maintain  the  highest  quality 
of  health  care  available  in  the  world,  while  expanding  access  to  this 
care  to  everyone.  Health  care  reform  is  admirably  aimed  to  improve 


access  to  health  care.  While  some  issues 
of  access  are  distance  related,  most  are 
financial.  Therefore,  health  care  reform 
should  strive  to  reduce  out-of-pocket  ex- 
penses to  patients.  Cutting  health  care 
costs  while  expanding  the  technology 
and  expertise  available  to  ensure  im- 
provement in  the  quality  of  care  is  cer- 
tainly a difficult  proposition.  Productive 
negotiations  require  informed  represen- 
tation of  the  patients  (by  government), 
third-party  payers,  and  providers.  Health 
care  providers  are  represented  in  this 
important  evolution  of  their  field  by  their  professional  societies  at 
the  local,  state,  and  national  levels. 

Professional  medical  membership  societies  are  available  to  help 
physicians  address  present  and  future  concerns  about  changes  in 
their  profession.  The  raison  d’etre  of  these  professional  societies  is 
to  unite  physicians  and  provide  a forum  for  them  to  share  their  indi- 
vidual concerns  and  benefit  from  their  colleagues’  experiences. 

Individual  physician  membership  and  participation  in  profes- 
sional societies  is  important  to  ensure  that  all  issues  and  concerns 
about  the  future  of  this  profession  are  evaluated  for  intervention. 
Problems  could  be  large  in  scope  or  localized  to  a private  practice. 
There  are  and  will  continue  to  be  many  concerns  about  managed 
care  reform.  However,  a large  number  of  physicians  also  find  them- 
selves in  private  practice  wishing  they  knew  how  to  quickly  gain 
advice  on  running  a business.  Every  physician  has  unique  experi- 
ences and  areas  of  expertise  that  can  be  useful  to  their  colleagues. 
These  collective  experiences  can  validate  or  provide  perspective 
for  other  physicians’  concerns. 

The  individual  expertise  of  clinicians  underlies  another  reason 
that  participation  in  associations  is  important — peer  review.  Puta- 
tive treatments  are  being  fast-tracked  through  research  and  devel- 
opment and  need  thorough,  critical  consideration.  Collaborations 
forged  through  conferences  can  broaden  the  scope  and  therefore 
potential  impact  of  clinical  trials.  Professional  societies  are  also 
appropriate  places  to  share  and  critique  preliminary  clinical  trial 
data  and  inform  fellow  clinicians  about  protocols  available  for 
their  particular  patients’  needs.  If  emerging  technologies  are  not 
peer-reviewed  and  efficiently  made  available  to  all  practicing  phy- 
sicians, their  potential  impact  on  patient  care  could  be  too  late, 
nonexistent,  or  even  negative. 

While  individual  physicians  and  their  practices  can  benefit  from 
participation  in  medical  associations,  the  evolving  medical  field 
as  a whole  can  benefit  as  well.  For  example,  aggressive  cost-cut- 
ting  measures  are  being  suggested  by  government  and  insurance 
entities  to  improve  access  to  health  care.  Unfortunately,  these  agen- 
cies seem  willing  to  endorse  lowering  prices  of  medical  care  with- 
out regard  for  sacrifices  made  in  the  quality  of  patient  care.  More 
specifically,  they  implement  limits  on  the  physician’s  role  as  deci- 
sion-maker in  health  care  delivery.  If  highly  trained  physicians 
lose  the  power  to  make  the  final  decision  about  patient  care,  their 
effectiveness  and  motivation  as  care  givers  will  suffer. 

Under  the  Hippocratic  Oath,  physicians  have  a duty  to  fight 
for  the  best  care  for  their  patients.  Physicians  can  be  actively  in- 
volved in  creating  and  defending  legislation  to  this  end  by  sup- 
porting professional  medical  membership  societies  as  they  lobby 
for  and  negotiate  protocols  for  health  care  delivery.  Membership 
in  these  associations  is  important  for  providing  doctors  opportu- 
nities to  become  better  physicians  and  exposure  to  more  options 
available  to  them  for  treating  their  patients.  Furthermore,  as  the 
future  of  health  care  delivery  is  being  shaped,  these  medical  soci- 
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eties  can  provide  more  security  that  the  effective  way  physicians 
have  learned  to  practice  medicine  will  be  changed  as  minimally  as 
possible. 


Tom  L.  Yao 
Vanderbilt  University 

The  need  for  individual  physicians  to 
participate  in  professional  medical 
membership  societies  is  greater  today 
than  ever  before.  Modern  medicine  is  a 
quickly  evolving  field  of  study  in  which 
the  actions  of  not  only  other  physicians, 
but  also  the  actions  of  the  government, 
and  even  corporate  entities,  influence  the 
individual  physician.  Despite  these  out- 
side pressures,  the  physician’s  primary 
goal  remains  the  same:  providing  the  best 
possible  care  for  ALL  his  patients.  In  the 
wake  of  health  care  reform  and  current 
health  care  policies,  the  modern  physician  must  concern  himself 
with  the  forces  that  delineate  the  boundaries  of  his  power.  Societies 
like  the  American  Medical  Association  (AM  A)  and  Tennessee  Medi- 
cal Association  (TM  A)  can  act  as  powerful  lobby  groups  and  influ- 
ence legislatures  in  policy  making  about  health  care.  Because  it  is 
the  individual  physicians  that  make  up  the  societies,  it  is  important 
that  doctors  join  these  societies  so  that  they  can  be  involved  in  the 
decision-making  process  and  represent  the  best  interests  of  the  field 
of  health  care.  It  is  absolutely  essential  for  health  care  professionals 
to  have  organized  groups  of  physicians  with  the  time  and  resources 
to  investigate  and  judge  the  important  issues  impacting  patients  and 
doctors.  As  physicians  understand  the  practice  of  medicine  better 
than  anyone  else,  they  are  best  equipped  to  identify  the  most  press- 
ing issues  facing  health  care.  The  membership  in  such  medical  so- 
cieties would  allow  for  individual  voices  and  suggestions  to  be  heard. 
And  as  a group,  individuals  can  apply  pressure  to  make  larger 
changes  for  the  future  of  health  care. 

Modem  technological  advances  in  basic  science  and  clinical  treat- 
ments occur  at  such  a dizzying  pace  that  it  can  become  very  easy 
for  a physician  to  lose  track  of  what  is  best  for  his  patient.  With  this 
fast-paced  field  of  medicine,  it  becomes  necessary  for  physicians  to 
organize  in  order  to  effectively  and  efficiently  sift  through  all  the 
new  developments  to  determine  the  best  methods  for  patient  care. 
The  AM  A and  TM  A are  committed  to  improving  public  health  and 
setting  standards  for  the  medical  profession.  In  such  societies  that 
publish  peer-review  journals  and  newsletters  the  members  can  be 
kept  informed  of  cutting  edge  treatments  that  could  greatly  improve 
the  quality  life  of  patients.  We  must  remember  that  the  minds  of 
many  are  much  better  than  one  mind,  so  that  the  membership  of 
individual  physicians  is  the  key  to  making  even  greater  technologi- 
cal advances.  It  is  also  essential  to  note  that  these  medical  societies 
oversee  some  aspects  of  medical  education.  It  is  important  that  fu- 
ture physicians  receive  the  best  possible  training  in  order  to  both 
continue  and  improve  the  state  of  health  care  for  the  their  patients. 
Perhaps  the  best  summary  statement  that  can  be  made  about  physi- 
cian involvement  in  medical  societies  is  that  the  sum  of  its  parts  is 


greater  than  the  whole.  While  the  effort  of  an  individual  member  of 
the  medical  association  seems  to  be  negligible  compared  to  a gi- 
gantic, organic  field  of  medicine  (politically  and  technologically), 
if  each  physician  does  his  part,  as  a group  they  can  greatly  improve 
the  quality  of  life  for  both  their  patients  and  themselves. 


1998/1999  DONORS 

June  1,  1998  through  February  28,  1999 

L.  Hadley  Williams,  Jr.  Memorial  Scholarship  Fund 


Founder's  Circle 
Gifts  of  $5,000  to  $9,000 

Tennessee  Medical 
Education  Fund,  Inc. 

Chairman’s  Club 
Gifts  of  $2,500  to  $4,999 
Opryland  Hotel 

Tennessee  Medical  Association 
Benefactors 

Gifts  of  $1,000  to  $2,499 

American  Medical  Association 
Tom  E.  Nesbitt  Sr.,  MD 
John  B.  Thomison,  MD 
Louis  H.  Williams,  III  and 
Laurie  Williams  Sublett 
(In  Memory  of  Our  Father) 

Melva  M.  Williams 

(In  Memory  of  L.  Hadley  Williams,  Jr.) 

Patron 

Gifts  of  $500  to  $999 
Dr.  and  Mrs.  Rex  Amonette 
(In  Honor  of  Dr.  and  Mrs  David  Dodd) 
Dr.  and  Mrs.  J.  Kelley  Avery 
George  “Con”  Knox,  Jr. 
Memphis-Shelby  County 
Medical  Society 
Roy  and  Ann  Nicks 
Professional  Convention 
Management  Association 
Tennessee  Medical 
Association  Alliance 

Associates 

Gifts  of  $250  to  $499 

Bob  Bellenfant,  CPA 

John  and  Anetha  Grant 

Nat  E.  Hyder  Jr.,  MD 

Vince  Maressa 

Ken  Monroe 

James  H.  Sammons,  MD 

William  V.  and  Sherry  Wallace 

Sponsors 
Gifts  up  to  $249 

Donald  H.  Alexander 
Maysoon  and  Subhi  Ali,  MDs 
The  Anderson  Company 


Mr.  and  Mrs.  William  T.  Applegate 
Linda  Bass 

Dr.  and  Mrs.  Luthur  A.  Beazley 
(In  Memory  of  Mrs.  Betty  Wilkinson) 

(In  Honor  of  Dr.  David  T.  Dodd) 

Mr.  and  Mrs.  Noble  Brymer 

Mrs.  Marjorie  S.  Clauer 

Francis  H.  Cole,  MD 

Connecticut  State  Medical  Society 

S.  Lon  Conner 

Robert  G.  Cox 

Robert  and  Karen  Demedde 

B.  E.  Dossett,  MD 

Hamel  B.  Eason,  MD 

(In  Memory  of  Dr.  C D Hawkes) 

Mr.  and  Mrs.  Joseph  G.  C.  Francis 

David  K.  Garriott,  MD 

Mr.  and  Mrs.  Henry  Gildemeister 

Samuel  M.  Glasgow  III,  MD 

M.  John  Hanni  Jr.,  CAE 

Jay  Harris 

Mr.  and  Mrs.  Robert  G.  Harris 
James  W.  Hays,  MD 
Eldon  Huston 
Anthony  J.  Jannetti,  Inc. 

Charles  and  Frances  Johnson 

(In  Memory  of  Mrs.  Ruth  Williams  George) 

Robert  S.  King,  CPA 

Dr.  and  Mrs.  Morse  Kochtitzky 

Ira  Lane 

Dr.  and  Mrs.  Melvin  D.  Law,  Jr. 
William  E.  Madigan, 

Michigan  State  Medical  Society 
Mr.  and  Mrs.  Mike  Marlin 
Charlie  Mathews 
Medical  Association  of  Georgia 
Thel  and  Velma  Morris 
Dorothy  and  Bill  Nelligan 
New  Mexico  Medical  Society 
Marc  and  Wendy  Overlock 
The  Peabody  Hotel 
Howard  and  Vivian  Pearce 
A1  and  Susan  Ritter 
Sheraton  Music  City  Hotel 
Bob  Dudley  Smith 
Whalen  M.  Strobhar 
John  Westenberger,  CAE 
SamJ.  Williams  III,  MD 
Jean  Wishnick 
George  A.  Zirkle  Jr.,  MD 
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Special  Item 


J.  Chris  Fleming,  MD 

TMA's  145th  President 


As  the  profession  of  medicine  stands  at  the  brink  of  a new 
millennium  facing  all  the  challenges  that  come  with  the  fu- 
ture, our  incoming  president,  James  Christian  Fleming,  MD, 
stands  ready  to  lead  our  association  as  it  faces  the  challenges 
of  a new  year.  TennCare,  tax  proposals,  fraud  investigations, 
and  regulation  interpretations  are  just  a sampling  of  issues 
awaiting  our  next  leader. 

Dr.  Fleming,  a board  certified  ophthalmologist,  is  an  As- 
sociate Professor  of  Ophthalmology  at  the  University  of 
Tennessee’s  Center  for  the  Health  Sciences  in  Memphis.  He 
also  serves  as  the  Chief  of  Oculoplastic  Surgery.  He  main- 
tained a private  practice  from  1980  until  1996  when  he  joined 
the  faculty  of  the  University  of  Tennessee  Center  for  the 
Health  Sciences. 

Within  the  Tennessee  Medical  Association,  Dr.  Fleming 
has  served  in  numerous  capacities.  Most  recently,  he  has  was 
TMA  President-Elect.  He  has  chaired  a TMA  Reference  Com- 
mittee to  the  TMA  House  of  Delegates,  represented  the  Young 
Physician  Section  at  the  American  Medical  Association  House 
of  Delegates,  and  is  presently  a TMA  delegate  to  the  AMA, 
Secretary-Treasurer  to  the  TMA,  and  has  been  member  of  the 
TMA  Board  of  Trustees  since  1995. 

He  was  born  in  Memphis  and  completed  his  undergradu- 
ate work  at  the  University  of  Tennessee  in  Knoxville,  earned 
his  medical  degree  from  University  of  Tennessee  College  of 
Medicine  in  Memphis  in  1974,  and  completed  his  residency 
at  the  University  of  Tennessee  Center  for  the  Health  Sciences 
in  1978.  In  1980,  he  completed  a fellowship  with  the  Univer- 
sity of  Arizona  College  of  Medicine  in  Ophthalmic  Plastic 
and  Reconstructive  Surgery. 

In  Memphis,  he  is  active  with  the  Memphis-Shelby  County 
Medical  Society,  where  he  has  served  as  President  and  re- 
mains on  their  Board  of  Directors.  He  has  also  served  on  the 
Board  of  Directors  of  the  American  Cancer  Society,  Mem- 
phis/Shelby County  Unit.  He  has  served  in  numerous  capaci- 
ties with  the  Memphis  Eye  Society  as  President,  Vice  Presi- 
dent, and  Secretary. 

At  a national  level,  Dr.  Fleming  is  a member  of  the  Ameri- 
can Academy  of  Ophthalmology,  American  Society  of  Oph- 
thalmic Plastic  and  Reconstructive  Surgery,  American  Col- 
lege of  Surgeons,  and  the  American  Medical  Association. 

He  has  been  honored  with  numerous  awards,  among  those 
the  Marvin  Quickert  Fellowship  Award  by  the  American  So- 
ciety of  Ophthalmic  Plastic  and  Reconstructive  Surgery,  the 


President’s  Award  by  the  Memphis-Shelby  County  Medical 
Society,  the  Philip  M.  Lewis  Award  for  an  outstanding  con- 
tribution to  Resident  Instruction  and  Clinical  Service,  and 
the  1997  American  Academy  of  Ophthalmology  Honor 
Award. 

Dr.  Fleming  has  been  the  author  of  several  articles  and 
chapters  related  to  his  specialty. 

Dr.  Fleming  is  married  to  Anne  and  they  will  celebrate 
their  25th  wedding  anniversary  this  June.  They  have  two 
daughters:  Katherine,  17,  is  graduating  from  high  school; 
Rebecca,  21,  is  graduating  from  the  University  of  Georgia, 
and  will  be  a student  at  the  University  of  Tennessee  College 
of  Medicine  in  Memphis  in  August. □ 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Inattentive  to  Essential  Details 

J.  Kelley  Avery,  MD 


Case  Report 

A 46-year-old  construc- 
tion estimating  project  man- 
ager reported  to  his  family 
doctor  complaining  of  pains 
in  his  legs  and  knees  for  a 
month.  Some  swelling  had 
begun  to  occur  about  10  days 
before  this  visit,  and  he  had 
developed  some  pain  in  both 
calves.  He  had  continued  to 
work,  performing  his  duties 
as  usual  even  with  the  pain. 
He  noted  that  the  swelling 
would  go  away  at  night.  He 
had  high  blood  pressure,  for 
which  he  was  taking  a beta 
blocker. 

The  physical  examination 
was  reported  as  “negative” 
except  for  some  tenderness  in 
both  legs  and  some  minimal 
swelling  in  his  ankles.  He  re- 
fused a “prostate  check.”  A 
“rheumatoid  profile,”  com- 
plete blood  count,  and  a chest 
x-ray  were  ordered,  Indocin 
was  prescribed,  with  Tranxene 
15  mg  three  times  a day.  A 
week  later  he  came  to  the 
physician’s  office  for  a blood 
test.  No  tests  or  results  of  any 
appeared  in  his  chart. 

Two  months  after  his  initial  visit  he  requested  a refill  of 
his  “pain  medicine,”  presumably  Indocin.  A week  later  he 
reported  to  his  physician  with  pain  “under  the  right  axilla.” 
There  was  no  documentation  of  physical  findings,  but  the 
diagnosis  recorded  was  “degenerative  arthritis  and  anxiety.” 
The  same  medications  were  continued,  and  no  appointment 
for  return  was  recorded.  Between  this  visit  and  his  visit  to 
another  doctor  14  months  later,  the  patient  had  requested 
and  received  seven  refills  of  his  tranquilizer  and  Indocin. 


There  was  an  entry  in  the  medical  record  that  the  patient  was 
to  be  seen  before  any  more  refills  were  authorized. 

Two  weeks  later  he  presented  to  the  doctor’s  office  for  a 
physical  examination  “under  his  plan.” 

The  patient  was  given  his  previous  chest  x-ray  and  the 
finding  of  a “place  on  the  film”  was  “discussed  in  detail” 
with  him,  and  a consultation  was  arranged  by  the  attending 
physician.  At  the  initial  visit  the  consultant  took  a thorough 
history  in  which  the  joint  pains  were  recorded  and  the  state- 
ment was  made,  “Indocin  with  superb  results.”  The  pain  in 
the  upper  right  chest  was  documented  as  having  begun  about 
a year  previously,  and  while  the  medication  seemed  to  help 
for  a while,  lately  it  had  not  seemed  to  be  as  effective.  The 
pain  seemed  to  have  no  relationship  to  movement  or  posi- 
tion. He  was  a Wi  pack  per  day  smoker  without  significant 
sputum  production,  and  he  had  no  shortness  of  breath  or 
chest  pain  even  on  hard  physical  exertion.  The  past  history 
revealed  no  surgical  procedures,  and  only  one  hospital  ad- 
mission for  hypertension  20  years  before.  This  was  attrib- 
uted to  job  stress.  There  was  a family  history  of  tuberculosis, 
cancer,  hypertension,  and  arteriosclerotic  heart  disease. 

Physical  examination  revealed  some  signs  of  degenera- 
tive joint  disease,  and  a reduction  of  breath  sounds  was  noted 
in  the  right  upper  supraclavicular  area.  The  chest  x-ray  re- 
vealed an  “infiltrative  process  in  the  right  upper  lobe”  which 
seemed  to  involve  the  adjacent  pleura.  The  pain  in  the  area 
had  become  somewhat  pleuritic,  but  was  still  not  affected  by 
position.  The  history  of  arthritis  was  noted,  and  that  the  pre- 
vious physician  had  ordered  an  antibody  test  for  rheumatoid 
arthritis,  which  was  reported  as  positive. 

A CT  of  the  chest  showed  a non-calcified  mass  in  the 
right  upper  lung  field,  with  involvement  of  the  chest  wall.  A 
biopsy  showed  adenocarcinoma  of  the  lung,  but  a bone  scan 
showed  no  metastases. 

The  patient  was  admitted  to  the  hospital,  where  a bron- 
choscopy showed  no  intrabronchial  lesions.  The  upper  lobe 
of  the  right  lung  was  resected,  with  the  adjacent  pleura  and 
the  attached  portions  of  the  second  and  third  ribs.  Two  nor- 
mal appearing  lymph  nodes  were  removed.  The  pathologic 
diagnosis  was  adenocarcinoma,  without  involvement  of  the  i 
ribs  or  lymph  nodes.  The  postoperative  course  in  the  hospi- 
tal was  uneventful,  and  he  was  discharged  five  days  after  the  ! 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 

Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for  the 
purpose  of  emphasizing  the 
issues  presented. 
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surgery. 

Within  two  weeks  of  the  patient’s  discharge  from  the  hos- 
pital, a medical  oncologist  discussed  in  detail  the  options 
they  faced  in  his  further  treatment  using  chemotherapy  and 
radiation.  The  patient  refused  the  chemotherapy,  but  when 
some  hope  was  held  out  for  radiation  therapy,  the  patient 
was  seen  by  a radiation  oncologist.  Although  the  prognosis 
for  this  modality  of  treatment  was  described  as  poor,  all  the 
physicians  involved,  as  well  as  the  patient  himself,  decided 
it  was  the  best  choice. 

The  patient  was  seen  regularly  by  his  medical  oncologist 
during  the  course  of  radiation  treatments.  He  seemed  to  do 
well,  and  completed  all  the  recommended  treatments,  and 
there  was  genuine  surprise  on  the  part  of  the  physicians  at 
how  well  he  did.  At  six  months  after  surgery  the  physical 
examination  was  negative  for  any  progression  of  his  disease, 
and  MRI  showed  no  evidence  of  metastasis.  At  a year,  the 
medical  oncologist  made  mention  of  only  some  “bronchi- 
tis,” which  he  believed  was  due  to  the  radiation.  He  remained 
disease  free  during  follow-up. 

A lawsuit  was  filed  charging  the  primary  care  physician 
with  negligence  in  failing  to  diagnose  the  lung  cancer  and 
initiate  treatment  in  a timely  manner.  All  the  reviewers  of 
this  case  agreed  that  on  the  chest  x-ray  taken  in  the  office  of 
the  family  doctor,  an  abnormality  should  have  been  suspected, 
which  should  have  resulted  in  earlier  diagnosis  and  treat- 
ment. The  plaintiff  contended  that  the  delay  resulted  in  some 
loss  of  chance  for  a more  favorable  outcome. 

Loss  Prevention  Comments 

The  old  adage  that,  “If  it  was  not  documented,  it  was  not 
done,”  almost  always  remains  the  rule  when  litigation  oc- 
curs. Documenting  details  seems  much  more  of  a chore  than 
it  really  is.  When  no  comment  appears  in  the  record  of  the 
chest  x-ray  that  was  initially  taken,  one  wonders  whether  or 
not  the  physician  looked  at  it  at  all.  He  seemed  to  readily 
pick  up  some  abnormality  after  the  patient  had  returned  for 
the  physical  “under  his  plan.”  At  this  point  he  contacted  the 
consultant,  gave  the  patient  the  film,  and  they  “discussed  in 
detail  the  diagnoses.”  At  this  point,  he  obviously  looked  at 
the  film  more  carefully.  While  questions  cannot  be  defini- 
tively answered,  they  are  easy  to  raise,  and  they  do  put  the 
physician  in  a bad  light.  The  x-ray  was  taken  18  months 
before  the  patient  saw  the  consultant. 

The  failure  to  document  his  impression  of  the  x-ray  ini- 
tially was  not  the  only  documentation  problem  faced  by  the 
attending  physician.  There  was  an  entry  in  the  record  on 
seven  occasions  showing  the  refill  of  medications  without 
any  suggestion  that  follow  up  was  encouraged.  After  refill- 
ing the  medications  for  18  months,  the  note  appears,  “OK, 
see  before  more.”  The  supervision  of  medication  by  the  pre- 
scribing physician  in  an  important  part  of  any  treatment  plan. 


Indocin,  for  example,  can  produce  serious  side  effects,  most 
commonly  relating  to  the  gastrointestinal  tract.  Ulcerations 
and  bleeding  can  and  do  occur.  Patients  should  be  watched 
for  occult  gastrointestinal  bleeding.  Tranxene,  while  a mild 
tranquilizer,  is  a mood  altering  drug,  and  can  be  associated 
with  habituation/addiction.  The  absence  of  documentation 
that  care  is  being  taken  to  protect  patients  from  the  undesir- 
able side  effects  of  the  medications  we  prescribe  helps  the 
plaintiff  paint  the  picture  of  a physician  who  is  sloppy  and 
uncaring  in  his  approach  to  his  patients,  whether  that  is  true 
or  not. 

While  the  lapse  of  18  months  during  which  the  diagnosis 
of  cancer  of  the  lung  was  delayed  is  probably  not  ultimately 
of  significance  in  the  usual  case  of  this  type,  no  expert  could 
or  would  say  that  such  a delay  was  not  important. 

For  all  these  reasons,  trial  was  considered  out  of  the  ques- 
tion. The  case  was  settled  for  a large  six-figure  amount. □ 
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THE  ENERGY  GROUP  INC. 

EARN  LONGTERM  REVENUEAND  IMMEDIATE  TAX 
BENEFITS  FROM  U.S.  NATURAL  GAS  FIELD  INVESTMENTS 


U.S.  Natural  Gas  field  ownership  can  have  dramatic 
revenue  potential  along  with  unique  tax 
advantages.  In  order  to  encourage  domestic 
production,  Uncle  Sam  allows  investors  to  deduct 
100%  of  the  money  invested  in  our  projects  against 
active  or  passive  income  in  their  portfolio. 

NATURAL  GAS  - AMERICA’S  FUEL  OF 
THE  FUTURE 

Natural  gas  demand  is  at  an  all  time  high. According 
to  the  1 999  edition  of  the  Gas  Research  Institute’s 
“Baseline  Projections  of  U.S.  Supply  and  Demand.” 
U.S.  Gas  supply  and  demand  will  grow  drastically 
over  the  next  1 7 years. 

TAX  ADVANTAGES  OF  NATURAL  GAS 
PRIVATE  PLACEMENT  INVESTING 

It  has  long  been  the  stated  policy  of  the  U.S. 
government  to  encourage  natural  gas  field 
development  by  granting  preferential  tax 
treatment  to  those  who  participate  in  the  activity. 
• 100%  deduction  for  all  money  invested. 
•Depletion  Allowance  - Approx.  15%  to  20%  of 
every  dollar  of  revenue  is  tax  free  or  sheltered. 

BENEFITS  OF  PRIVATE  PLACEMENT 
INVESTING 

Private  placements  allow  investors  to  diversify 
their  portfolios.  Investing  in  a private  placement 
allows  investors  to  share  more  directly  in  the  cash 
flow  and  tax  benefits  of  U.S.  Natural  Gas  fields. 


CHARACTERISTICS  OF  ENERGY 
GROUP  NATURAL  GAS  PROGRAMS 

•Cash  distributions  beginning  90  days  after 
the  well(s)  are  completed. 

•Development  of  proven  U.S.  Natural  Gas  fields. 

•Monthly  cash  flow  and  statements. 

•Regular  investor  field  trips  available. 

•Turnkey  “Flat  Fee”  investment  prevents 
cost  overruns. 

•Simplified  tax  returns  provided  prior  to 
February  28. 

•Personal  CPA  tax  consultations. 

• 100%  deduction  for  money  invested  plus 
monthly  tax  sheltered  income. 

•In-house  industry  staff,  combine  years  of  “hands 
on”  experience,  engineering  and  managing  field 
assets  for  our  investors. 

•Proven  industry  leaders  apply  today’s  cutting 
edge  technologies  to  recover  America’s 
valuable  natural  gas  reserves. 

This  article  contains  excerpts  from  The  Energy 
News  as  well  as  other  industry  sources.  For  more 
information  on  The  Energy  Group,  Inc.,  or 
questions  about  participating  in  the  U.S.  Natural 
gas  industry  contact  Tom  Sprouse,  Vice 
President  Toll  Free  800-487-9712, 
Fax  5 02-843-369  7 or  E-Mail 
energy@energyvest.com.  When  visiting  our 
web  site,  please  reference  this  article  or  Tom 
Sprouse  at  Internet:  http://www.energyvest.com. 

THIS  IS  NOT  AN  OFFER  TO  BUY  OUR 
SECURITIES.  OUR  SECURITIES  OFFER  IS 
MADE  BY  THE  MEMORANDUM  TO 
ACCREDITED  INVESTORS 
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Original  Contribution 

Divalproex  Sodium — Review  of 
Prophylactic  Migraine  Efficacy,  Safety 
and  Dosage,  With  Recommendations 

Stephen  H.  Landy,  MD;  Judy  McGinnis,  RN,  CCRC 


In  the  United  States,  3.4  million  females  and  1.1  million 
males  have  one  or  more  moderate  to  severe  disabling  mi- 
graine attacks  monthly.1  Many  in  this  group  are  on  prophy- 
lactic migraine  treatment  such  as  beta-blockers,  tricyclic  an- 
tidepressants, and  calcium  channel  blockers,  and  continue  to 
suffer  frequent  migraine  attacks  or  have  limiting  side  effects. 
Until  1996  propranolol  (Inderal),  timolol  (Blocadren),  and 
methysergide  (Sansert)  were  the  only  migraine  prophylactic 
drugs  approved  by  the  Food  and  Drug  Administration  (FDA). 
In  1996  divalproex  sodium  (Depakote)  was  FDA  approved 
for  migraine  prophylaxis,  and  pre-approval  and  post-approval 
clinical  studies  have  demonstrated  efficacy  and  safety.211  This 
article  reviews  clinical  data  on  migraine  efficacy,  safety,  and 
dosage  of  divalproex  sodium,  with  recommendations  for  the 
prophylactic  treatment  of  migraine. 

Divalproex  sodium  prophylactic  migraine  publications 
have  included  migraine  without  aura,2  migraine  with  and  with- 
out aura,2'5  transformed  migraine,6  persistent  migraine  aura,7 
migraine  with  paroxysmal  electroencephalogram  changes/ 
and  a comparison  of  divalproex  with  propranolol.9  All  have 
shown  efficacy  and  three  studies,245  which  considered  suc- 
cessful migraine  prophylactic  efficacy  as  50%  or  greater  re- 
duction in  migraine  attack  frequency,  reported  45%, 5 48%, 4 
and  50%2  success.  Jensen  et  al 2 reported  increased  efficacy, 
a change  from  50%  to  65%  in  the  last  four  weeks  of  the  12- 
week  treatment  period.  Mathew  et  al4  reported  significantly 
less  functional  restriction  and  less  symptomatic  medication 
use  per  migraine  headache  episode,  and  Hering  and  Kuritzky 1 
noted  that  the  severity  of  the  migraine  attacks  was  signifi- 
cantly reduced.  Viswanathan  et  al8  reported  100%  reduction 
in  12  of  16  migraine  patients  with  EEG  changes.  Kaniecki9 
reported  no  significant  difference  between  divalproex  and 
propranolol  for  the  prophylaxis  of  migraine  without  aura. 
This  efficacy  information  suggests  consistent  positive  pro- 
phylactic results  in  migraine  with  and  without  aura. 


Reprint  requests  to  the  Wesley  Headache  Clinic,  7655  Poplar 
Ave.,  Suite  385,  Germantown,  77V  38138  (Dr.  Landy). 


Divalproex  sodium  safety  in  migraine  has  been  extensively 
studied  and  documented.  Adverse  events  were  usually  mild 
or  moderate  in  severity  and  transient.  Nausea  is  the  most  com- 
mon side  effect,  occurring  in  up  to  46%  of  patients,4  and  as- 
thenia, drowsiness,  tremor,  alopecia,  weight  gain,  dizziness 
and  vomiting  also  occur.  Relatively  few  patients  will  be  in- 
tolerant altogether.12  Asymptomatic  elevation  of  hepatic  en- 
zymes in  plasma  occurs  in  up  to  40%  of  patients12  and  is  not 
related  to  serious  hepatic  dysfunction  and  usually  subsides 
spontaneously  or  after  a temporary  reduction  in  dosage.14 
Various  hematologic  abnormalities  have  been  rarely  reported, 
with  thrombocytopenia  and  platelet  dysfunction  the  most 
common.14  Pancreatitis  has  been  infrequently  reported.14  Fa- 
tal hepatotoxicity  is  very  rare  ( 1 in  50,000)12  and  has  not  been 
reported  in  adults  without  mental  retardation,  encephalopa- 
thy, or  neurologic  decline.  It  is  almost  always  limited  to  chil- 
dren under  10  who  are  receiving  poly  therapy  for  epilepsy  or 
have  metabolic  disorders.15  Teratogenicity  is  a concern  with 
divalproex  sodium.  Neural  tube  defects  with  resulting  spina 
bifida  occur  in  1%  to  2%  of  babies  born  to  mothers  who  re- 
ceive it  during  the  first  trimester  of  pregnancy. 16  Craniofacial 
defects,  developmental  delay,  postnatal  growth  retardation, 
cardiovascular  malformations,  and  anomalies  involving  vari- 
ous body  systems  have  been  reported,  but  data  to  determine 
the  incidence  is  insufficient.17 

Divalproex  sodium  dosage  for  migraine  prophylaxis  has 
been  studied  ranging  from  400  to  2,500  mg  daily2'11  and  all 
dosages  have  proven  efficacy.  Klapper5  reported  minimal 
migraine  frequency  difference  comparing  three  different  daily 
dosages  (mean  4-week  reduction  1.7  [500  mg],  2.0  [1,000 
mg],  and  1.7  [1,500  mg]),  and  Coria  et  al10  reported  69.8% 
efficacy  on  400  mg  daily,  divided  in  two  oral  doses.  Taylor 
and  Goldstein11  published  a convincing  case  report  of  500 
mg  divalproex  sodium  efficacy. 

We  recommend  avoiding  divalproex  for  migraine  prophy- 
laxis in  children  under  10,  patients  with  pre-existent  liver  dis- 
ease, and  women  who  are  pregnant  or  attempting  to  become 
pregnant.  Before  starting  divalproex  therapy,  obtain  baseline 
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laboratory  studies,  including  complete  blood  count  (CBC)  and 
serum  chemistry  with  liver  enzymes.  It  is  not  necessary  to  fol- 
low blood  values  in  healthy  patients  who  are  doing  well,  but 
otherwise  CBC  and  serum  chemistry  should  be  repeated  at 
two  and  six  months,  particularly  in  patients  receiving  polyp- 
harmacy.^ Therapeutic  levels  established  for  epilepsy  (50  to 
100  fxg/ml)  are  not  necessary  for  effective  migraine  prophy- 
laxis. Divalproex  sodium  should  be  taken  twice  daily  with 
meals  (breakfast  and  supper),  starting  with  1 25  mg  twice  daily, 
and  if  it  is  well  tolerated,  in  one  week  increase  the  dose  to 
250  mg  twice  daily.  If  there  is  no  improvement  in  one  month, 
increase  the  dosage  to  1 ,000  mg  daily.  Higher  doses  are  un- 
likely to  be  helpful  if  there  is  no  response  to  lower  doses. 
Based  on  clinical  experience  and  the  literature,  we  recommend 
a multivitamin  with  zinc  daily  while  divalproex  sodium  is  be- 
ing given.19  Patients  should  be  informed  about  possible  nau- 
sea, weight  gain,  hair  loss  and  tremor,  and  patients  should  be 
followed  every  month  or  two  for  the  first  year  of  treatment. 

Supported  by  this  review  and  the  literature,  divalproex 
sodium  is  efficacious  and  safe  for  migraine  prophylaxis. 
Like  all  migraine  prophylaxis,  it  can  be  effective  at  low  doses, 
and  it  is  a welcomed  addition  to  the  migraine  prophylactic 
armamentarium.  □ 
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Trauma  Rounds 

Limb  Ischemia  Secondary  to  Open 
Pelvic  Fractures:  A Rare  Combination 

Vincent  L.  Rowe,  MD;  Steven  Hughes,  MD;  Michael  B.  Freeman,  MD; 

Scott  L.  Stevens,  MD;  Blaine  L.  Enderson,  MD;  Mitchell  H.  Goldman,  MD 


Introduction 

Blunt  pelvic  fractures  are  indicative  of  high-energy  trauma 
and  associated  with  many  concomitant  injuries.  The  major- 
ity of  associated  vascular  injuries  previously  described  have 
been  hemorrhagic,  and  occasionally  limb  ischemia  second- 
ary to  blunt  pelvic  fractures  complicates  treatment  options. 
To  evaluate  the  management  and  outcome  of  patients  with 
blunt  pelvic  trauma  and  lower  extremity  ischemia,  we  ret- 
rospectively reviewed  all  cases  of  pelvic  fracture  admitted 
to  a level-one  trauma  center  from  January  1989  to  Decem- 
ber 1997.  Out  of  1 ,520  admissions  for  traumatic  pelvic  frac- 
tures, three  patients  had  concomitant  limb  threatening  is- 
chemia requiring  revascularization.  All  three  patients  had 
open  pelvic  fractures.  Method  of  injury,  extent  of  arterial  in- 
sufficiency, management,  and  outcome  of  these  three  patients 
were  reviewed. 

Case  Reports 

Case  1.  A 40-year-old  man  was  crushed  between  a rail- 
way boxcar  and  rock  wall.  He  was  airlifted  to  the  hospital  after 
anti-shock  garment  placement.  Upon  arrival,  systolic  blood 
pressure  was  150  mm  Hg.  Subsequently,  four  liters  of  iso- 
tonic saline  and  two  blood  transfusions  were  infused  to  main- 
tain hemodynamic  stability.  Roentgenographic  evaluation  of 
this  bony  pelvis  showed  bilateral  SI  joint  dissociation  with 
four-rami  disruption,  accompanied  by  an  extensive  perineal 
laceration.  Extremity  pulses  were  absent  in  the  left  lower  ex- 
tremity and  diminished  on  the  right.  Emergency  angiogram 
revealed  occlusion  of  the  left  common  iliac  artery  and  mul- 
tiple nonocclusive  intimal  injuries  to  the  right  external  and 
internal  iliac  arteries  (Fig.  1).  Operative  intervention  included 
right  axillobifemoral  artery  bypass  with  an  8-mm  polytetra- 
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Figure  1.  Aortogram  with  bilateral  runoff  demonstrating  occlusion  of  left 
common  iliac  artery  just  past  the  aortic  bifurcation.  Also,  note  nonocclusive 
intimal  injuries  to  right  internal  and  external  iliac  arteries  (Case  1). 


fluoroethylene  (PTFE)  graft.  Intraoperative  angiogram  re- 
vealed poor  distal  runoff,  and  a left  popliteal  and  posterior 
tibial  artery  thrombectomy  was  performed  to  restore  flow. 
Concomitant  operative  procedures  included  external  fixation 
of  the  bony  pelvis,  suprapubic  cystostomy  for  bladder  rup- 
ture and  urethral  disruption,  end  sigmoid  colostomy,  feeding 
jejunostomy,  and  left  calf  fasciotomy.  Thirty-six  units  of 
packed  red  blood  cells  (PRBC)  and  19  units  of  fresh  frozen 
plasma  (FFP)  were  given  perioperatively.  The  postoperative 
course  was  complicated  by  a persistent  coagulopathy  and  is- 
chemia to  the  left  lower  extremity.  The  patient  progressed 
into  multiple  system  organ  failure  and  died  on  hospital  day  2. 
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Case  2.  A 35-year-old  female  driver  was  ejected  from  her 
vehicle  upon  impact  with  a train.  She  was  airlifted  to  the  hos- 
pital and  arrived  with  stable  vital  signs.  Primary  survey  of 
the  patient  showed  a traumatic  right  leg  amputation  at  the 
mid-calf  and  an  open  tibia/fibula  mid-shaft  fracture  of  the 
left  leg.  Pelvic  x-rays  disclosed  fractures  to  the  left  iliac  wing, 
acetabulum,  and  superior  pubic  rami  (open).  Initial  opera- 
tive management  included  revising  the  right  leg  amputa- 
tion and  external  fixation  of  the  left  tibia/fibula  fracture. 
No  other  significant  concomitant  injuries  were  present.  Post- 
operatively,  decreased  pulses  and  skin  mottling  of  the  left 
lower  extremity  prompted  emergency  angiographic  evalua- 
tion of  the  leg.  Right  transfemoral  angiogram  revealed  oc- 
clusion of  the  left  common  femoral  artery  just  proximal  to 
the  bifurcation  of  the  superficial  and  profunda  femoral  arter- 
ies (Fig.  2).  Operative  exploration  showed  a contused  left 
common  femoral  artery  with  intraluminal  occlusion  and  sec- 
ondary thrombosis  due  to  an  intimal  flap.  The  nonviable  proxi- 
mal and  distal  segments  were  resected  and  replaced  with  an 
interposition  saphenous  vein  graft  from  the  contralateral  thigh. 
The  postoperative  course  was  complicated  by  stump  necro- 


Figure  2.  Right  transfemoral  angiogram  showing  occlusion  of  the  left 
common  femoral  artery  just  proximal  to  the  bifurcation  of  the  superficial 
and  profunda  femoral  arteries.  Intimal  flap  with  inherent  plaque  was  the 
intraoperative  findings  (Case  2). 


sis  of  the  right  below  the  knee  amputation  (BKA)  wound, 
which  was  revised  to  an  above  the  knee  amputation  (AKA) 
as  well  as  delayed  healing  of  the  left  groin  wound,  requiring 
multiple  operative  debridements.  She  was  discharged  home 
after  38  days  of  hospitalization,  and  has  subsequently  been 
lost  to  follow-up. 

Case  3.  A 15-year-old  boy  was  struck  by  a car  travelling 
at  55  mph.  Upon  arrival  at  the  hospital,  he  was  in  critical 
condition,  with  pulse  1 50/min,  systolic  blood  pressure  60  mm 
Hg,  and  respirations  labored.  Resuscitation  included  endo- 
tracheal intubation,  isotonic  fluids,  and  left  tube  thoracos- 
tomy for  a pneumothorax.  Initial  evaluation  of  the  patient 
showed  extensive  soft  tissue  destruction  and  deformity  of  his 
left  hip  and  lower  extremity  with  no  signs  of  circulation.  Tire 
marks  were  present  over  the  anterior  chest  and  abdomen.  Ra- 
diographic survey  revealed  bilateral  sacroiliac  joint  separa- 
tion, destruction  of  both  left  rami,  with  flaying  of  the  overly- 
ing skin  and  subcutaneous  tissue  throughout  the  groin,  a left 
subtrochanteric  femoral  fracture,  and  a left  open  comminuted 
tibia  fracture.  Concomitant  injuries  included  CT  scan  evi- 
dence of  a grade  3 liver  hematoma,  a large  left  retroperito- 
neal hematoma  extending  to  the  groin,  urethral  disruption, 
and  bilateral  pneumothorax.  Emergency  operative  explora- 
tion disclosed  complete  transection  of  the  left  distal  external 
iliac  artery  and  common  femoral  vein,  with  an  anterior  lac- 
eration of  the  proximal  superficial  femoral  artery.  Vascular 
repair  involved  interposition  saphenous  vein  grafting  from 
the  proximal  external  iliac  to  profunda  femoral  arteries,  with 
a side  branch  graft  to  the  superficial  femoral  artery.  Accom- 
panying procedures  included  common  femoral  vein  repair, 
left  calf  and  thigh  fasciotomies,  and  external  fixation  of  the 
left  tibia.  Forty  units  of  PRBCs  and  13  units  of  FFP  were 
administered  intraoperatively.  Futility  of  left  limb  salvage 
became  apparent  on  postoperative  day  2 due  to  progressive 
muscle  and  soft  tissue  necrosis.  An  AKA  was  performed 
through  the  femur  fracture  site  that  same  day.  The  following 
day,  the  AKA  was  revised  to  an  open  hip  disarticulation  due 
to  necrotic  tissue  flaps.  An  end  sigmoid  colostomy  was  added 
the  following  week  to  decrease  hip  wound  contamination. 
Postoperative  complications  included  gastrointestinal  hem- 
orrhage, renal  insufficiency,  and  sinusitis.  He  was  discharged 
home  after  73  hospital  days,  and  is  doing  well  at  two  months 
of  follow-up. 

Discussion 

Pelvic  fractures  are  the  third  leading  cause  of  death  in 
motor  vehicle  accidents  and  account  for  5%  of  all  trauma 
victims  admitted  to  the  hospital.1'3  Reported  mortality  rates 
range  from  5%  to  20%  in  all  pelvic  fractures,  with  open  frac- 
tures having  mortality  rates  as  high  as  60%.4'5  At  our  center, 
blunt  pelvic  fractures  comprised  8%  of  all  trauma  admissions 
during  the  study  period.  Open  pelvic  fractures  made  up  1 .4% 
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of  all  pelvic  fractures,  with  a mortality  rate  of  31.8%.  All 
three  patients  in  this  report  suffered  open  pelvic  fractures. 

Blunt  pelvic  fractures  are  high  impact  injuries  that  lead  to 
a constellation  of  injuries.  As  the  magnitude  of  pelvic  de- 
struction increases,  so  does  the  propensity  for  concomitant 
injuries.  Major  vascular  injuries  occur  in  approximately  1% 
of  patients  with  pelvic  fractures,  and  these  patients  are  sub- 
ject to  mortality  rates  as  high  as  75%. 6 The  surgical  literature 
has  centered  on  the  diagnosis  and  management  of  hemor- 
rhagic vascular  injuries  with  few  reports  of  ischemic  compli- 
cations. Among  the  first  authors  to  recognize  the  complex 
situation  of  limb  ischemia  consequent  to  blunt  pelvic  frac- 
tures were  Mock  and  Tannehill,  in  1 944. 7 They  reported  three 
cases  of  lacerated  and  three  of  thrombosed  external  iliac  ar- 
teries due  to  closed  pelvic  fractures.  Since  that  time,  isolated 
reports  have  documented  similar  findings.14"11  Thomford  and 
associates41  described  five  cases  of  traumatic  iliofemoral  ar- 
tery injuries  with  fractures  of  an  adjacent  pelvic  bone.  Later, 
Frank  et  alu  reviewed  800  cases  of  pelvic  fracture  and  re- 
ported on  the  mechanism  of  fracture  causing  iliofemoral  ar- 
tery injury.  Two  cases  documented  a relationship  between 
iliofemoral  artery  trauma  and  high  anterior  acetabular  frac- 
tures. In  our  series,  ischemic  vascular  injuries  were  distrib- 
uted throughout  the  iliofemoral  region  without  an  evident 
pattern  of  pelvic  fracture,  although  our  second  case  matched 
the  clinical  situation  described  by  Frank  et  al." 

Due  to  anatomic  proximity,  blunt  pelvic  fractures  have  been 
associated  with  significant  urologic  and  neurologic  trauma. 
Rothenberger  and  associates4  reported  a series  of  22  patients 
with  open  pelvic  fractures.  These  patients  had  an  average  of 
i 2.8  additional  major  injuries  (23%  major  urologic  injuries, 
9%  neurologic  injuries).  Major  urologic  trauma  occurred  in 
two  patients,  both  requiring  operative  intervention  (intra- 
peritoneal  bladder  rupture,  one;  urethral  disruption,  two).  No 
significant  neurologic  deficits  were  observed  in  our  series. 

With  attention  focused  on  resuscitative  efforts  and  maxi- 
mizing circulation,  adequate  distal  limb  perfusion  assessment 
can  be  delayed  or  masked.  This  can  lead  to  complicating  is- 
sues in  prioritizing  patient  management.  One  patient  in  our 
review  suffered  delayed  management  of  an  ischemic  extrem- 
ity due  to  the  necessity  for  performing  lifesaving  procedures, 
but  the  extent  to  which  this  delay  contributed  to  limb  loss  is 
only  speculative. 

Conclusion 

Iliofemoral  arterial  injuries  are  an  uncommon  consequence 
of  pelvic  fractures,  open  and  closed.  An  aggressive,  organized 
management  strategy  involving  vascular  surgery  and  ortho- 


pedic surgery,  or  interventional  radiology  is  recommended 
for  successful  care  of  such  complex  patients. □ 
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Vanderbilt  Morning  Report 

Recurrent  Skin  Lesions  in  a 
Middle-Age  Woman 


Case  Report 

A 48-year-old  white  woman  with  a history  of  insulin-de- 
pendent  diabetes  mellitus  had  an  18-month  history  of  recur- 
rent painful  skin  lesions,  with  three  similar  previous  episodes 
lasting  approximately  one  month  each.  On  each  occasion, 
she  developed  multiple  pustular  lesions  on  her  arms  or  legs 
that  began  as  tender  erythematous  pustules  that  turned  dark 
blue,  drained  a serosanguinous  fluid,  and  then  ulcerated.  The 
lesions  would  scar  upon  healing.  Her  most  recent  set  of  le- 
sions, involving  the  dorsum  of  her  right  hand,  right  elbow, 
and  right  posterior  thigh,  had  begun  approximately  three 
weeks  earlier.  Several  physicians  had  treated  her  with  vari- 
ous antibiotics  that  did  not  appear  to  have  significantly  al- 
tered the  course  of  her  illness.  There  were  occasional  fever 
and  chills,  but  she  denied  weight  loss,  joint  symptoms,  or 
gastrointestinal  complaints.  Her  family  history  was  notable 
for  two  siblings  with  leukemia. 

On  physical  examination,  the  patient  was  uncomfortable 
from  pain  associated  with  the  lesions.  Her  vital  signs  were 
normal  except  for  a temperature  of  100°F.  On  the  dorsum  of 
the  right  hand  she  had  a 5-cm  X 6-cm  ulcer  with  heaped 
edges  and  jagged  and  undermined  borders.  It  had  a purulent 
base  with  serosanguinous  drainage  and  a rim  of  violaceus 
erythema  (Fig.  1).  Similar,  though  smaller,  lesions  were 
present  on  her  right  elbow  and  right  thigh.  A few  small  pus- 
tular lesions  were  present  on  the  fingers  of  the  right  hand. 
The  remainder  of  her  physical  examination  was  normal.  Labo- 
ratory studies  revealed  an  elevated  WBC  count  of  13,200/cu 
mm  (normal  5,000  to  10,000/cu  mm)  with  a slight  left  shift. 
Her  serum  glucose  was  increased  to  335  mg/dl  (normal  60  to 
120).  Other  results  including  a urinalysis,  hepatitis  serolo- 
gies, ANA,  and  complement  levels  were  normal.  Blood  cul- 
tures were  negative.  The  skin  lesion  on  the  dorsum  of  her 
hand  was  biopsied,  and  stains  and  cultures  for  bacteria,  my- 
cobacteria, and  fungi  were  all  negative.  Pathologic  evalua- 
tion of  tissue  revealed  massive  neutrophilic  infiltration  with 
areas  of  necrosis.  No  vasculitis  was  present.  Based  upon  her 
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Figure  1.  Pyoderma  gangrenosum  of  the  skin. 

clinical  presentation  and  pathologic  findings,  a diagnosis  of  I 
neutrophilic  dermatosis  consistent  with  pyoderma  gan-  ] 
grenosum  was  made.  The  patient  was  initially  treated  with  I 
systemic  corticosteroids,  but  this  was  complicated  by  severe  I 
hyperglycemia  and  her  therapy  was  changed  to  cyclosporin. 
Her  lesions  subsequently  improved. 

Discussion 

Pyoderma  gangrenosum  is  a rare  ulcerative  inflammatory 
skin  condition  that  is  frequently  associated  with  systemic 
diseases.1  Clinically,  the  ulceration  of  classical  pyoderma 
gangrenosum  is  characteristic.  Lesions  typically  have  purple, 
well-defined,  undermined  borders  with  necrosis  of  underly- 
ing subcutaneous  tissue.  Ulcerations  may  occur  at  any  site  on 
the  body  but  are  commonly  found  on  the  lower  extremities.2  I 
They  frequently  occur  at  sites  of  trauma  but  can  appear  spon-  I 
taneously.  Prior  to  ulceration,  lesions  begin  as  papulopustules 
that  enlarge  with  central  discoloration  and  then  ulcerate.  Pain 
is  usually  severe.1  Ulcerations  can  progress  at  varying  rates 
and  may  heal  spontaneously,  although  they  more  often  re- 
epithelialize  leaving  scars.  Less  common  forms  of  pyoderma 
gangrenosum  can  also  occur  with  varying  skin  lesions.1’1 

The  histopathology  of  pyoderma  gangrenosum  varies  with 
age  of  the  lesion  and  site  of  biopsy.  No  appearance  is  patho- 

(Continued  on  page  142) 
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The  Journal 


Department  of  Health  Report 

The  Tennessee  HIV  Pregnancy 
Screening  Act  of  1997 

William  L.  Moore  Jr.,  MD 


In  the  first  decade  of  the  HIV/AIDS  epidemic  in  the  United 
States,  the  vast  majority  of  patients  were  homosexual  men. 
Despite  the  nearly  equal  distribution  of  cases  among  men 
and  women  in  Sub-Saharan  Africa,  clearly  indicating  het- 
erosexual transmission,  many 
health  officials  and  practitio- 
ners in  this  country  did  not 
believe  HIV  infection  would 
become  a significant  health 
problem  for  women.  By  the 
end  of  the  1990s,  it  had  be- 
come clear  that  women  in  the 
United  States  were  at  risk  to 
acquire  infection  with  HIV 
and  were  accounting  for  a 
rapidly  increasing  number  of 
AIDS  cases  and  AIDS-  re- 
lated deaths.  In  addition,  transmission  of  HIV  from  a preg- 
nant woman  to  her  fetus  can  occur  even  when  a woman  has 
little  or  no  detectable  HIV  in  her  blood  and  is  immunologi- 
cally  competent. 

All  states  now  require  reporting  of  AIDS  cases  to  the  health 
departments  and  aggregate  data  are  collected,  analyzed,  and 
reported  nationally  by  the  Centers  for  Disease  Control  and 
Prevention.  Most  states  now  include  HIV  seropositivity  in 
their  list  of  notifiable  diseases.  In  addition  to  disease  surveil- 
lance, counseling  and  testing  programs  throughout  the  coun- 
try continue  to  identify  increasing  numbers  of  HIV-infected 
women.  Several  seroprevalance  surveys  were  initiated  to  bet- 
ter define  the  impact  of  HIV/AIDS  on  women  and  children. 
One  of  these,  a national  population-based  anonymous  Sur- 
vey of  Child  Bearing  Women,  was  conducted  from  1989  to 
1994  to  assess  the  magnitude  of  the  HIV  epidemic  among 
childbearing  women  and  their  infants.  A similar  study  on  Job 
Corp  entrants  was  conducted  from  1990  to  1996.  The  results 
of  these  surveys  demonstrated  a rapid  rise  in  the  prevalence 
of  HIV  in  women,  particularly  women  of  color.  Presently 


From  the  Tennessee  Department  of  Health,  Nashville.  Dr.  Moore 
is  the  state  epidemiologist  at  TDH. 


AIDS  is  the  third  leading  cause  of  death  among  U.S.  women 
25  to  44  years  of  age  and  the  leading  cause  of  death  among 
women  of  color  in  that  age  group.  During  the  latter  portion 
of  the  seroprevalence  serosurveys,  the  ACTG  076  study 

sponsored  by  NIH  demon- 
strated that  a specific  regi- 
men of  zidovudine  (AZT) 
treatment  reduced  vertical 
perinatal  transmission  of 
HIV  by  two-thirds. 

As  a consequence  of  these 
and  other  observations,  the 
Ryan  White  Care  Act  Amend- 
ments of  1996,  Section  2627, 
imposed  the  requirement  to 
provide  counseling  to  preg- 
nant women  and  offer  con- 
sensual testing  for  them  and  their  newborn  infants.  The  Gen- 
eral Assembly  of  the  State  of  Tennessee  passed  implementing 
legislation,  “The  Tennessee  HIV  Pregnancy  Screening  Act 
of  1997”  which  became  effective  on  Jan.  1,  1998.  Tennessee 
Code  Annotated  (TCA)  68-5-701  to  704  requires  all  practi- 
tioners providing  obstetrical  services  to  counsel  pregnant 
women  during  gestation  regarding  HIV  infections,  to  test  them 
for  serologic  evidence  of  HIV  infection,  and  to  provide  fur- 
ther counseling  to  those  who  are  infected.  The  woman  may 
decline  testing,  but  must  sign  a statement  to  that  effect.  Fur- 
thermore, TCA  68-5-704  requires  that  each  provider  caring 
for  pregnant  women  report  to  the  Department  of  Health 
monthly  the  total  number  of  women  tested  for  HIV  and  re- 
port by  name  those  individuals  who  test  positive.  Tennessee 
has  had  a statutory  requirement  since  1992  to  report  by  name 
and  other  appropriate  identifiers  all  individuals  who  are  HIV 
seropositive  (Communicable  Disease  Rules  and  Regulations 
1200-14-1-02).  The  form  on  which  these  are  to  be  reported 
is  PH-3302  (revised  2/98).  Copies  are  provided  to  practi- 
tioners from  regional  health  offices  through  HIV/AIDS 
surveillance  coordinators  who  will  also  provide  practitio- 
ners additional  information  related  to  the  counseling  and  test- 
ing program. 


Presently  AIDS  is  the  third  leading 
cause  of  death  among  U.S.  women 
25-44  years  of  age  and  the  leading 
cause  of  death  among  women  of 
color  in  that  age  group. 
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Because  of  the  established  efficacy  of  prenatal,  intrapar- 
tum and  postpartum  treatment  of  infants  of  HIV  infected 
women  in  preventing  vertical  transmission  of  infection,  it  is 
imperative  that  HIV-infected  women  be  identified  early  to 
facilitate  further  counseling  and  proper  treatment  of  mother 
and  infant. 

There  are  more  than  74,000  live  births  in  Tennessee  each 
year.  It  is  expected  that  most  women  offered  HIV  testing 
would  consent.  During  1998,  despite  the  medically  estab- 
lished reasons  for  testing  and  the  statutory  requirement  for 
reporting  to  the  Health  Department,  the  reported  number  of 
tests  performed  represents  fewer  than  2%  of  those  74,000 
pregnancies.  Anecdotally,  there  is  reason  to  believe  that  many 
more  tests  are  being  done  than  are  reported.  States  not  in 


compliance  with  the  reporting  requirement  risk  losing  Ryan 
White  funds,  which  amounts  to  more  than  $7  million  per 
year  for  Tennessee.  These  funds  provide  essential  health  ser- 
vices to  HIV/AIDS  patients. 

Providing  HIV/AIDS  counseling  and  voluntary  testing  for 
pregnant  women  is  the  current  appropriate  standard  of  care, 
and  recently  the  American  Medical  Association  passed  a reso- 
lution to  make  such  testing  mandatory.  Adequate  surveillance 
to  identify  HIV-infected  women  and  assure  that  they  receive 
CDC-recommended  prophylaxis  depends  not  only  on  obtain- 
ing the  proper  screening  tests,  but  in  timely  reporting  in  com- 
pliance with  current  statutes,  rules,  and  regulations.  This  is 
clearly  an  opportunity  to  demonstrate  the  benefits  of  part- 
nership between  the  private  sector  and  public  health. 


Vanderbilt  Morning  Report  . . . 

( Continued  from  page  140) 


gnomic.  Thus,  a diagnosis  of  this  disorder  is  frequently  made 
clinically,  and  tissue  biopsy  is  helpful  for  excluding  other 
diagnoses.11  Early  lesions  are  characterized  by  an  inflamma- 
tory infiltrate  that  is  often  neutrophilic.  Fully  developed  ul- 
cers frequently  show  pronounced  tissue  necrosis  with  fewer 
inflammatory  cells. 

The  etiology  of  pyoderma  gangrenosum  is  unknown;  an 
infectious  cause  has  not  been  found.  The  disease  is  usually 
chronic  but  can  progress  rapidly,  leading  to  secondary  super- 
infection  of  ulcers,  and  sepsis.  The  differential  diagnosis  of 
pyoderma  gangrenosum  includes  other  neutrophilic  derma- 
toses, including  Sweet’s  syndrome,  infections  of  bacterial, 
mycobacterial,  and  fungal  origin,  collagen  vascular  disorders 
and  vasculidities,  vascular  insufficiency,  and  occasionally 
malignancy.1'1 

Pyoderma  gangrenosum  is  associated  with  a number  of 


underlying  disorders,  and  thus  a search  for  these  should  be 
made.  Associated  conditions  include  inflammatory  bowel 
disease,  hepatitis,  rheumatoid  arthritis,  hematologic  malig- 
nancies, paraproteinemias,  and  other  inflammatory  and  neo- 
plastic diseases.1  Association  with  diabetes  mellitus  is  rare. 

There  is  no  specific,  uniformly  effective  treatment  for 
pyoderma  gangrenosum.2  In  mild  cases,  local  measures  such 
as  dressings,  topical  therapies  including  corticosteroids,  and 
limb  elevation  may  be  successful.  In  more  severely  ill  indi- 
viduals, systemic  agents  including  corticosteroids  or  other 
immunosuppressives  such  as  cyclophosphamide,  azathio- 
prine,  and  cyclosporin  have  been  reported  as  useful. □ 
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News  and  Views 


TMA  Alliance  Report 


Where  Are  the  Heroes? 

Some  people  say  that  the  era  of  heroes  is  past — another  ca- 
sualty of  the  late  20th  century.  But  I don’t  believe  it’s  true,  be- 
cause the  Tennessee  Medical  Association  Alliance  is  filled  with 
heroes. 

Alliance  members  were  heroes  when  they  spoke  up,  called 
in,  and  sounded  off  for  a national  Patients’  Bill  of  Rights. 

Alliance  members  across  the  nation  were  heroes  when  they 
developed  more  than  1,000  educational  programs  on  topics  like 
family  violence,  media  violence,  parenting,  AIDS,  alcohol, 
drugs,  and  tobacco. 

They  were  heroes  when  they  taught  more  than  300,000  chil- 
dren across  America  that  hands  are  not  for  hitting  and  when 
they  raised  more  than  $1  million  for  shelters  and  other  state  and 
county  health  programs  . . . and  more  than  $68  million  over  the 
years  for  medical  education  and  research.  The  TMA  Alliance 
continues  to  lead  the  nation  in  raising  these  funds. 

It’s  all  part  of  a pattern,  a pattern  of  advocacy  that  has  de- 
fined the  Alliance  for  76  productive,  resourceful  years.  Through- 
out our  distinguished  history,  we’ve  never  had  time  to  wait  for 
advocates  and  heroes  to  emerge,  so  we’ve  always  taken  the  job 
upon  ourselves.  And  when  you  get  right  down  to  it,  that’s  the 
best  job  in  the  world — fighting  the  good  fight  on  behalf  of  the 
family  of  medicine  and  the  health  of  America,  using  our  not-so- 
secret  weapons  of  education  and  advocacy. 

For  example,  who  will  save  our  school  yards?  Who  will  bring 
back  the  days  when  safety  meant  wood  chips  under  the  monkey 
bars — not  metal  detectors  at  the  front  door?  Children  must  learn, 
in  as  many  different  ways  as  we  can  tell  them,  that  hands  are 
not  for  hitting,  not  for  punching,  not  for  bullying,  and  not  for 
shooting.  Because  children,  after  all,  are  not  bom  violent.  On 
the  contrary,  this  behavior  is  learned,  and  it  can  be  unlearned  if 
we  reach  the  children  soon  enough  and  comprehensively  enough, 
with  a variety  of  complementary  approaches. 

Moreover,  who  will  raise  awareness  of  media  violence  and 
how  it  harms  young  people?  Who  will  spread  the  word  that  it’s 
not  just  about  violence  on  television  anymore,  but  about  video 
games,  the  Internet,  even  music  swallowing  up  unsupervised 
hours,  and  all  too  often,  impressionable  young  minds. 

And  what  about  our  epidemic  of  domestic  violence?  Who 
will  save  the  spouses  and  the  children  who  have  been  beaten 
and  abused?  Who  will  let  them  know  they  have  choices?  Who 
will  provide  shelters,  and  who  will  keep  those  shelters  supplied? 

Your  advocates  in  the  Alliance  will. 

Together,  we  have  developed  programs  all  over  the  coun- 
try to  help  these  families.  It’s  no  wonder  that  SAVE — Stop 
America’s  Violence  Everywhere — has  become  the  most  success- 
ful nationwide  campaign  in  the  history  of  the  Alliance. 

With  funding  for  medical  education  and  research  under  con- 
stant scrutiny,  medical  schools,  students,  and  researchers  need 
1 heroes.  Year  after  year.  Alliance  members  have  been  advocates 
on  their  behalf.  We’ve  developed  new  resources  like  the  very 
successful  “Doctor  and  Doll”  fund-raising  cards,  reproduced, 
in  limited  numbers,  from  a Norman  Rockwell  masterpiece.  The 
painting  shows  a physician  and  a little  girl,  and  the  physician  is 


holding  his  stethoscope  up  to  her  doll.  It  is  an  icon  that  repre- 
sents the  values  physicians  live,  day  in  and  day  out. 

These  values  might  be  under  assault  right  now,  but  the  es- 
sence of  heroism  is  never  giving  up — never  giving  up  on  our 
society.  Never  giving  in  to  the  tough  new  environment  created 
by  managed  care.  Never  giving  up  on  the  professional  ideals 
that  we  share  with  our  physician  spouses. 

We  can  never  give  up  because  if  we  don’t  help  physicians 
fight  the  battle  for  patient  protections,  who  else  will  stand  be- 
side them?  If  we  don’t  plan  the  mini-internships,  the  legisla- 
tive workshops,  the  Days  at  the  Capitol  ...  if  we  don’t  send  the 
e-mails  and  make  the  phone  calls  and  get  the  votes  out,  what 
will  happen  to  the  millions  of  Americans  whose  care  is  not  ad- 
equately covered? 

How  can  we  keep  families  from  self-destruction,  protect 
children  from  bullies,  and  deter  adolescents  from  bad  lifestyle 
choices?  How  can  we  aid  medical  researchers  and  students  who 
need  additional  funding?  How  can  we  guard  patients  from  bad 
laws  and  steer  lawmakers  toward  wise  decisions? 

The  answer  is  simple — by  retaining  and  increasing  our  mem- 
bership. Please  encourage  your  spouse  to  become  a federated 
member  of  the  Alliance.  Grassroots  projects  are  indispensable, 
but  we  can’t  make  a national  bang  without  the  resources  and 
support  our  national  Alliance  can  provide.  Encourage  your 
spouse  to  join  in  our  commitment  to  the  health  of  the  public  and 
the  future  of  the  family  of  medicine — either  with  time  or  with 
that  very  important  support  that  comes  from  joining  the  Alli- 
ance. If  there  is  not  a county  Alliance  in  your  area,  your  spouse 
can  become  a member-at-large  by  contacting  our  executive  sec- 
retary located  at  the  TMA  headquarters. 

Let’s  not  wait  for  the  heroes.  Let’s  be  the  heroes! 

Johnnie  Amonette 
Immediate  Past  President 
AMA  Alliance 


In  Memoriam 


Leland L.  Atkins,  MD,  age  81.  Died  January  13,  1999.  Graduate 
of  Meharry  Medical  College.  Member  of  Memphis-Shelby 
County  Medical  Society. 

G.  Daniel  Copeland,  MD,  age  70.  Died  November  14,  1998. 
Graduate  of  Harvard  Medical  School.  Member  of  Memphis- 
Shelby  County  Medical  Society. 

Daniel  F.  Fisher,  MD,  age  84.  Died  December  1 1,  1998.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Memphis-Shelby  County  Medical  Society. 

Janet  K.  Johnson,  MD,  age  69.  Died  November  1,  1998.  Gradu- 
ate of  Medical  College  of  Georgia.  Member  of  Memphis-Shelby 
County  Medical  Society. 

Benjamin  W.  Sharpe  Jr.,  MD,  age  59.  Died  January  6,  1999. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Consolidated  Medical  Assembly  of  West  Tennessee. 

Dorothy  J.  Turner,  MD,  age  71.  Died  January  27,  1999.  Gradu- 
ate of  Vanderbilt  University  School  of  Medicine.  Member  of 
Nashville  Academy  of  Medicine. 
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Jesse  M.  Wesberry  Sr.,  MD,  age  71.  Died  December  16,  1998. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 


Bradley  County  Medical  Society 

David  L.  Adams,  MD,  Cleveland 
Theodore  H.  Ameredes,  DO,  Cleveland 

Cocke  County  Medical  Society 

Kim  M.  Puterbaugh,  MD,  Newport 

Knoxville  Academy  of  Medicine 

Wanda  Pak,  MD,  Knoxville 

Lakeway  Medical  Society 

Evelyn  Cintron,  MD,  Morristown 
Mike  L.  Dillard,  MD,  Morristown 
Tom  C.  Thompson,  MD,  Morristown 


Medical  Society 


Memphis-Shelby  County 

(Students) 

John  C.  Belitz 
Charlene  R.  Brown 
Krisdha  Buranapiyawong 
Tracy  L.  Cherry 
Jason  L.  Crockett 
Stephanie  C.  Eken 
Nanette  F.  Eldridge 
Rajneesh  Gulati 
Elias  V.  Haddad 
Christopher  J.  Harvey 
Elroy  Y.  Jan 
Alok  Kumar 
Jason  A.  Logan 
Cheryl  L.  Logsdon 
Stephen  E.  Mason 
Christopher  W.  Mitchell 
Norma  M.  Moody 
Devonne  A.  Mullis 
Tuan  Nguyen 

Nashville  Academy  of  Medicine 

(Students) 

Laurie  R.  Archbald 
Danny  L.  Chang 
Jeffrey  A.  Conway 
Polla  S.  Cunningham 
Joy  L.  Duong 
Jennifer  R.  Frump 
Rajnish  K.  Gupta 
Matthew  E.  Harris 
Charlie  Jung 
Melody  B.  Knauf 
Anthony  N.  Kuo 
Daniel  P.  Luppens 


Jason  S.  Nolan 
Crystal  D.  Nolen 
Christina  J.  O 'Relley 
Amit  M.  Patel 
Philip  R.  Rayers 
Jo  S.  Reed 
Mark  Rheaume 
Stephen  A.  Rich 
James  S.  Robinson 
Ryan  A.  Roy 
John  D.  Scott 
Ruth  N.  Sundara 
Cameron  C.  Trenor  III 
Cannon  E.  Turner 
Nwobi  O.  Uchenna 
Roger  X.  Wang 
Jackson  H.  Williams 
Julie  E.  Wilson 
Roderick  M.  Zalamea 


Jonathan  O.  Massey-Taylor 

Margaret  L.  McCullough 

Joshua  P.  Moss 

Ross  /.  Palis 

David  A.  Pearson 

Adrian  Poole 

Shane  B.  Rowan 

Vikas  N.  Shah 

Sinan  Yavas 

Frank  Zhan 

Geoff  Zimmerman 


Putnam  County  Medical  Society 

Robert  D.  Williams,  MD,  Cookeville 

Roane-Anderson  County  Medical  Society 

L.  Thomas  O'Connor  Jr.,  MD,  Oak  Ridge 

Scott  County  Medical  Society 

Robert  J.  Lloyd,  DO,  Oneida 

Sullivan  County  Medical  Society 

Matthew  B.  Krebs,  MD,  Kingsport 
Christa  M.  Thornberry,  MD,  Bristol 

Tipton  County  Medical  Society 

Roy  M.  Dement,  MD,  Covington 

Washington-Unicoi-Johnson  County 
Medical  Association 

James  A.  Goss,  MD,  Johnson  City 
Jeffrey  R.  Looney,  MD,  Johnson  City 

(Students) 

Aneeta  Lau 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  January,  1999.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1 ; for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1 . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Maysoon  S.  Ali,  MD,  Waverly 
Subhi  D.  Ali,  MD,  Waverly 
James  E.  Barham,  MD,  Morristown 
Lana  S.  Beavers,  MD,  Shelbyville 
William  E.  Bost,  MD,  Knoxville 
Charles  H.  Bozeman,  MD,  Sevierville 
Raymond  M.  Brewer,  MD,  Collierville 
James  W.  Bryant,  MD,  Memphis 
Elbert  C.  Cunningham,  MD,  Harriman 
Mary  A.  Duffy,  MD,  Chattanooga 
Melvin  L.  Goldin,  MD,  Memphis 
Rodger  P.  Lewis,  MD,  Union  City 
David  D.  Long,  MD,  Oak  Ridge 
Anthony  G.  Lyon,  MD,  Knoxville 
Bernardino  D.  Marcelo,  MD,  Rogersville 
Josefina  Q.  Marcelo,  MD,  Rogersville 
Robert  W.  Meadows,  MD,  Knoxville 
Albert  J.  Mitchum,  MD,  Clarksville 
Daniel  R.  Ramey,  MD,  Memphis 
Paul  E.  Reed,  MD,  Sneedville 
L.  Michael  Wiese,  MD,  Brentwood 
Frederick  R.  Yarid,  MD,  Morristown 
Cynthia  C.  Youree,  MD,  Brentwood 
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CME  Opportunities 


Eddie  Duncan,  MD,  Cleveland,  received  the  Robert  W.  Varnell 
Jr.  Leadership  Award  from  the  Cleveland/Bradley  County  Cham- 
ber of  Commerce. 

Herbert  Michals,  MD,  Kingsport,  was  honored  for  35  years  of 
membership  in  the  American  Academy  of  Family  Physicians. 
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For  information  contact  CME,  Vanderbilt  University  School  of 
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Emergency  Medicine/Trauma  Symposium 
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Pigeon  Forge 

1 5th  Annual  Azheimer’s  Disease  Seminar — Gatlinburg 
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Advanced  Cardiac  Life  Support  Course 
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For  information  contact  CME,  University  of  Tennessee,  800 
Madison  Ave.,  Memphis,  TN  38163,  Tel.  (901)  448-5547. 
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President’s  Comments 


A Simplified  View  of  the 
Profession  of  Medicine 

As  incoming  TMA  President,  I have  had  the  opportunity  to  speak  to  the  first  and  second  year 
medical  students  at  the  University  of  Tennessee  College  of  Medicine  in  Memphis.  I asked 
myself,  “What  do  you  tell  beginning  medical  students  about  the  profession  and  the  practice  of 
medicine?”  I concluded  that  from  a fairly  simplistic  view,  medicine  has  three  major  compo- 
nents: scientific,  social,  and  business. 

The  scientific  component  of  medicine  is  the  easiest  to  address.  I was  able  to  tell  the  medical 
students  that  with  the  advantage  of  training  and  practicing  in  the  United  States,  they  will  be 
offering  their  patients  the  highest  quality  of  medicine  available  globally.  They  will  have  access 
to  the  best  hospitals,  the  highest  level  of  technologies,  and  the  best  supportive  staffs  anywhere 
in  the  world.  Both  medical  schools  and  medical  training  have  evolved  significantly  over  the 
last  100  years,  and  we  as  doctors  do  an  excellent  job  of  analyzing,  problem  solving,  and 
utilizing  the  newest  scientific  data  and  technology  to  improve  the  health  of  our  patients. 

The  second  aspect  of  medicine  I addressed  was  the  social  aspect.  As  I talked  with  the  stu- 
dents, it  seemed  to  me  that  the  social  aspect  is  divided  into  two  components:  the  health  of  the 
individual  and  the  health  of  society  as  a whole.  When  a single  physician  treats  a single  patient, 
it  is  easy  to  understand  that  the  patient’s  role  within  his  family,  that  his  role  within  his  work 
environment,  and  that  his  choices  regarding  alcohol  and  tobacco  use  clearly  affected  his  health 
status.  When  a single  practitioner  tries  to  affect  society  as  a whole  in  regard  to  alcohol  and 
tobacco  use,  safety  in  the  workplace,  antiviolence  campaigns,  and  other  preventive  health 
measures,  the  picture  becomes  much  more  nebulous  and  the  effort  much  more  difficult.  How 
does  the  individual  doctor  make  an  impact;  how  does  he  make  a difference? 

The  third  aspect  of  practicing  medicine  I addressed  was  the  business  aspect.  Make  no  mistake  about  it,  the  business  aspect 
is  the  least  understood  part  of  medicine,  the  least  taught,  the  most  frustrating,  and  is  becoming  ever  more  important  in  this  age 
of  managed  health  care  dollars.  We  live  in  a free  market  society,  and  as  we  practice  medicine,  we  make  daily  decisions  on 
contracts  which  fuel  our  patient  base,  our  referral  sources,  our  facility  usage,  and  our  reimbursement.  It  is  very  difficult  for  me 
to  imagine  the  solo  practitioner  or  even  a doctor  within  a large  group  practice  making  these  important  decisions  from  within  the 
confines  and  boundaries  of  his  own  practice. 

As  I discussed  the  above  points  with  the  medical  students,  it  became  even  clearer  to  me  why  we  need  organized  medicine 
and  why  each  of  us  needs  to  join  and  be  actively  heard  in  his  respective  county,  state,  and  specialty  organizations.  It  takes  a lot 
of  time  to  treat  that  individual  patient  we  talked  about  with  the  best  scientific  knowledge  that  we  can  bring  to  both  his  medical 
and  social  history.  However,  as  we  complicate  his  care  with  managed  health  care  regulations,  we  need  to  join  forces  with  our 
colleagues  in  order  to  assure  that  the  patient  receives  the  best  care  possible.  We  need  to  join  forces  to  assure  that  doctors  are 
treated  with  fairness,  that  we  are  both  able  to  provide  the  care  that  we  feel  is  necessary  and  in  the  patient’s  best  interest,  and  at 
the  same  time  be  adequately  reimbursed  for  our  efforts.  This  takes  organized  medicine.  As  we  look  to  the  health  of  the  citizens 
of  our  cities,  states,  and  country,  we  must  have  organized  medicine  as  our  voice.  It  takes  a loud  roar  to  be  heard  over  the  other 
voices  that  are  trying  to  mandate  health  care  today. 

Therefore,  as  I finished  my  discussion  with  the  medical  students,  I told  them  that  it  was  a great  time  to  begin  the  practice  of 
medicine,  a great  time  to  be  entering  this  time-honored  profession.  As  they  enter  the  new  millennium,  it  is  a great  time  to  make 
a difference  to  a patient’s  health,  to  society’s  health,  and  to  the  health  of  our  much  beloved  medical  profession. 


James  Chris  Fleming,  MD 
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Editorials 


John  B.  Thomison,  MD 


Y2K,  TV,  and  the 
Electronic  Culture 

My  mother  was  a woman  of  strong  convictions,  one  of  them  being  epitomized  in  her  own 
version  of  the  adage  that  fools’  names,  like  monkeys’  faces,  are  always  seen  in  public  places. 
Hers  went,  “Fools’  names,  like  fools’  faces  are  . . . It  was  not  original.  In  those  days,  “Getting 
one’s  name  in  the  paper”  generally  meant  such  things  as  a couple  was  either  going  to  marry  or 
already  had  (divorce  seldom  happened,  and  when  it  did  it  never  was  public  information),  that 
one  had  died,  had  become  either  famous  or  infamous  because  of  some  mighty  act  or  deed,  good 
or  bad,  was  running  for  public  office  or  from  public  officers,  or  was  drumming  up  trade — also  | 
either  good  or  bad.  For  the  vast  majority,  from  the  most  unwashed  to  the  most  tightly  buttoned  I 
up  and  highly  visible,  anonymity  was  not  only  possible,  but  even  likely.  The  “news  media”  were  ! 
then  just  the  newspapers,  and  barring  something  sensational,  anonymity  could  be  secured  through 
the  simple  precaution  of  asking  the  newspaper  not  to  print  your  name,  a request  they  nearly  I 
always  honored. 

Radio  made  its  appearance  when  I was  a child,  and  a working  prototype  of  television  was  on  i 
display  only  a few  years  later  at  the  1 938  New  York  World  Fair.  It  had  about  an  eight  inch  screen  ; 
and  a black  and  white,  but  actually  more  a gray  scale,  image  with  very  poor  resolution.  My  i 
considered  opinion  as  an  all-wise  college  sophomore  was  that  it  would  never  amount  to  any-  | 
thing  good.  My  considered  opinion  60  years  later  is  pretty  much  that  I had  been  as  wise  as  I 
thought  I was.  As  some  wag  said  recently,  late-night  TV  is  very  educational.  It  teaches  you  not  l 
to  watch  late-night  TV.  If  you  have  been  watching  any  TV  at  all  lately  (or  even  if  you  haven’t,  it 
is  difficult  to  escape  the  conviction  that  this  same  judgement  has  to  apply  not  only  to  late-night 
TV,  but  to  TV  generally.  It  may  be  that  the  computer  will  destroy  the  world,  as  some  think  it  will 
next  year.  I am  not  one  who  thinks  that,  though  it  is  difficult  to  think  it  will  not  cause  some 
dislocations.  My  studied  opinion  about  Y2K,  though,  as  a 78-year-old  less  wise  than  when  I 
was  a college  sophomore,  is  that,  as  a cancer  specialist  friend  said  of  cancer,  more  people  are 
living  off  it  than  are  likely  to  die  of  it.  Or  even,  as  applied  to  Y2K,  be  more  than  slightly  incon- 
venienced. But  we  shall  see. 

What  we  can  be  sure  of,  though,  is  that  television  has  already  destroyed  culture,  according  to 
at  least  one  of  its  definitions,  which  is  “a  high  degree  of  taste  and  refinement  formed  by  aes- 
thetic and  intellectual  training,”  and  replaced  it  with  a counterculture  of  its  own,  which  is  any- 
thing but.  Considering  that  the  six  o’clock  news  has  made  oral  sex  a topic  of  conversation  for 
first  grade  schoolchildren,  how  can  any  regulatory  body  keep  a straight  face  and  apply  any  form 
of  censorship  to  anything?  How  is  it  that  the  Surgeon  General  of  the  United  States  was  fired  for 
suggesting  masturbation  as  an  outlet,  when  the  President  of  the  United  States,  who  fired  her, 
was  engaging  in  such  perverse  mischief  as  he  was  in  the  Oval  Office  and  its  environs?  Of 
course,  as  everybody  knows  by  now,  President  Kennedy  was  much  less  selective  and  much  I 
more  profligate  with  his  affections,  but  we  didn’t  know  it  then,  or  at  least  it  wasn’t  common 
knowledge.  So  why  is  it  now?  It  is  now  because  the  Congress  of  the  United  States  has  fed  the 
entire  populace  of  the  world  a steady  diet  of  salacious  trash  for  more  than  a year  through  the 
good  offices  of  the  media,  most  prominently  television.  The  entire  impeachment  process  was 
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no  more  than  a charade  and  a political  farce  that  made  a mockery  of  censorship  and  any  attempt 
to  maintain  good  taste  and  even  a show  of  refinement,  and  certainly  of  moral  rectitude,  in  our 
culture,  so-called. 

When  I was  President  of  the  Nashville  Academy  of  Medicine  I was  interviewed  by  a very 
nice  reporter  from  one  of  the  local  TV  stations.  The  cameraman  was  equally  pleasant.  The 
interview  went  well.  The  questions  were  perceptive,  and  we  had  perhaps  15  minutes  of  good 
material,  or  so  I thought.  Then,  wonder  of  wonders,  that  interview  was  condensed  to  about  15 
seconds  on  the  tube.  I was  prepared  for  a reduction,  but  not  such  a severe  one.  What  I was  not 
prepared  for,  though,  was  a strange  voice  exiting  my  talking  head.  Not  only  was  the  voice  not 
mine,  but  what  it  said  bore  only  the  vaguest  resemblance  to  my  spoken  words,  and  in  fact  the 
impression  it  left  was  almost  the  exact  opposite  of  the  one  I had  attempted  to  transmit.  When  I 
complained  to  the  reporter,  she  informed  me  that  she  had  nothing  to  do  with  the  programming, 
and  that  what  was  on  and  for  how  long  was  determined  just  before  the  program  went  on  the  air, 
dependent  on  the  material  they  had  and  its  perceived  priority.  So  I forgave  her,  but  not  the 
system  or  the  channel,  though  I could  see  the  logic,  if  not  the  fairness,  of  it.  The  matter  of  voice- 
over I consider  insufferable,  unjustifiable,  and  inexcusable. 

Since  that  proved  to  me  that  the  truth  is  not  in  them,  “them”  being  an  uncategorizeable 
generic  pronoun,  ever  since  then,  remembering  my  mother’s  admonition,  I have  declined  to  be 
interviewed  for  TV.  Notwithstanding  that  I had  no  control  over  the  inaccuracy  of  the  voice-over, 
I was  still  held  responsible  for  what  I didn’t  but  purportedly  did  say.  The  evidence  has  mounted 
over  the  last  few  decades,  starting,  I believe,  when  TV  “news  programs”  stopped  being  news 
programs  and  started  being  entertainment,  that  such  very  slight  regard  for  the  truth  has  become 
pervasive,  particularly  but  by  no  means  exclusively  throughout  the  news  media.  It  became  very 
obvious  as  the  impeachment  hearings  wore  on  that  the  whole  charade  was  about  politics  and  not 
perjury,  since  it  is  of  little  moment,  or  the  obstruction  of  justice.  It  might  have  been  more 
convincing  otherwise  had  the  voting  right  up  to  the  final  Senate  vote  not  been  so  obviously 
entirely  party-orchestrated.  I think  the  Senate  vote  reflected  the  opinion  of  a vast  segment  of  the 
electorate  that  the  House  of  Representatives  and  the  independent  counsel  had  acted  with  gross 
irresponsibility,  ostentatious  hypocrisy,  and  political  motivation.  As  a feature  writer  in  the 
Melbourne,  Australia  Age  observed,  “As  any  self-respecting  adulterer  would  have  done,  the 
President  lied  with  his  head  held  high.” 

The  foolishness  about  whether  engaging  in  oral  sexual  activity  is  or  is  not  really  having 
sexual  relations  was  itself  no  more  than  just  a part  of  the  charade.  And  so,  as  far  as  I and  most 
other  editors  are  concerned,  was  the  unfortunate  removal  of  the  editor  of  JAMA  and  the  flap  that 
eventuated  in  it,  which,  though  the  official  AMA  position  insists  it  was  not  interference  with  the 
editor’s  prerogatives,  obviously  was.  The  AMA  leadership  ought  to  be  ashamed  of  itself.  Hav- 
ing served  the  AMA  loyally  in  various  positions  for  25  years,  I am  ashamed  of  them. 

Viewing  the  whole  situation  dispassionately  from  afar,  many  foreign  writers  have  observed 
that  when  it  was  not  tragic  the  whole  thing  was  uproariously  funny.  It  does  indeed  have  a 
Rabelaisian  ring,  except  that  unlike  Rabelais,  it  was  so  deadly  boring. 

Now  to  get  back  to  my  original  thesis  about  fools  names,  and  by  extension  fools  faces,  since 
TV  got  into  the  act  of  putting  them  there.  When  asked  about  the  possibility  that  he  might  be- 
come a presidential  candidate  in  2000,  Gov.  George  Bush  of  Texas  responded  that  he  was  unde- 
cided. His  wife,  he  said,  did  not  want  to  expose  their  two  daughters  to  that  political  process,  and 
so,  despite  urgings,  he  might  not.  Maybe  he  was  thinking  of  that  adage,  and  was  disinclined  to 
expose  his  face  in  that  arena.  On  the  other  hand,  the  seduction  might  be  too  strong  for  him,  and 
he  will  succumb.  Indications  are  he  will 

But  why  would  he  want  to  do  it?  Why  would  anyone?  Salem  has  gone  national,  and  Cotton 
Mather  is  alive  and  well  and  living  in  Washington — or  maybe  Chicago.  Or  some  other  place 
you  could  name. 
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Letters  to  the  Editor 


Colonoscopy  in  Rural  Family 
Practice — Rebuttal  to  Response 

To  the  Editor: 

The  response  by  Dr.  Carr  and  colleagues'  to  our  letter  to 
the  editor2  was  disappointing.  They  did  not  substantially  ad- 
dress our  legitimate  concerns  regarding  what  we  considered 
inappropriately  abbreviated  training  and  premature  privileg- 
ing which  resulted  in  unsupervised  colonoscopy  in  a rural 
family  practice  setting  after  only  1 1 supervised  colonoscopies 
and  5 polypectomies.3  Their  reply  was  “ ...  we  did  no  harm 
to  patients.”  Although  the  authors  reported  no  major  compli- 
cations of  colonoscopy,  there  were  many  other  important  out- 
comes that  they  failed  to  address.  They  reported  what  we 
consider  to  be  an  unacceptably  high  rate  of  incomplete  ex- 
aminations requiring  follow-up  barium  enemas  and  an  inor- 
dinately long  time  to  complete  examinations  during  the  first 
100  procedures. 

It  is  also  worth  noting  that  the  reach-the-cecum  rate  (RCR) 
reported  among  the  first  100  procedures  was  perhaps  not  even 
as  high  as  claimed.  This  is  not  said  to  question  Dr.  Carr’s 
honesty  in  reporting  his  success,  but  is  based  on  the  observa- 
tion that  inexperienced  colonoscopists,  including  gastroen- 
terology fellows,  frequently  overestimate  the  extent  of  intu- 
bation. Such  endoscopists  early  in  their  experience  often 
believe  the  cecum  has  been  reached  when  it  has  not.  Without 
an  experienced  endoscopic  trainer  present  to  validate  the 
extent  of  the  examination  or  help  reach  the  true  cecum,  Dr. 
Carr  had  to  rely  on  his  inexperienced  judgment  about  where 
he  was.  Only  if  he  becomes  aware  of  undetected  polyps  or 
cancers  in  his  patients  over  the  coming  years  will  he  realize 
what  he  may  have  missed. 

The  authors’  response  to  our  referring  to  the  American 
Society  for  Gastrointestinal  Endoscopy  (ASGE)  training 
guidelines  was  an  ad  hominem  attack  on  the  ASGE.  We  sup- 
pose this  is  understandable  since  Dr.  Carr’s  published  learn- 
ing curve  had  paralleled  and  thereby  validated  the  ASGE 
guidelines.  The  strategy  was  to  attack  the  messenger  rather 
than  the  message.  Additionally,  we  feel  they  misrepresented 
the  ASGE’s  1993  raising  of  the  legitimate  issue  of  hospital 
liability  in  privileging  of  undertrained  physicians.  Hospitals 
have  a duty  to  exercise  due  care  in  granting  privileges  to  phy- 
sicians, and  they  expose  themselves  to  liability  for  granting 
specialized  privileges  to  physicians  who  are  inadequately 
trained,  inexperienced  with  specific  procedures,  or  insuffi- 
ciently knowledgeable  about  the  relevant  disease  entities.4 

The  authors  further  tried  to  defend  the  colonoscopy  train- 
ing and  privileging  described  in  their  paper  by  cloaking  these 
in  the  mantel  of  increased  access  to  colorectal  cancer  screen- 
ing. To  us  this  is  a specious  argument  since  colorectal  cancer 
screening  is  targeted  toward  healthy,  average-risk  individu- 


als and  employs  not  colonoscopy  but  flexible  sigmoidoscopy, 
a procedure  we  agree  is  appropriately  within  the  scope  of 
practice  of  primary  care  physicians.  The  ASGE  has  long  sup- 
ported flexible  sigmoidoscopy  training  for  primary  care  phy- 
sicians, and  in  our  practice  we  have  trained  family  physi- 
cians and  family  practice  residents  for  over  17  years,  supplied 
endoscopic  photos  for  a color  atlas  for  family  physicians 
edited  by  Dr.  Rodney  in  1985,  and  published  one  of  the  first 
articles  on  flexible  sigmoidoscopy  training  for  primary  care 
physicians.3  Our  credibility  on  this  issue  is  strong. 

Finally,  the  authors  implied  that  truncated  colonoscopy 
training  for  family  physicians  was  necessary  to  ease  limited 
access  to  colonoscopy  for  rural  patients.  We  feel  that  this, 
too,  is  a flawed  argument.  A recent  national  manpower  sur- 
vey indicates  that  virtually  all  areas  of  the  United  States,  in- 
cluding rural  areas,  now  are  served  by  well-trained  gastroen- 
terologists.6 Limited  access  to  subspecialty  care  is  not  a 
tenable  argument  for  having  patients  undergo  colonoscopy 
by  undertrained  physicians. 

As  stated  in  our  final  paragraph,2  we  do  not  believe  that 
only  gastroenterologists  can  perform  colonoscopy.  In  excep- 
tional circumstances,  highly  motivated  family  physicians  or 
internists  can  acquire  a level  of  training  adequate  to  perform 
good  quality  examinations.  We  simply  believe  that  anyone 
who  performs  colonoscopy  should  acquire  technical  skills 
and  knowledge  of  diseases  of  the  colon  through  a program 
of  hands-on  training  under  the  mentorship  and  direct  super- 
vision of  expert  endoscopic  trainers  over  a prolonged  period 
of  time.  Our  view  is  that  Dr.  Carr  was  not  adequately  trained 
when  he  started  performing  colonoscopy  on  his  patients.  This 
opinion  is  supported  by  both  the  published  literature7'9  and 
his  own  personal  data  in  Dr.  Carr’s3  paper.  In  our  opinion,  it 
was  premature  and  unwise  for  him  to  have  proceeded  as  he 
did  and  for  his  mentors  to  have  facilitated  this. 

James  T.  Frakes,  MD,  MS 
John  F.  Johanson,  MD,  MS 

University  of  Illinois  College  of  Medicine  at  Rockford 
and  Rockford  Gastroenterology  Associates,  Ltd. 

401  Roxbury  Road,  Rockford,  IL  61 107-5078 
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easy  for  you  to  access,  process  and 
store  vast  amounts  of  information. 
Maintain  patient  records.  Track 
claims.  Connect  with  colleagues. 

And  use  the  Internet  for  research 
and  collaboration. 


BTS  provides  the  very  latest 
technologies  that  are  Y2K-ready  right 
out  of  the  box.  The  first  step  is  an 
analysis  of  your  current  system.  So  call 
us  today  and  schedule  a free  evaluation 
with  your  solution  provider  at  Business 
Technology  Solutions,  Inc.  We  can  help  get 
your  practice  into  peak  condition. 


BTS 


toll-free  i*877»g38*4072 


Solutions  Today  For  Tomorrow's  Challenges 

phone  i*423*938*ogoi  fax  1*423*947*4922  webvvww.btsonline.com 


Year 


Don’t  Let  the  Millennium  Bug 
Infect  Your  Practice 

Angela  Meyer 


What  Is  Y2K  and  What  Caused  It? 

The  Y2K  problem  originated  in  the  1950s  and 
1 960s  when  industrial  computer  technology  was  still 
quite  new.  Since  computer  memory  was  very  ex- 
pensive back  then — about  $1  per  byte — program- 
mers decided  to  save  valuable  memory  space  by 
using  two  digits  instead  of  four  to  represent  each 
year.  For  instance,  the  number  62  represents  ev- 
ery line  of  code  that  fell  in  the  year  1962,  and  so 
forth. 

That  format  worked  just  fine  until  dates  that  fell 
after  December  31 , 1999  were  entered,  such  as  the 
interest  due  on  a 30-year  mortgage  loan.  Comput- 
ers still  assumed  that  the  first  two  digits  in  the  year 
were  19,  so  dates  such  as  1900  or  1901  popped 
up.  In  some  cases  computers  just  shut  down  alto- 
gether when  year  2000  dates  are  entered. 

The  programmers  of  the  day  knew  that  could  be 
a problem,  but  they  thought  that  the  problem  would 
solve  itself  when  newer  software  and  hardware 
technology  replaced  the  old.  It  didn’t  happen  that 
way.  Even  though  memory  costs  did  fall  dramati- 
cally— today’s  microchips  can  provide  about  a mil- 
lion bytes  of  memory  per  dollar — programmers  kept 
using  the  two-digit  date  format.  Newer  versions  of 
software  needed  to  interface  with  older  versions, 
and  some  of  the  older  mainframes  earlier  program- 
mers thought  would  be  obsolete  by  now  have  lasted 
through  numerous  technology  updates  and  modifi- 
cations. So,  not  only  did  the  problem  fail  to  solve 
itself,  it  flourished. 


Angela  Meyer  is  principal  of  Stewart  Meyer  Communications,  a 
communication  consulting  and  publication  production  firm 
serving  professionals  in  health  care,  law,  and  human  resources. 


When  the  clock  ticks  over  to  January  1,  2000,  it  probably 
won’t  be  the  end  of  the  world  as  we  know  it  (TEOTWAWKI) 
as  many  Internet  doomsayers  predict,  but  it  will  certainly  not 
be  business  as  usual  either.  And,  according  to  a comprehen- 
sive report  that  was  released  by  the  U.S.  Senate  in  February, 
physician  practices  will  be  among  those  businesses  that  are 
most  adversely  affected  by  the  Year  2000  (Y2K)  technology 
problem.  That’s  why  it  is  essential  that  all  physician  prac- 
tices, regardless  of  size  or  structure,  take  immediate  and  ap- 
propriate action  to  address  this  looming  predicament. 

Physician  practices  have  the  unique  misfortune  of  falling 
into  the  two  highest  risk  categories  for  adverse  Y2K  technol- 
ogy impact:  small  business  and  health  care.  As  of  late  Febru- 
ary, less  than  10%  of  U.S.  physician  practices,  and  only  50% 
of  small-  to  medium-sized  businesses,  had  taken  steps  to  ad- 
dress the  problem.  Since  small  businesses  in  general,  and 
doctors’  offices  in  particular,  usually  focus  on  immediate 
concerns  first,  the  Y2K  problem  hasn’t  been  on  their  list  of 
priorities — until  now. 

The  Senate  report,  Investigating  the  Impact  of  the  Year 
2000  Technology  Problem,  states,  “The  health  care  industry 
lags  significantly  in  its  Y2K  preparations  compared  to  other 
sectors.”  As  Senator  Chris  Dodd  (D-Conn.),  vice-chairman 
of  the  Senate  Special  Committee  put  it:  “Y2K  could  put  the 
health  care  industry  in  intensive  care.” 

It  is  critical  for  physicians  and  their  staffs  to  understand 
the  scope  of  the  Y2K  problems  facing  the  health  care  indus- 
try. Ironically,  it  is  the  very  technology  that  has  exponen- 
tially improved  every  aspect  of  health  care  in  the  last  half  of 
this  century  that  is  most  susceptible  to  the  “millennium  bug.” 
Heavy  reliance  on  computer  hardware  and  software  and  wide- 
spread electronic  data  exchange  are  obvious  culprits — most 
hospitals  and  physician  practices  now  use  computerized  pa- 
tient data  systems  and  health  claim  billing  systems.  How- 
ever, there  are  a number  of  less  obvious  and,  in  many  in- 
stances, more  serious  concerns. 

A dizzying  array  of  biomedical  devices  have  tiny  micro- 
processors embedded  in  them,  many  of  which  may  not  ap- 
pear to  contain  computer  chips  from  their  outward  appear- 
ance ( see  Medical  Devices  article  on  page  160).  Micropro- 
cessors also  control  a number  of  infrastructure  operations  in 
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Medical  Devices  That  Aren’t  Y2K  Compliant 
Could  Harm  Your  Patients! 


"Repair,  replace,  or  retire  all  noncompliant  de- 
vices. But  keep  in  mind  that  the  closer  it  gets  to 
the  end  of  1999,  the  harder  it  will  be  to  replace 
noncompliant  equipment,  especially  large  items, 
because  vendors  will  be  deluged  with  requests." 

The  great  majority  of  medical  devices  are  “smart,” 
meaning  they  either  rely  on  a computer,  have  internal  soft- 
ware code,  or  have  imbedded  microprocessors  which  may 
fail  after  January  1,  2000.  This  is  the  single  largest  Y2K- 
related  threat  to  patient  welfare. 

Consider  the  following  statement  taken  from  the  Sen- 
ate report  Investigating  the  Impact  of  the  Year  2000  Prob- 
lem: “If  one  biomedical  device  malfunctions,  it  can  po- 
tentially shut  down  an  operating  room.  Or  even  worse, 
one  device  can  pass  erroneous  data  on  to  other  devices  cre- 
ating adverse  patient  conditions.  In  other  words,  Y2K  mis- 
takes can  reverberate  throughout  the  health  care  system.” 

The  FDA  has  taken  the  lead  in  trying  to  help  health 
care  facilities  determine  whether  specific  devices  are 
compliant.  This  problem  is  particularly  vexing  because 
it  is  often  difficult  to  determine  whether  a particular  de- 
vice has  built-in  elements  that  could  fail  because  ven- 
dors have  been  less  than  forthcoming  about  their  equip- 
ment. A June  1998  hearing  held  by  the  Senate  Special 
Committee  on  the  Year  2000  Technology  Problem  re- 
vealed the  following: 

• Every  major  medical  organization  that  testified  said 
they  were  having  significant  problems  with  biomedi- 
cal device  manufacturers — many  simply  refused  to 
comment  on  their  products’  ability  to  function  after 
December  31,  1999. 

• When  the  FDA  sent  out  Y2K  compliance  surveys  to 
2,700  medical  device  companies,  only  500  responded, 
even  after  two  letters  of  request. 

• FDA  legal  counsel  testified  that  the  FDA  does  not 
have  blanket  authority  to  require  all  device  manufactur- 
ers to  submit  Y2K  compliance  reports. 

• After  three  letters  of  request,  only  233  out  of  1,600 
firms  responded  to  the  Veterans  Health  Administration. 

As  a result,  the  Committee  requested  that  all  medical 
equipment  manufacturers  publish  accurate,  relevant  in- 
formation about  their  products  on  the  FDA  Web  site  and 
if  the  manufacturers  did  not  respond  voluntarily,  that  Con- 
gress would  enact  legislation  to  effect  a mandatory  re- 
sponse from  them. 

To  ensure  that  your  practice  does  all  that  it  can  to  avoid 


patient  care  disasters  and  legal  liability  arising  from 
noncompliant  medical  devices,  the  AMA  suggests  taking 
the  following  precautions: 

1.  Generate  a list  of  medical  devices  and  equipment 
used  in  your  practice  and  prioritize  the  list  according  to 
the  degree  of  risk  to  patients  and/or  employees  if  the  de- 
vice should  fail  to  work  properly. 

2.  For  each  piece  of  equipment  identified,  determine 
whether  it  is  Y2K  compliant.  To  do  so  you  should  first 
contact  the  manufacturer  for  each  piece  of  equipment,  start- 
ing with  the  highest  risk  equipment.  It  is  important  that  you 
document  all  communication  with  equipment  manufac- 
turers. Don’t  wait  for  manufacturers  to  respond  to  your  re- 
quests for  information.  Check  any  third-party  information 
depositories,  beginning  with  the  FDA  Web  site,  to  supple- 
ment and  validate  information  you  receive  from  manufac- 
turers (or  to  get  information  when  they  won’t  respond). 

3.  Test,  retire,  or  replace  devices  that  are  suspect.  Test- 
ing high-tech  devices  is  a tricky  business  best  left  to  manu- 
facturers or  third-party  vendors  familiar  with  the  technol- 
ogy. Some  devices  may  actually  be  damaged  if  testing  is 
not  done  properly.  Noncompliant  equipment  with  the  po- 
tential to  harm  patients  or  employees  should  be  retired  if 
the  manufacturer  will  not  agree  to  fix  it. 

4.  Clearly  mark  equipment  that  has  been  verified  as 
Y2K  compliant  so  practice  personnel  will  know  what  is 
safe  to  use. 

5.  Find  out  what  your  rights  are  concerning  each  non- 
compliant device.  Look  at  any  contracts  or  warranties  that 
involve  the  noncompliant  equipment  to  see  what  the  manu- 
facturer’s responsibilities  are  for  fixing  the  device.  And 
don’t  forget  to  make  a report  within  10  days  of  discover- 
ing that  a device  is  implicated  in  a patient’s  serious  illness 
or  injury.  Providers  are  legally  required  to  do  so  under  the 
Safe  Medical  Devices  Act  of  1990.  Failure  to  do  so  could 
result  in  fines  of  up  to  $10,000  or  imprisonment. 

6.  Repair,  replace,  or  retire  all  noncompliant  devices. 
But  keep  in  mind  that  the  closer  it  gets  to  the  end  of  1999, 
the  harder  it  will  be  to  replace  noncompliant  equipment, 
especially  large  items,  because  vendors  will  be  deluged 
with  requests.  So  if  something  needs  to  be  repaired  or  re- 
placed, get  it  done  ASAP! 

Again,  this  is  the  most  critical  Y2K  issue  health  care 
providers  face  and  it  is  the  area  of  highest  potential  liabil- 
ity. Don’t  leave  any  stone  unturned  in  gathering  informa- 
tion about  Y2K  compliance  regarding  medical  devices  that 
are  crucial  to  patient  care  and  safety.  □ 
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hospitals,  clinics,  and  medical  office  buildings  such  as  power, 
water,  heating,  air-conditioning,  ventilation,  and  security  sys- 
tems. Then  there  are  the  analytical  devices  and  process  con- 
trols that  are  used  to  control  quality  in  laboratories  and  in  phar- 
maceutical research,  manufacturing,  and  distribution  systems. 

Physicians  should  also  be  aware  that  the  hospitals  where 
they  practice  or  send  their 
patients  may  not  be  techno- 
logically prepared  for  the 
turn-of-the-century.  Accord- 
ing to  a report  by  the  Gartner 
Group,  a leading  information 
technology  research  com- 
pany, as  of  October  1998 
fewer  than  half  the  nation’s 
hospitals  had  plans  to  test 
their  Y2K  remediation  ef- 
forts. The  over  50%  who  said 
they  had  no  plans  to  pre-test 
their  digital  equipment  are 
largely  comprised  of  small  rural  or  inner-city  hospitals  that 
lack  the  awareness  and/or  the  resources  to  adequately  pre- 
pare for  Y2K  technology  problems.  On  the  other  hand,  large 
hospitals  have  dedicated  considerable  time  and  resources  to 
their  Y2K  compliance  efforts,  though  most  waited  too  long 
to  get  started  and  are  now  working  overtime  to  beat  the  clock. 

Physician  practices  that  do  not  have  a comprehensive  Y2K 
compliance  program  must  take  immediate  and  appropriate 
action  to  address  this  problem  if  they  are  to  maintain  the  cur- 
rent standard  of  care  and  minimize  any  patient  care  errors  or 
disruptions.  Those  who  don’t  take  this  problem  seriously 
could  well  face  court  proceedings  or  arbitration  tribunals  on 
charges  of  negligence  regarding  Y2K  risks. 

This  is  not  to  be  taken  lightly.  According  to  the  Senate’s 
investigative  report,  estimates  for  litigation  due  to  inadequate 
Y2K  compliance  efforts  are  as  high  as  $1  trillion.  If  a manu- 
facturer can  be  sued  over  a delayed  shipment  of  widgets  due 
to  Y2K  negligence,  imagine  what  a physician’s  legal  expo- 
sure could  be.  But  don’t  leave  it  to  your  imagination — seek 
legal  counsel  for  specific  advice  regarding  your  practice’s 
(and  your  personal)  legal  risks  concerning  the  Y2K  problem. 
And  don’t  assume  that  your  medical  malpractice  insurance 
has  you  covered.  The  Senate  report  warns  that  “the  insurance 
industry  has  already  demonstrated  an  unwillingness  to  sub- 
ject itself  to  Y2K  liability.” 

There  are  two  truths  physicians  must  realize  when  it  comes 
to  Y2K  compliance:  (1)  There  are  no  easy  solutions,  and  (2) 
There  is  no  time  to  waste!  While  it’s  true  that  there  are  no 
magic  bullet  software  programs  to  “just  fix  it,”  there  are  de- 
tailed, logical  steps  physician  practices  can  take  to  reduce 
the  risk  of  patient  care  disruptions  and  Y2K  legal  liability. 
The  following  summary  recommendations  are  derived  from 


the  AMA  report  entitled  The  Year  2000  Problem:  Guidelines 
for  Protecting  Your  Patients  and  Practice. 

For  practices  that  are  just  beginning  their  remediation  ef- 
forts, there  probably  isn’t  enough  time  to  form  and  imple- 
ment long-term  solutions  to  their  Y2K  problems  before  the 
first  of  the  year.  Instead,  most  will  have  to  develop  a “triage” 

approach  to  keep  their  prac- 
tices viable  and,  most  impor- 
tantly, to  keep  patient  care 
from  suffering. 

First  and  foremost,  en- 
sure that  everyone  involved 
in  your  practice  operations 
understands  what  Y2K  is  (and 
is  not),  the  full  scope  of  Y2K 
issues  facing  the  health  care 
industry  as  a whole,  and  how 
they  affect  physician  prac- 
tices in  particular.  The  suc- 
cess or  failure  of  your  Y2K 
remediation  plan  depends  on  how  well  informed  the  indi- 
viduals in  your  practice  are  on  these  issues.  Staff  education 
should  be  ongoing  throughout  the  Y2K  remediation  process. 
Appoint  a top  staff  manager  to  be  in  charge  of  the  internal 
and  external  communication  and  education  process. 

The  next  step  is  to  identify  the  specific  areas  of  your  prac- 
tice that  are  likely  to  be  affected.  After  they  have  been  edu- 
cated about  the  nature  and  scope  of  the  problem,  get  input 
from  everyone — physicians,  practice  managers,  nurses,  and 
all  support  staff.  Ask  everyone  what  technology  they  use  to 
perform  their  jobs  and  how  their  job-related  activities  may 
be  affected. 

After  you’ve  identified  all  areas  of  your  practice  that  may 
be  affected,  focus  on  triage.  Again,  at  this  point  there  prob- 
ably isn’t  enough  time  to  effect  long-term  solutions,  so  your 
immediate  compliance  efforts  must  focus  on  areas  that: 

• Could  pose  a health  risk  to  patients  or  others, 

• Could  disrupt  essential  practice  operations, 

• Are  likely  to  fail  first. 

Once  you  have  identified  the  most  critical  Y2K  risk  areas 
in  your  practice,  you  must  determine  and  allocate  the  neces- 
sary resources  (human,  technological,  and  financial)  to  set 
the  triage  compliance  plan  in  motion.  Since  you  will  need  to 
rely  on  someone  with  extensive  technological  expertise  to 
lead  your  practice’s  compliance  efforts,  you  must  allocate 
resources  to  retain  a qualified  technology  consultant.  This 
individual  should  be  able  to  determine  exactly  what  equip- 
ment is  at  risk,  coordinate  all  equipment  remediation  efforts, 
and  help  develop  contingency  and  recovery  plans. 

Contingency  plans  are  critical!  When  developing  your 
practice  contingency  plan,  cover  all  substantive  areas  and  plan 
for  the  worst.  As  always,  your  first  concern  is  patient  care,  so 


“We  must  recognize  that  this  problem  is 
coming  and  that  it  must  be  dealt  with 
coldly,  intelligently,  and  efficiently. 

Don ’t  panic,  but  don ’t  spend  a lot  of 
time  sleeping  either  ” 

Senator  Bob  Bennett 

Chairman  of  the  Special  Committee  on  the 
Year  2000  Technology  Problem 
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“If  a manufacturer 
can  be  sued  over 
a delayed  ship- 
ment of  widgets 
due  to  Y2K  negli- 
gence, imagine 
what  a physician’s 
legal  exposure 
could  be." 


make  sure  you  have  a viable 
backup  for  every  technologi- 
cal device  related  to  patient 
care.  You  should  also  have  a 
financial  contingency  plan 
that  includes  a readily  avail- 
able cash  reserve  in  case  the 
third  party  payers  you  rely  on 
experience  Y2K-related  fail- 
ures in  their  respective  claims 
payment  systems  (see  Cash 
Flow  article  on  page  168). 

Finally,  to  avoid  undue 
legal  exposure,  it  is  impor- 
tant to  document  every  Y2K- 


related  activity  and  keep  all  internal  communications  confiden- 
tial. The  same  individual  (or  limited  group  of  individuals) 
responsible  for  the  communication  and  education  process  1 
should  document  all  internal  and  external  Y2K-related  com- 
munications. Meetings,  memos,  emails,  and  conversations 
should  all  be  documented.  Caution  should  be  exercised  to 
safeguard  the  confidentiality  of  all  internal  Y2K  communi- 
cations within  your  practice.  Confidentiality  concerns  should 
also  be  discussed  with  legal  counsel. 

For  the  sake  of  your  patients,  your  employees,  your  prac- 
tice, yourself,  do  not  ignore  this  problem  or  continue  shov- 
ing it  to  the  back-burner.  It’s  like  Henry  Kissinger  once  said, 
“Competing  pressures  tempt  one  to  believe  that  an  issue 
deferred  is  a problem  avoided;  more  often  it  is  a crisis 
invited.”G 


I must  be  coming  down  with 
The  Millennium  Bug! 


Computers  - Servers  - Terminals  - Printers  - MUXs  - Hubs  - Modems 

• since  1984 

• prompt,  courteous  technicians 

• supporting  30  medical  offices  in  mid  TN 

• If  your  office  is  networked,  has  at  least  5 users 
and  is  within  a 50-mile  radius  of  Nashville,  we’ll 
furnish  you  with  a proposal  without  obligation.  And 
we’ll  be  there  faster  than  you  can  say  “unshielded 
twisted  pair”! 


TN  37210  • 244.3838  • 242.6042  (fax) 
ww.cpr-onsite.com 
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• On-site  maintenance/repair 

• Network  installation/upgrades 

• New  equipment  sales/installation 

• Multi-office  networking/configuration 

• System/software  support 

• Hardware  Y2K 


COMPUTER  PERIPHERAL  REPAIR 


320  Hill  Avenue  • Nashville, 
dgoad@cpr-onsite.com  • w 


The  ABCs  of  Preparing  for  Y2K 


Brenda  Williams 


It’s  coming,  and  it  could 
tangle  your  practice  and  put 
your  patients  at  risk.  But 
even  the  experts  disagree  on 
the  best  way  to  prepare  for 
the  Year  2000  (Y2K). 

“There’s  a lot  of  confu- 
sion and  no  consensus  about 
what  advice  to  give  to  phy- 
sicians and  patients  to  get  ready,”  says  Joel  Ackerman, 
founder  and  executive  director  of  RX2000  in  Minneapolis, 
a nonprofit  organization  dedicated  to  providing  Y2K  assis- 
tance to  the  medical  community.  At  a recent  Y2K  sympo- 
sium in  Boston,  he  said  there  was  a lot  of  discussion  and 
debate  among  health  care  experts,  but  no  real  conclusions. 

His  best  advice:  “Definitely  get  started  now.  Focus  not 
only  on  getting  your  priorities  in  order,  but  on  making  sure 
you  have  contingency  plans  in  place  for  things  you  hadn’t 
thought  about.” 

Here  are  the  ABCs  of  Getting  Started: 

Assess  the  Risk — This  is  where  you  try  to  determine 
which  areas  of  your  practice  will  be  most  affected  by 
Y2K.  Ackerman  advises  physician  practices  to  focus  on  five 
areas: 

• Information  systems,  including  clinical  and  administra- 
tive. This  means  contacting  the  manufacturers  of  your  com- 
puter, operating  systems,  and  all  programs  to  determine  if 
they’re  vulnerable  and  make  arrangements  for  updates.  Re- 
member, you’ll  need  to  test  any  replaced  or  upgraded  sys- 
tems, or  equipment. 

• Chains,  both  supply  and  customers.  Check  with  vendors 
and  suppliers  on  their  Y2K  status;  stock  enough  supplies  to 
see  your  office  through  several  days  of  potential  disruption. 
Follow  up  with  banks,  business,  hospital,  laboratory,  and  phar- 
macy partners  to  make  sure  you  know  what  their  preparations 
and  status  will  be;  likewise  with  insurers  and  billing  services. 
Let  patients  know  the  steps  you’re  taking  to  make  sure  their 
care  will  be  as  uninterrupted  as  possible. 

• Biomedical  equipment.  “Anything  with  electronics  could 


Brenda  Williams  is  a freelance  writer  based  in  Nashville. 


have  potential  Y2K  prob- 
lems,” Ackerman  says.  That 
could  include  blood  chemis- 
try analyzers,  patient  moni- 
tors, defibrillators,  IV  drip 
machines,  and  MRI,  x-ray, 
and  radiation  equipment. 
Contact  manufacturers  or 
check  their  Web  sites  to  size 
up  their  compliance.  The  FDA  Web  site  is  also  a good  source 
for  equipment  check-ups. 

• Facilities  and  infrastructure.  Check  with  building  man- 
agers and  utility  representatives  about  the  Y2K  status  of  heat- 
ing, air-conditioning,  ventilation,  security,  and  telephone  sys- 
tems, and  electricity,  gas,  and  water  supplies. 

• Malpractice  insurance.  Here’s  a sticky  area  . . . Ackerman 
says  many  insurance  companies  are  declining  to  cover  any- 
thing that’s  Y2K  related.  “Insurance  is  for  ‘fortuitous’  events, 
things  that  are  unanticipated  or  unpreventable,”  he  says.  “In 
the  Y2K  scenario,  insurers  would  argue  that  physicians  have 
the  responsibility  to  get  ready  for  it.”  Check  with  your  insur- 
ance provider. 

Be  Informed — Doctors  are  sophisticated,  intelligent 
people  and  may  seem  to  have  all  the  answers.  But  in 
this  case,  physicians  and  their  staffers  are  themselves  look- 
ing for  answers  to  the  Y2K  dilemma.  Ackerman  says  time  is 
running  out  and  patients  are  getting  nervous.  “We  are  finding 
an  increasing  level  of  patient  concern;  they’re  afraid  that  the 
facilities,  equipment,  and  medications  they  use  may  have 
problems  or  will  not  be  available.  They’re  turning  to  their 
doctors  for  answers,  but  in  most  cases  doctors  are  giving  no 
advice  or  bad  advice.  Doctors  need  to  become  more  aware  of 
the  issues  and  help  their  patients.” 

So  how  is  a medical  expert  supposed  to  become  a Y2K 
expert  in  a few  short  months?  Professional  societies  (such  as 
the  AMA)  are  a good  resource — check  out  their  Web  sites  for 
the  latest  on  how  Y2K  might  affect  you.  Ackerman  adds  that 
the  Internet  is  one  of  the  best  sources  for  information,  but  he 
warns  it’s  also  one  of  the  best  sources  for  misinformation,  so 
be  careful  to  verify  the  information  and  make  sure  it’s  from  a 
credible  source.  Without  reservation,  he  recommends  the 
RX2000  Web  site,  saying  his  group  is  both  independent  and 
nonprofit. 


“We  are  finding  an  increasing  level  of  patient 
concern;  they’re  afraid  that  the  facilities, 
equipment,  and  medications  they  use  may 
have  problems  or  will  not  be  available  ...” 

Joel  Ackerman,  Executive  Director,  RX2000 
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Complete  a Contingency  Plan — This  is  the  back-up 
plan  that  keeps  you  going  if  you  overlooked 
something  . . . and  you  probably  will.  Look  at  your  “mission 
critical”  systems  in  the  light  of  possible  Y2K  failures  and 
figure  out  how  you  would  deal  with  them.  Make  sure  your 
staff  is  also  prepared  to  execute  plans  to  repair  or  bypass  af- 
fected systems,  even  to  perform  tasks  manually  if  it  comes 
down  to  it. 

Don’t  Forget  the  Home  Front — The  dreaded  “mil 
lennium  bug”  can  invade  your  home  as  well.  As  with 
the  office,  take  steps  to  test  or  upgrade  your  personal  com- 
puter and  any  software.  Inspect  your  home  for  date-sensitive 
“embedded  chips”  in  electronics,  appliances,  thermostats, 
alarms,  and  medical  devices.  Check  with  your  bank  and  other 
financial  institutions  to  make  sure  they’re  taking  steps  to  pro- 
tect your  investments.  Assemble  a family  disaster  kit  that  in- 
cludes a battery-powered  radio,  flashlights,  fire  extinguisher, 
and  first  aid  supplies.  Consider  stocking  up  on  several  days 
worth  of  food  and  water.  Have  cash  tucked  away  for  emer- 
gencies. Finally,  reschedule  activities  that  could  be  affected 
by  Y2K,  such  as  elective  surgery,  home  construction,  major 
financial  transactions,  travel  (especially  overseas),  and  even 
auto  repair. 

The  Gartner  Group  (an  information  technology  research 
company)  survey  reports  the  health  care  industry  lags  behind 
in  dealing  with  the  Y2K  technology  problem.  Ackerman 
doesn’t  argue  the  point,  but  says  we  shouldn’t  give  up.  “Health 
care  depends  heavily  on  computing,  communication  and 
transportation,  and  these  are  the  kinds  of  systems  that  are  at 
risk  for  Y2K  failure.  We  have  less  than  300  days  'til  January 
1,  2000,  so  the  important  message  is,  ‘Don’t  waste  it.’  ”□ 


Y2K  Help  is  a Click  Away  . . . 

Advice  for  health  care  professionals: 

www.medwire.org 

www.ama-assn.org 

www.rx2000.org 

General  Y2K  information: 

www.year2000.com 

www.y2kjournal.com 

www.cnet.com 

www.assnconsult.com 

www.gao.gov 

www.y2k.gov 

www.sba.gov/y2k 

www.ibm.com/ibm/year2000/general.html 

www.itaaorg/year2000.htm 

Technical  assistance: 

www.itaa.org 

www.rightime.com 

www.microsoft.com 

www.auditserv.com/ 

Verify  Y2K  status  of  government  agencies, 
medical  equipment  and  suppliers: 

www.fda.gov/medwatch 

www.fda.gov/cdrh/yr2000/y2kguide.html 

www.hcfa.gov 

Contingency  planning: 

www.millennia-bcs.com 

www.gartner.com 

www.pwcglobal.com/us/eng/main/home/index.html 


Knowledge  Is  Power 


As  you  are  well  aware,  knowledge  is  power,  so  make 
sure  you  and  everyone  involved  in  your  medical  practice 
operations  knows  as  much  as  possible  about  the  Year  2000 
problem  and  how  it  could  affect  your  practice.  A good  bal- 
anced read  on  this  worrisome  phenomenon  is  available  from 
the  U.S.  Senate’s  Web  site:  senate. gov. committees/ 
index,  cfm.  Investigating  the  Impact  of  the  Year  2000  Tech- 
nology Problem  provides  an  overview  of  how  this  looming 
problem  may  affect  public  utilities,  health  care,  telecommu- 
nications, transportation,  financial  services,  government  op- 
erations, businesses,  and  litigation.  It  is  the  culmination  of 
months  of  exhaustive  investigation  and  hearings  by  the  U.S. 
Senate  Special  Committee  on  the  Year  2000  Technology 
Problem. 


The  American  Medical  Association  has  developed  a 
comprehensive  guide  to  help  physicians  and  their  staffs 
understand  and  deal  effectively  with  Y2K  issues.  The  Year 
2000  Problem:  Protecting  Your  Patients  and  Practice  gives 
providers  and  their  staffs  detailed  guidance  on  how  to  iden- 
tify specific  problems  within  their  own  practices  and  the 
steps  to  take  to  avoid  patient  care  disruptions,  business 
failure,  and  legal  liability.  It  is  available  on  the  AMA  Web 
site  at:  ama-assn.org. 

Since  both  of  these  documents  are  in  a PDF  format, 
you  may  need  the  Adobe  Acrobat  Reader  to  open  them  for 
viewing  or  printing.  If  you  do  not  have  the  Adobe  Acrobat 
Reader  software  on  your  computer,  you  may  download  it 
for  free  via  the  Internet  at:  adobe.com/prodindex. 
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Y2K  Activities  at  the 
Tennessee  Medical  Association 


John  Henry  Grant,  CAE;  Ahmed  Shakil,  CNE 


With  25  staff  and  heavy  use  of  database  and  word-proces- 
sing computer  functions,  the  Tennessee  Medical  Association’s 
(TMA’s)  headquarters  office  operation  is  in  many  ways  very 
much  like  thousands  of  small  businesses  across  Tennessee. 
TMA  first  established  a local  area  network  (LAN ) with  com- 
puter workstations  for  all  staff  in  late  1995.  With  that  instal- 
lation, a powerful,  relational  database  system  was  acquired 
to  manage  the  membership,  accounting,  and  record-keeping 
functions  of  TMA  and  a myriad  of  organizations  managed  or 
operated  by  TMA  (see  Figure).  This  database  system,  and 
the  computer  workstations,  workstation  operating  system,  and 
server  operating  system  software  acquired  by  TMA  in  Sep- 
tember, 1995  did  not  meet  Y2K  compliance  definitions.* 

TMA’s  substantial  dependence  on  its  integrated  associa- 
tion management  database  system  naturally  led  to  that  soft- 
ware being  the  initial  target  of  TMA’s  Y2K  efforts.  The  TMA 
Board  of  Trustees  provided  preliminary  approval  in  January 
1998  to  upgrade  the  database  system  to  a Y2K-compliant  ver- 
sion. When  the  final  approval  came  in  April  1998,  TMA  staff 
proceeded  to  schedule  the  conversion  and  upgrade  process. 
When  TMA’s  1999  membership  dues  bills  were  sent  out  in 
October  1998,  they  were  produced  with  the  new,  Y2K-com- 
pliant  system.  This  system  now  contains  over  40,000  records 
of  Tennessee  physicians,  physician  spouses,  vendors,  etc. 

While  the  database  system  upgrade  process  was  under- 
way, TMA  began  to  focus  on  all  other  operational  compo- 
nents that  could  be  affected  by  the  Y2K  problem.  The  under- 
lying assumption  in  our  approach  is  that  every  component  in 
TMA’s  system  is  not  Y2K  compliant  unless  it  is  adequately 
tested  and  Y2K  compliance  is  documented.  Our  review  in- 
cluded workstation  and  server  hardware  and  operating  sys- 


Mr.  Grant  is  the  senior  vice-president  of  Information  Systems  and 
Education,  and  Mr.  Shakil  is  director  of  Information  Systems  at 
the  Tennessee  Medical  Association. 

TMA  uses  the  National  Software  Testing  Laboratories  definition 
ofYear  2000  compliance  for  computer  hardware:  the  hardware  clock 
must  be  compatible  to  the  Motorola  MCI 468 18  RTC  (real  time 
clock)  and  the  BIOS  must  report  the  occurrence  of  the  Year  2000  in 
real-time.  Compaq  Computer  Corporation  does  not  warrant  systems 
purchased  on  or  before  October  7,  1997,  for  Y2K  compliance). 


terns,  communications  server,  network  router  and  hubs,  the 
building  security  system,  desktop  office  applications  software, 
the  postage  machine,  the  telephone  system,  LAN  peripheral 
equipment  (e.g.,  print  servers),  and  laptop  computers.  And 
yes,  the  building  elevator,  HVAC  system,  and  fire  control 
sprinkler  system  are  in  the  list  (the  coffeepots  with  timers  are 
not  scheduled  to  be  checked  until  all  other  operational  com- 
ponents are  fully  tested  and  confirmed  compliant).  Here  are 
some  highlights  of  TMA’s  Y2K  compliance  efforts. 

Electronic  Mail:  We  previously  used  Microsoft  Mail 
(v3.51)  for  electronic  mail,  but  soon  learned  that  it  was  not 
nearly  robust  enough  for  our  needs,  and  that  Microsoft  did 
not  plan  to  continue  to  support  it  (since  MS  Exchange  Server 
became  their  flagship  email  system).  We  installed  a new 
(Y2K  compliant)  Dell  Poweredge  2300  server  with  Novell’s 
GroupWise  5.2  group  collaboration  system.  In  addition  to 
Y2K  compliance,  this  system  provides  robust  email,  sched- 
uling, task,  and  document  management  capabilities. 

Database  System:  Before  the  database  system  upgrade 
could  be  implemented,  we  installed  a new  (Y2K  compliant) 
Dell  Poweredge  2200  server  with  Microsoft  Windows  NT 
Server  4.0.  (Windows  NT  Service  Pack  4 will  not  be  applied 
until  Microsoft  resolves  several  upgrade  issues.)  This  server 
made  it  possible  for  us  to  upgrade  the  4GL  relational  data- 
base package  to  Progress  v8.2c,  and  the  integrated  associa- 
tion management  database  system  to  the  new  Association 
Plus  v5.2  from  MEI  Software  Systems,  Inc.  MEI,  headquar- 
tered in  Reston,  Virginia,  is  one  of  the  largest  software  pro- 
viders dedicated  exclusively  to  the  association  management 
market. 

Local  Area  Network  Server:  The  LAN  operating  system 
was  upgraded  from  Novell  Netware  4.10  to  (Y2K  compli- 
ant) Novell  Intranetware  4.1 1.  Novell’s  Year  2000  Informa- 
tion Ferret  has  been  used  to  analyze  all  Novell  software  for 
Y2K  compliance.  Novell’s  analysis  report  is  being  used  to 
certify  the  Novell  components  of  TMA’s  system  as  Y2K  com- 
pliant, including  NDS  for  NT. 

Workstations  and  Office  Applications:  The  standard 
configuration  of  the  computer  workstations  acquired  by  TMA 
in  1 995  was  75Mhz  Pentium  with  1 6 MB  RAM.  As  we  have 

(Continued  on  page  167) 
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TMA's  Techno-Doctors  Are  on  the  Case 


The  TMA  began  looking  at  the  Y2K  problem  in 
1995;  TMA  staff  completed  an  upgrade  of  TMA’s 
integrated  association  management  database 
system  in  1998  and  are  now  turning  their  atten- 
tion to  other  potential  risk  areas. 

They’re  not  wearing  white  coats,  but  the  Information 
Systems  team  at  the  Tennessee  Medical  Association  is 
analyzing  and  diagnosing  the  Y2K  problem  with  the  pre- 
cision and  dedication  of  a skilled  physician. 

Techno-Doctors  At  Work 

The  two-man  team  is  comprised  of  John  Grant,  senior 
vice-president  of  Information  Systems  and  Education,  and 
Ahmed  Shakil,  director  of  Information  Systems.  Both  men 
say  they  have  a lot  in  common  with  the  membership  served 
by  the  TMA.  The  TMA,  or  more  accurately,  the  TMA’s 
computer  network,  is  their  patient.  Y2K,  sometimes  called 
the  “millennium  bug,”  is  the  problem.  They’ve  known 
about  it  for  several  years,  and  they  approach  it  as  just  an- 
other part  of  their  jobs. 

“I  don’t  think  we’ve  ever  looked  at  it  any  differently 
than  any  other  technology  problem,”  Grant  says.  “Using 
technology  is  a problem.  People  in  the  information  sys- 
tems business  are  in  the  business  of  problem-solving  and 
this  is  just  another  problem.  It’s  all  a matter  of  deductive 
and  inductive  reasoning,  similar  to  a medical  diagnosis.” 

Aha!  There’s  that  medical  comparison  again.  Grant  says 
just  like  a doctor  with  a long-time  patient,  the  more  they 
learn  about  Y2K,  the  more  complex  it  seems  to  get.  He 
says  the  turn  of  the  century  will  affect  everything  from 
telephones  and  security  alarms  to  computer  applications, 
network  software,  devices  like  printers  and  fax  machines, 
print  servers,  hubs,  communication  servers,  and  the  Internet. 
“The  deeper  you  get  in,  the  more  expansive  it  gets  and  it’s 
not  unique  to  Y2K.”  He  adds  that  with  computers  as  with 
humans,  the  combination  of  two  or  more  things  together 
can  cause  a bigger  problem,  like  a drug  interaction,  where 
a simple  variable  can  cause  a cascading  or  domino  effect. 
“That’s  an  unpredictable  environment  and  at  that  point, 
it’s  more  like  emergency  medicine,  where  you’re  just  try- 
ing to  save  the  life  of  the  patient.” 

The  Dilemma 

In  the  meantime,  Grant  and  Shakil  say  they’re  working 
with  users  who  expect  simplicity  and  results  from  TMA’s 
computer  system.  “They  just  want  it  to  work  so  they  can 
do  their  jobs,”  Shakil  says.  “The  dilemma,”  he  says  “is 
that  the  computer  environment  is  not  getting  simpler,  it’s 
getting  more  complex.  The  network  environment  evolves 
significantly  every  single  day,  every  second.  The  respon- 
sibility to  keep  up  is  awesome.  It’s  frightening  sometimes, 
because  you  think,  ‘Where’s  this  going  to  go?”’ 


The  growing  list  of  information  and  customer  demands 
can  be  overwhelming,  he  says,  again  comparing  it  to  phy- 
sicians who  must  keep  up  with  changing  medical  technol- 
ogy to  provide  the  best  care  for  their  patients.  It’s  their  job 
to  stay  on  top  of  changing  technology  and  the  problems 
that  come  up  as  a result. 

Grant  and  Shakil  say  they  think  they’re  on  top  of  the 
situation,  but  say  the  TMA  is  still  vulnerable  when  it  comes 
to  outside  alliances,  like  banks,  BellSouth,  or  Nashville 
Electric  Service.  “If  Ahmed  and  I were  twin  Einsteins  in 
disguise  and  solved  every  possible  Y2K  problem  in  this 
building,  what  good  is  it  when  we  come  back  into  work 
January  3 expecting  flowers  and  champagne,  but  there’s 
no  power  in  the  building,  no  telephone?”  Grant  jokes.  “That 
would  be  a bit  disappointing.” 

Personal  Perspective 

That’s  all  the  more  reason  to  keep  things  in  perspective. 
Both  men  say  they  take  the  problem  seriously,  but  struggle 
to  maintain  a balance  in  their  own  lives. 

“I  do  not  believe  that  the  most  important  thing  in  my 
life  is  solving  the  Y2K  problem,”  Grant  says.  “I’m  going 
to  lead  a balanced  life,  support  my  family  and  loved  ones, 
and  I will  continue  to  do  that.  I’m  a lot  more  concerned 
about  the  relative  self-esteem  of  my  children  than  about 
Y2K.  What  good  is  it  if  people  solve  Y2K  but  their  health 
is  shot,  if  their  relationships  dissolve?  It’s  important  for 
people  to  put  that  stuff  in  perspective.” 

“On  a personal  level,  Y2K  is  like  any  other  complex 
problem,”  says  Shakil.  “If  you  get  overwhelmed,  you  can’t 
do  any  good.  You  have  to  keep  your  priorities  straight  and 
just  resolve  it.  I’m  more  concerned  about  the  capacity  to 
help  our  members  than  to  solve  our  own  problems.  We 
will  eventually  solve  our  problems.” 

Grant  echoes  that  feeling,  saying  he’s  more  worried 
about  the  Y2K  readiness  of  TMA’s  member  physicians. 
“If  a physician  doesn’t  have  access  to  a simple  piece  of 
equipment,  the  implications  can  be  staggering,  especially 
if  you  multiply  it  by  the  hundreds  of  practices  that  see  thou- 
sands of  patients  across  Tennessee.  Will  they  be  able  to 
access  records,  communicate  with  each  other,  and  have 
timely  access  to  pharmaceuticals  and  medicines?” 

Y2K  Won’t  Go  Away 

Like  it  or  not,  the  problem  is  there  and  there’s  no  telling 
how  pervasive  it  will  be.  “Nobody  knows  if  this  will  be  like  a 
gnat  and  all  we  have  to  do  is  scratch  it,  or  if  it  will  be  like  a 
great  white  shark  that  will  take  out  our  rib  cage,”  says  Grant. 

The  TMA  techno-doctors  say  their  best  advice  for  medi- 
cal doctors  is  to  treat  this  like  an  emergency.  “People’s  lives 
are  at  stake  when  you  talk  about  medicine,”  Grant  says. 
“Don’t  put  this  off . . . you  must  do  this.”  Sound  like  any 
doctors  you  might  know?Q 
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learned  over  the  past  few  months,  that  basic  configuration  is 
inadequate  for  today’s  (and  tomorrow’s)  applications  soft- 
ware. Rather  than  to  plan  Y2K  remediation  on  these  work- 
stations, TMA  will  acquire  by  June  1999  (Y2K  compliant) 
replacement  workstations  (facilitated  with  a two-year  Dell 
lease).  This  move  will  standardize  the  TMA  operation  on  the 
Dell  Dimension  with  a minimum  450Mhz  Pentium  II,  128 
MB  RAM,  8.4GB  hard  drive,  and  40X  CD-ROM  drive.  These 
workstations  will  be  configured  with  the  MS  Windows  NT 
Workstation  4.0  operating  system  (with  substantially  greater 
security  features  than  Windows  95  or  98)  and  MS  Office  97 
Small  Business  Edition  (with  a free  upgrade  to  Office  2000). 


FIGURE 

Organizations  Included  in  TMA’s 
Database  System  and  Supported  by 
TMA’s  Information  Systems  Department 

The  organizations  below  have  access  to  TMA’s 
Y2K  compliant  database  system,  and  functional 
modules  for  membership,  committees,  fund-rais- 
ing, meetings,  accounting,  cash  receipts,  and  other 
more  specialized  modules. 

Independent  Medicine’s  Political  Action 
Committee-Tennessee 
Tennessee  Academy  of  Neurology 
Tennessee  Association  of  Long  Term  Care 
Physicians 

Tennessee  Chapter,  American  College  of 
Physicians-American  Society  of  Internal 
Medicine 

Tennessee  College  of  Emergency  Physicians 
Tennessee  Dermatology  Society 
Tennessee  Geriatrics  Society 
Tennessee  Medical  Association 
Tennessee  Medical  Association  Alliance 
Tennessee  Medical  Education  Fund,  Inc. 
Tennessee  Medical  Foundation 
Tennessee  Medical  Foundation  Endowment 
Tennessee  Medical  Group  Management 
Association 

Tennessee  Obstetrical  and  Gynecological 
Society 

Tennessee  Radiological  Society 
Tennessee  Society  of  Anesthesiologists 


Since  MS  Office  97  is  not  fully  Y2K  compliant,  the  MS  SR2 
patch  for  Office  97  will  be  applied  after  installation. 

Several  Compaq  Pentium  workstations  will  remain  in  ser- 
vice as  staff  training  workstations.  By  June  30,  1999,  these 
workstations  will  receive  ROM  BIOS  upgrades  and  will  be 
tested  using  the  YMARK2000  from  NSTL  (National  Soft- 
ware Testing  Laboratories).  Additional  testing  of  all  work- 
stations will  be  performed  using  Check  2000  PC  Deluxe  from 
Greenwich  Mean  Time. 

Backup  Software:  TMA  staff  has  applied  the  necessary 
patches  to  Computer  Associates’  ArcServe  backup  software 
to  make  it  Y2K  compliant.  TMA’s  system  backup  process  is 
performed  nightly,  and  backup  tapes  are  rotated  to  off-site 
(bank  vault),  fireproof  storage  (the  bank’s  Y2K  compliance 
statement  is  forthcoming). 

System  Security:  TMA  has  an  information  security  sys- 
tem in  place,  and  one  which  has  demonstrated  its  effective- 
ness. Both  the  software  and  hardware  for  this  system  has  been 
tested  and  documented  as  Y2k  compliant. 

Building  Security:  TMA’s  DOS-based  electronic  build- 
ing security  software  program  is  not  Y2K  compliant,  nor  is 
the  computer  it  is  currently  running  on.  This  system  will  be 
upgraded  in  July  1999  to  a fully  Y2K  compliant  software 
version  from  Casi  Rusco,  and  with  aY2K  compliant  Pentium 
II  computer. 

The  Internet  has  played  a major  role  in  enabling  TMA 
staff  to  research  vendors  and  products  regarding  Y2K  status 
and  to  plan  for  compliance.  TMA’s  information  systems  in- 
volves the  following  major  vendors:  Compaq,  Dell,  Ascend, 
3Com,  Hewlett  Packard,  Microsoft,  Novell,  Progress  Software 
Corporation,  MEI  Software  Systems,  Computer  Associates, 
Micron,  Inter- Tel,  Corel,  Adobe  Systems,  and  Netscape.  The 
information  provided  by  these  companies  on  their  Web  sites 
has  been  invaluable  in  detailing  the  necessary  scope  of  TMA’s 
Y2K  compliance  efforts. 

All  TMA  information  system  components  are  included  in 
a schedule  for  Y2K  compliance  testing  (including  all  items 
to  be  acquired  as  new  in  1999).  Computer  BIOS,  real  time 
clock,  operating  system,  and  applications  will  be  tested  and 
remediated  when  necessary.  TMA’s  goal  is  for  all  operational 
components  of  its  headquarters  office  in  Nashville  to  be  Y2K 
compliant,  and  to  have  a Y2K  contingency  plan  in  place  by 
not  later  than  September  30,  1999. 

TMA’s  Y2K  testing  and  remediation  effort  has  not  taken 
place  in  a vacuum.  The  study  and  evaluation  of  every  com- 
ponent of  TMA’s  information  systems  from  a Y2K  compli- 
ance perspective  has  complemented  the  ongoing  study  and 
evaluation  of  the  most  appropriate  technologies  to  provide 
TMA  staff.  TMA’s  headquarters  operation  will  only  be  stron- 
ger as  a result  of  this  effort,  and  therefore  more  capable  of 
serving  the  physicians  of  Tennessee. □ 
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Y2K  Could  Cause  Provider 
Cash-Flow  Problems 

Angela  Meyer 


Since  most  health  care  providers  now  use  one  or  more 
electronic  formats  to  submit  their  payment  claims  to  insur- 
ers, a lack  ofY2K  compliance  along  any  link  in  the  payment 
chain  could  result  in  a cash-flow  problem  for  providers. 

Though  many  large,  private  insurers  have  thrown  a lot  of 
money  at  the  problem,  it  is  still  unclear  how  prepared  they 
actually  are  for  Y2K  payment  disruptions.  For  instance,  a re- 
cent publication  listing  Securities  and  Exchange  Commis- 
sion 10Q  financial  reports  showed  that  one  of  the  nation’s 
largest  private  insurers  allotted  $2  million  to  renovate  its  Y2K 
health  care  billing  system,  suggesting  that  it  originally  un- 
derestimated its  own  remediation  needs.  And  you  probably 
won’t  know  which  private  sector  insurers  are  truly  Y2K  com- 
pliant before  January  1 because,  as  the  February  Senate  re- 
port, Investigating  the  Impact  of  the  Year  2000  Problem,  states 
“public  corporations  and  companies  are  reluctant  to  report 
poor  compliance  levels.” 

Nevertheless,  with  40  cents  of  every  health  care  dollar  spent 
in  the  United  States  coming  from  the  Health  Care  Financing 
Administration  (HCFA),  it  is  the  payment  system  that  is  the 
largest  cause  for  concern. 

HCFA:  Big  Agency,  Big  Problems 

Despite  the  fact  that  some  government  agencies  now  re- 
port full  compliance,  the  February  22  “report  card”  on  Y2K 
compliance  efforts  released  by  the  House  Subcommittee  on 
Government  Management,  Information  and  Technology  only 
gave  the  federal  government  a C+  on  its  overall  endeavor  to 
beat  the  clock. 

Rep.  Steve  Horn,  chair  of  the  House  Subcommittee,  singled 
out  HCFA  as  the  biggest  drag  on  the  government  grade,  stat- 
ing that  it  has  consistently  lagged  behind  other  branches  of 
the  federal  government  in  solving  the  Y2K  problem. 


Angela  Meyer  is  principal  of  Stewart  Meyer  Communications,  a 
communication  consulting  and  publication  production  firm 
serving  professionals  in  health  care,  law,  and  human  resources. 

Research  assistance  was  provided  by  Andy  Norwood,  an  attorney 
with  the  Nashville-based  law  firm  Waller  Lansden  Dortch  & 
Davis. 


“We  remain  deeply  con- 
cerned over  the  Health  Care 
Financing  Administration’s 
problem  with  external  data 
exchanges.  Millions  of  our 
most  vulnerable  citizens — 
the  elderly  and  the  ill — de- 
pend on  this  agency’s  abil- 
ity to  function,  whether  it  is 
1999  or  2000,”  said  Horn. 

The  HCFA  Web  site  offers 
a daunting  view  of  the  prob- 
lem: “Each  year  more  than  1 
million  doctors,  hospitals, 
and  other  health  care  provid- 
ers and  suppliers  submit  ap- 
proximately 1 billion  claims 
to  Medicare  to  be  reimbursed 
for  services  provided  to  Medicare’s  nearly  40  million  benefi- 
ciaries. The  vast  majority  of  claims  are  submitted  by  elec- 
tronic means.  This  high  level  of  electronic  billing  allows  the 
federal  government  to  achieve  significant  operation  effi- 
ciency and  cost  saving  for  the  Medicare  program  and  for 
health  care  providers  and  suppliers.  This  reliance  on  auto- 
mated systems  has  also  made  the  Year  2000  computer  fix  a 
major  challenge  for  HCFA.” 

According  to  a November  1998  report  from  the  Govern- 
ment Accounting  Office  (GAO),  not  one  Medicare  payment 
program  is  fully  Y2K  compliant.  HCFA’s  own  statements  as 
to  its  preparedness  are  cold  comfort:  “HCFA  is  making  sig- 
nificant progress  in  its  effort  to  completely  renovate,  test,  and 
certify  approximately  30  million  lines  of  code  on  the  78  com- 
puter systems  operated  by  its  contractors  that  process  and 
pay  Medicare  claims.  HCFA  will  be  ready  on  January  1 , 2000 
to  timely  and  accurately  pay  claims.”  (Bear  in  mind  that  the 
President  has  set  an  absolute  deadline  that  the  federal 
government’s  Year  2000  actually  begins  on  what  for  the  rest 
of  us  is  October  1,  1999.) 

Its  own  internal  problems  have  not  prevented  HCFA  from 
aggressive  attempts  to  ensure  that  electronic  submission  pro- 
cesses owned  by  health  care  institutions  or  third  party  pro- 
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“Only  17  state 
Medicaid  programs 
had  completed  the 
renovation  stage  of 
Y2K  compliance 
(TennCare  wasn’t 
among  them)  and 
none  claimed  to 
have  met  all  their 
Y2K  goals.” 

GAO  Report 
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cessors  are  in  compliance. 

Last  January  HCFA  notified 
Medicare  intermediaries  and 
carriers  that,  beginning  April 
5,  1999,  it  would  no  longer 
be  able  to  accept  claims  sub- 
mitted by  providers  unless 
the  claims  are  submitted  in  a 
Y2K-compliant  format. 

The  TennCare  Program 

The  November  1998  GAO  report  indicated  that  only  17 
state  Medicaid  programs  had  completed  the  renovation  stage 
of  Y2K  compliance  (TennCare  wasn’t  among  them)  and  that 
none  claimed  to  have  met  all  their  Y2K  goals. 

In  mid-March,  TennCare’s  Y2K  project  manager,  Ken 
Barker,  said  the  State’s  computer  systems — mainframe,  mid- 
level, and  PC  workstations — will  be  fully  Y2K  compliant  be- 
fore the  end  of  June.  Barker  said  his  department  had  been 
analyzing  its  Y2K  compliance  needs  since  late  1 996  and  had 
retained  Electronic  Data  Systems  (EDS)  as  its  Y2K  contrac- 
tor (EDS  has  handled  TennCare’s  systems  maintenance  and 
modifications  since  1995). 

In  a rundown  of  TennCare’s  mission-critical  systems, 
Barker  said  the  subsystem  that  determines  beneficiary  eligi- 
bility, a top  priority,  was  98%  compliant.  The  reimbursement 
subsystem  containing  provider  files,  claims  data,  and  capita- 
tion payment  data  had  been  sent  to  an  outside  contractor  for 
its  Y2K  fix,  but  had  not  yet  been  tested  for  remediation  readi- 
ness. If  the  payment  system  fails  its  test,  Barker  assured  that 
his  department  would  take  whatever  steps  were  necessary  to 
make  it  compliant  by  this  summer. 

While  there  may  be  some  comfort  in  hearing  that  the  State 
is  confident  its  own  TennCare  computer  systems  would  be 
ready  for  Y2K,  there’s  still  the  question  of  the  TennCare 
MCOs — you  know,  the  entities  that  actually  administer  the 
benefits  and  pay  the  providers.  That  is  where  the  crystal  ball 
starts  to  get  a bit  murky. 

According  to  Barker,  the  State  sent  Y2K  self-assessment 
surveys  out  to  the  MCOs  last  summer  and,  as  of  March,  all 
but  one  had  responded  (he  didn’t  say  which  one).  Bearing  in 
mind  the  Senate  report’s  warning  that  “self-reporting  has 
yielded  unreliable  assessments  for  most  industry  sectors,”  the 


fact  that  most  of  the  MCOs 
said  they  were  Y2K  com- 
pliant is  not  exactly  some- 
thing you  can  take  to  the 
bank.  Barker  acknowledged 
this  and  said,  “In  the  next 
two  to  three  months  we  are 
looking  at  opportunities  to 
go  to  the  MCOs  and  test  for 
compliance.” 

So,  at  this  writing,  no  one  really  knows  whether  the  MCOs 
will  all  be  ready  in  time.  However,  Barker  again  offered  assur- 
ances that,  even  if  the  worst  happens,  the  State  does  have  a 
contingency  plan  in  place.  He  went  on  to  mention  that  they 
were  keeping  updated  data  reports  of  the  names  and  amounts 
paid  to  all  providers  over  the  previous  six  months  so  that,  if 
worse  came  to  worse,  providers  would  get  paid  something.  “If 
we  had  to  cut  10,000  manual  checks,  it’s  doable,”  said  Barker. 

Avoiding  Cash-Flow  Problems 

As  you  can  see,  there  are  more  questions  than  answers  when 
it  comes  to  third-party  payers’  respective  Y2K  compliance  ef- 
forts. Therefore,  physicians  should  be  prepared  to  cover  them- 
selves to  avoid  serious  cash-flow  problems.  The  AMA  publi- 
cation, The  Year  2000  Problem:  Guidelines  for  Protecting  Your 
Patients  and  Your  Practice,  offers  the  following  suggestions: 

• Ensure  that  your  billing  system  is  Y2K  compliant.  If  you 
have  the  time  and  resources  to  do  so,  consider  implementing 
an  alternative  electronic  billing  system  that  you  know  is  com- 
pliant. If  not,  consider  outsourcing  your  billing  activities  to  a 
billing  vendor  that  is  known  to  be  compliant,  or  implement  a 
manual  backup  billing  system.  You  may  want  to  check  to 
see  if  area  hospitals  or  other  entities  with  Y2K-compliant 
physician  practice  management  systems  will  process  your 
claims  for  a fee. 

• Contact  all  third-party  payers  regarding  their  Y2K  com- 
pliance readiness. 

• Consider  building  readily  accessible  cash  reserves  that 
you  can  draw  upon  if  payment  cycles  do  become  significantly 
extended  in  the  first  and  second  quarter  of  2000. 

The  bottom  line  is  that  it  is  up  to  you  to  take  steps  to  pro- 
tect your  practice,  your  employees,  and  yourself  in  the  event 
that  any  of  your  payers’  systems  crash. □ 


Bottom  Line:  It  is  up  to  you  to  take 
steps  to  protect  your  practice,  your 
employees,  and  yourself  in  the  event 
that  any  of  your  payers  ’ systems  crash, 
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How  a Tennessee  Hospital  Got  Ready  for  Y2K 


Brenda  W illiams 


Smaller  can  be  better ...  at  least  where  Williamson 
Medical  Center  may  be  concerned. 

No  heart-stopping  worries  here  about  whether  January 
1 , 2000  will  mean  a malfunction  in  the  defibrillator,  thanks 
to  the  hospital’s  diligent  work  to  prepare  for  Y2K. 

The  Franklin  facility  is  among  just  36%  of  hospitals 
that  expect  to  be  ready  for  the  turn  of  the  century,  accord- 
ing to  a recent  study  by  a U.S.  Senate  Special  Committee. 
Williamson  Medical  Center’s  Senior  Development  Execu- 
tive Richard  Kirkpatrick  says  they  owe  a lot  to  size  and  age. 

“Fortunately  we’re  smaller.  . . we  have  just  140  beds 
and  1,000  pieces  of  equipment,”  Kirkpatrick  says,  adding 
that  larger  hospitals  will  have  a bigger  challenge.  “We’re 
finding  most  of  our  equipment  doesn’t  involve  a clock  or 
a timer — it  doesn’t  need  year  data  to  operate.” 

Age  is  another  advantage.  “We’re  very  fortunate  that 
we’re  in  a relatively  new  facility,  built  in  1988.  A lot  of 
our  building  equipment  is  still  covered  by  warranty  or 
maintenance  agreements.  We’ve  been  able  to  call  the 
manufacturers  and  get  some  things  replaced,”  he  says. 

Patients  can  relax  knowing  Williamson  Medical  Cen- 
ter has  a full-time  Y2K  coordinator  on  staff,  contacting 
vendors  and  manufacturers  to  make  sure  equipment  is  safe 
from  the  so-called  “millennium  bug.”  Kirkpatrick  says 
that’s  as  easy  as  logging  onto  company  Web  sites,  looking 
up  the  equipment  and  determining  its  compliance,  or  call- 
ing vendors  directly.  He  says  the  Food  and  Drug  Admin- 
istration’s Web  site  is  one  of  the  best  resources,  offering 
hyperlinks  directly  to  medical  equipment  companies. 

The  hospital  is  also  working  with  government  agen- 
cies and  insurance  carriers  to  prevent  snags  in  billing  and 
information  exchange,  although  it  has  brought  less  pleas- 
ing results,  especially  where  insurance  companies  are 
concerned.  “We’re  seeing  real  equivocation  on  whether 
they’re  going  to  be  ready  for  the  Year  2000,”  Kirkpatrick 
advises.  “BlueCross  BlueShield  seems  to  be  further  along 
than  the  others — they  started  looking  at  this  problem  in 
1 994- 1 995 . Our  managed  care  department  is  sending  out 
third  inquiries  now  to  some  companies,  and  still  hoping 
for  replies.”  He  assures  the  hospital’s  billing  and  infor- 
mation systems  will  be  up-to-speed. 

One  frustrating  area:  The  legal  snag  created  by  Y2K 
Readiness  Disclosure  Statements.  If  a company  sends  such 


Brenda  Williams  is  a freelance  writer  based  in  Nashville. 


a statement  saying  they’re 
Y2K  compliant  and  are 
not  liable  for  problems, 

Kirkpatrick  says  his  hospi- 
tal rejects  it  and  sends  back 
a protest  letter,  for  its  own 
protection.  “So  now  I hear 
Congress  is  talking  about 
passing  new  laws  that  will 
exempt  companies  from  re- 
sponsibility,” he  adds.  “I 
don’t  think  that’s  the  right 
way  to  go.” 

Williamson  Medical  Center  is  also  ready  for  other  con- 
tingencies that  might  dampen  a patient’s  enthusiasm  for  a 
New  Year’s  2000  hospital  stay. 

“As  long  as  we  don’t  have  any  major  utility  failures, 
we’ll  be  fine,”  Kirkpatrick  says.  “We’ve  heard  from  the 
gas  company  and  electric  company  and  they’re  all  okay. 
We’ve  gotten  assurances  from  the  city  as  far  as  our  water 
is  concerned.”  Officials  have  snared  emergency  genera- 
tors and  are  arranging  for  a second  5,000  gallon  fuel  tanker 
as  a backup. 

Beyond  power  and  water,  Williamson  staffers  also  plan 
to  restrict  elective  admissions  on  December  31  and  Janu- 
ary 1 , a proposal  that  still  awaits  approval  by  the  hospital 
board.  Another  major  backup  move,  Kirkpatrick  says,  is 
ongoing  training  to  make  sure  the  clinical  staff  is  able  to 
care  for  patients  manually,  in  case  of  an  unforeseen  prob- 
lem with  an  “embedded  chip”  in  hospital  equipment. 

“That’s  the  big  problem  we  hear  about,  these  ‘embed- 
ded chips.’  It  takes  ’em  back  to  the  old  days,  you  know, 
what  did  we  do  in  the  days  before  there  were  chips?” 

With  a year  of  Y2K  preparation  under  his  belt, 
Kirkpatrick  says  readiness  is  important,  but  he  still  won- 
ders what  the  fuss  is  all  about.  “It’s  kind  of  like  the  ‘eleva- 
tor’ story  . . . elevators  don’t  need  to  know  what  year  it  is 
to  go  up  and  down,”  he  says.  “I  think  it’s  been  blown  way 
out  of  proportion  with  people  addressing  problems  that  I 
just  don’t  think  are  really  there.” 

His  best  advice  to  others  in  the  medical  community: 
verify  your  equipment  through  FDA  or  company  Web  sites; 
check  your  own  information  and  billing  systems  for 
compatability;  and  make  sure  that  others,  including  pa- 
tients, are  confident  in  your  efforts  to  meet  Y2K  head-on. □ 
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Senator  Bill  Frist  Responds  to 

Y2K  Issues  in  the  Health  Care  Industry 


On  February  24,  1999,  the  U.S.  Senate  Special  Com- 
mittee on  the  Year  2000  Technology  Problem  issued  an 
initial  report  on  its  evaluation  of  the  state  of  Y2K  pre- 
paredness in  seven  industry  sectors.  The  health  care  in- 
dustry was  singled  out  as  lagging  significantly  in  its  prepa- 
rations as  compared  to  other  sectors.  This  is  a matter  of 
serious  concern  to  myself  and  others  who  have  been  work- 
ing hard  to  keep  Americans  and  citizens  from  all  over  the 
world  safe  and  well  through  the  changing  century. 

The  issues  facing  the  health  industry  fall  into  two  cat- 
egories: software  involved  in  daily  operations  and  micro- 
processors that  are  embedded  in  medical  devices.  When  it 
comes  to  software,  smaller  hospitals,  rural  and  inner  city 
hospitals,  and  physician  offices  are  most  at  risk  due  to 
limited  financial  resources  available  for  thorough  testing 
of  Y2K  compliance.  Medical  health  claims  payment  is 
another  area  of  concern.  There  are  38  million  Medicare 
recipients,  5,200  hospitals,  and  780,000  physicians  who 
are  dependent  on  4 million  Medicare  claims  for  $ 1 billion 
in  daily  payments.  The  Health  Care  Financing  Adminis- 
tration (HCFA),  the  agency  responsible  for  Medicare  dis- 
bursement, plans  to  “freeze”  all  of  its  Medicare  computer 
system  this  summer  for  Y2K  testing.  HCFA  is  also  em- 
barking on  an  aggressive  outreach  effort,  including  send- 
ing out  1.3  million  letters  in  January  to  all  health  care 
partners  regarding  Y2K,  as  well  as  setting  up  contingency 
plans  and  help  lines  for  beneficiaries. 

In  the  private  sector,  one  of  the  largest  private  insurers 
recently  set  aside  nearly  $200  million  to  renovate  its  Y2K 
health  care  billing  systems.  BlueCross  BlueShield  assured 
the  Committee  that  their  systems  would  be  ready  on  time 
for  the  December  deadline,  although  this  was  doubted  by 
an  OMB  report  issued  in  November  1998. 

In  the  area  of  hardware,  microprocessor  controls  are 
used  widely  in  biomedical  devices  used  in  diagnostic  tests 
(e.g.,  blood  chemistry  analyzers,  MRI,  x-rays)  as  well  as 
in  process  controls.  The  extent  of  potential  Y2K  issues  is 
unknown,  as  letters  of  request  to  respond  to  a survey  from 
the  Food  and  Drug  Administration  only  resulted  in  500 
responses  out  of  2,700.  In  many  cases,  manufacturers 
were  unable  or  unwilling  to  comment  on  their  products’ 
Y2K  compliancy. 

The  Commerce  Committee  will  continue  to  study  Y2K 
preparedness  in  the  seven  industry  sectors  identified,  with 
an  emphasis  on  international  preparedness  and  emergency 
contingency  planning.  Another  issue  that  we’ll  be  study- 
ing involves  policy  surrounding  the  stockpiling  of  per- 
sonal medication. 

It’s  very  difficult  to  ascertain  the  exact  state  of  Y2K 
preparedness.  In  many  cases,  it  is  impossible  to  test  for 
Y2K  compliance  due  to  the  complexity  of  the  software 


systems  involved  and  the  many  interfaces  amongst  the 
different  software  systems.  The  prospect  of  litigation  aris- 
ing from  Y2K-related  issues  in  many  cases  has  deterred 
manufacturers  and  service  providers  from  disclosing  data 
that  may  otherwise  be  useful.  To  address  this  concern,  I 
have  co-sponsored  the  Y2K  Act  (S.96),  a bill  to  regulate 
interstate  commerce  by  providing  for  orderly  resolution 
of  disputes  arising  out  of  Y2K-based  problems.  Our  in- 
tention was  to  let  these  industries  concentrate  their  ef- 
forts on  fixing  their  Y2K  problems  instead  of  on  defend- 
ing themselves. 

As  a physician,  I well  understand  the  dependency  of 
the  health  care  industry  on  technology.  However,  I also 
respect  the  dedication  of  the  industry  to  maintaining  and 
preserving  patients’  health.  We  need  to  understand  that  even 
with  all  our  preparation  there  may  still  be  some  Y2K  is- 
sues, and  it’s  important  to  be  prepared  with  contingency 
plans  to  deal  with  these  problems  as  they  arise.  Most  state 
agencies  have  put  emergency  plans  in  place.  The  Federal 
Emergency  Management  Agency  (FEMA)  is  also  engaged 
in  national  emergency  planning  in  the  event  of  major  and 
minor  Y2K  disruptions.  Over  the  next  few  months,  I’ll  con- 
tinue to  monitor  the  problem  and,  if  necessary,  introduce 
legislation  to  ensure  that  we’ve  done  our  best  to  minimize 
any  potential  disruption  to  both  patients  and  providers. □ 

TJCKTOCKTICKTOCKTICKTOCKTICK 

As  the  Y2K  Countdown  continues,  Tennessee’s  larger  hospi- 
tals are  working  feverishly  to  make  sure  all  is  well  when  the 
clock  strikes  12:01  am  on  January  1, 2000.  Here  are  some  assur- 
ances from  several  major  institutions  in  the  Volunteer  State: 

" We  started  working  on  this  about  three  years  ago.  Currently, 
92.3%  of  our  medical  equipment  is  Y2K  compliant;  our  mission 
critical  business  systems  are  also  compliant,  and  those  that  aren  't 
will  all  be  ready  by  October.  We  're  doing  everything  we  can  do 
to  prevent  any  negative  impact  on  patient  care.” 

Loma  Norwood,  Director  of  Marketing 
UT  Medical  Center,  Knoxville 

‘‘Baptist  Hospital  has  been  working  on  Y2K  issues  for  well 
over  a year.  At  this  point  about  90%  of  our  critical  medical  de- 
vices and  75%  of  our  critical  information  systems  are  compli- 
ant. We  are  on  target  to  complete  these  by  July  1,  1999.” 

Rich  Campbell,  Asst.  Dir.,  Financial  Systems 
Baptist  Hospital,  Nashville 

“We  have  been  aggressively  involved  in  the  Y2K  issue  for 
months  and  have  a team  tlmt  ‘s  working  daily  on  identifying  things 
that  need  to  be  fixed.  We’re  working  with  our  vendors,  working 
with  our  payors,  and  obviously,  each  of  our  300  hospitals.  Our 
process  now  has  shifted  more  towards  having  contingency  plans 
in  place  for  those  issues  that  may  come  up  at  the  last  minute.” 

Jeff  Prescott,  Media  Relations  Manager 
Columbia/HCA 
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Loss  Prevention  Case  of  the  Month 

Negligence  or  Not 

J.  Kelley  Avery,  MD 


Case  Report 

A 51 -year-old  housewife 
who  was  the  principal  care- 
giver for  a paraplegic  hus- 
band saw  an  orthopedic  sur- 
geon for  pain  in  both  feet, 
worse  on  the  right.  She 
thought  she  had  some  pain- 
ful calluses  on  her  feet  that 
caused  pain  when  she  stood. 
The  pain  became  worse  the 
longer  she  was  on  her  feet. 
Caring  for  her  husband  re- 
quired that  she  be  up  and  on 
her  feet  most  of  every  day. 
Examination  revealed  pain 
on  lateral  compression  of 
the  metatarsal  heads  bilat- 
erally. She  also  had  a posi- 
tive “pinch  test”  over  the  web 
spaces  between  the  2nd,  3rd, 
and  4th  metatarsals.  She  was 
thought  to  have  neuromas 
between  the  2nd  and  3rd  and 
the  3rd  and  4th  metatarsals. 
Both  interspaces  were  in- 
jected with  steroids  on  that 
visit.  She  did  not  improve. 

Two  weeks  later  the  pa- 
tient was  admitted  to  an 
outpatient  surgical  center 
for  removal  of  the  neuroma. 
No  prophylactic  antibiotics 
were  given  preoperatively.  The  operation  was  carried  out  in 
the  usual  manner,  using  general  anesthesia  and  a pneumatic 
tourniquet.  Incisions  were  made  in  both  interspaces,  and  by 
blunt  and  sharp  dissection  neuromas  were  removed  from  both 
interspaces.  Gelfoam  was  placed  in  both  incisions  and  when 
the  tourniquet  was  released  there  was  good  blood  flow.  A 
pressure  dressing  was  applied,  and  after  fully  recovering  from 
the  anesthesia,  the  patient  was  sent  home  to  return  to  the 
surgeon’s  office  in  one  week.  The  pathology  report  con- 


firmed the  diagnosis. 

After  midnight  the  following  day,  the  patient  had  to  go 
the  emergency  department  (ED)  because  of  severe  pain  in 
her  foot  not  relieved  by  oral  narcotics.  There  was  no  report  of 
the  emergency  visit  in  the  record  of  the  surgeon.  The  patient 
phoned  the  office  and  reported  the  visit  stating  that  two  toes 
were  purple  and  cold.  The  dressing  was  rewrapped  and  she 
was  instructed  to  call.  Later  the  same  day  the  office  called 
and  the  patient  stated  that  she  was  “Much  better  this  morn- 
ing.” The  office  records  do  not  document  the  visit  that  oc- 
curred one  week  after  surgery.  Three  days  after  this  visit  was 
to  take  place  the  office  records  show  that  Vicodin  #100  were 
called  to  the  pharmacy  for  the  patient.  The  next  day  she 
called  to  report  swelling  every  time  she  got  up  on  her  feet. 
The  swelling  subsided  on  elevation  of  the  foot.  She  wanted 
to  know  if  this  was  normal  She  stated  that  she  had  an  ap- 
pointment in  three  days  for  the  stitches  to  be  removed  and 
the  record  quotes  the  patient,  “Please  call.”  She  was  reas- 
sured that  the  swelling  was  normal  and  that  she  should  keep 
the  foot  elevated  as  long  as  this  swelling  continued. 

On  the  day  appointed,  two  weeks  after  surgery,  the  su- 
tures were  removed.  She  was  seen  by  an  associate  of  her 
surgeon’s  who  recorded  “rather  massive”  blood  clot  under 
the  skin  at  the  operative  site.  She  was  given  antibiotics  and 
told  to  use  salt  water  soaks  and  to  return  in  a week.  Four  days 
later  she  was  seen  in  the  office.  Although  there  is  no  docu- 
mentation of  this  visit  other  than  that  she  was  in  the  office,  I 
presume  that  the  operative  site  “hematoma”  was  drained. 
Two  days  later  there  was  a report  of  “heavy  growth  of  staph 
aureus”  from  the  drainage,  and  the  patient  was  admitted  to 
the  hospital.  Having  been  seen  in  the  office  and  the  ED  by  an 
associate  of  her  operating  surgeon,  she  stated  her  preference 
to  continue  to  see  the  associate,  but  the  operating  surgeon 
assumed  her  care  on  that  admission.  Two  ulcerations  were 
present  on  the  dorsum  of  the  foot  draining  purulent  material. 

She  was  in  the  hospital  for  two  weeks  receiving  intrave- 
nous Kefzol  and  Gentamicin,  and  physiotherapy  (whirlpool). 
While  in  the  hospital  debridement  of  the  operative  sites  was 
done,  with  the  removal  of  devitalized  tissue.  At  the  time  of 
discharge  from  the  hospital  there  did  not  appear  to  be  any 
active  infection,  and  the  wounds  were  said  to  be  healing  and 
clean. 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
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own  case,  please  be  assured 
that  it  is  presented  solely  for  the 
purpose  of  emphasizing  the 
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A home  health  nurse  was  in  her  home  attending  her  hus- 
band and  reported  that  the  drainage  coming  from  the  wound 
“was  greenish  in  color  and  had  a foul  odor  to  it.”  She  was 
seen  the  next  day  in  the  office  by  the  associate,  who  changed 
antibiotics  and  prescribed  daily  whirlpool  treatments.  It  was 
then  two  months  since  the  operation,  and  the  wound  was 
draining  and  showing  lots  of  “debris.”  The  physician  elected 
to  resume  antibiotics.  A week  later,  when  the  patient  reported 
more  discolored  drainage  and  “red  streaks”  from  the  toes  to 
the  ankle  area,  she  was  readmitted  to  the  hospital. 

Antibiotics  were  changed  again.  Shortly  after  the  first  dose 
of  the  new  antibiotic  the  patient  had  a seizure  from  which 
she  recovered  spontaneously.  She  had  an  EEG  done  which 
was  “abnormal.”  The  consultant  said  she  had  a “predisposi- 
tion to  seizures.”  The  conclusion  was  that  the  seizure  was 
due  to  a reaction  to  the  antibiotic.  She  was  seen  by  a plastic 
surgeon  about  the  possibility  of  covering  the  wound  to  en- 
hance healing.  This  was  not  done.  MRI  failed  to  show  any 
evidence  of  osteomyelitis,  and  after  a month  in  the  hospital 
the  patient  was  sent  home  to  continue  intravenous  antibi- 
otics via  a Hickman  catheter  and  under  the  supervision  of 
the  home  health  nurse. 

Finally,  six  months  after  the  initial  operation,  the  wound 
appeared  healed,  but  there  was  still  severe  pain  in  the  foot. 
She  would  require  another  operation  to  remove  “stump  neu- 
roma” at  both  original  sites,  and  she  would  subsequently  be 
hospitalized  seven  more  times  because  of  problems  with  her 
foot. 

A lawsuit  was  filed  against  both  surgeons  who  treated 
this  patient  charging  negligence  in  not  giving  preoperative 
antibiotics,  wrapping  the  dressing  too  tightly,  failure  to  con- 
tinue the  antibiotics  following  discharge  from  the  hospital 
after  the  first  admission,  and  failure  to  consult  an  infectious 
disease  specialist.  After  six  years  of  litigation,  a settlement 
was  reached. 

Loss  Prevention  Comments 

Was  this  a case  of  negligent  physician  acts,  or  was  it  a 
case  where  the  outcome  was  certainly  not  good,  but  was  in 
the  area  of  hazards  that  occur  despite  treatment  that  can  be 
considered  standard  and  acceptable?  Experts  for  the  plain- 
tiff contended  that  the  omission  of  the  preoperative  prophy- 
lactic antibiotics  was  a negligent  act.  They  also  insisted  that 
there  was  too  much  telephone  treatment  and  not  enough 
direct  observation  by  the  physicians  early  in  the  case.  Cer- 
tainly after  the  beginning  of  the  infections,  all  physicians 
would  have  wished  that  the  patient  had  received  the  antibi- 
otics. The  defendant  physicians’  experts,  equally  well  quali- 
fied in  the  field  of  orthopedic  surgery,  stated  that  while  many 
surgeons  routinely  gave  the  preoperative  prophylactic  anti- 


biotics, it  was  not  considered  “standard”  at  the  time  this 
surgery  was  done.  Many  similar  procedures  had  been  done 
without  the  prophylactic  drugs  where  no  serious  infection 
had  occurred,  but  that  is  not  this  case! 

There  were  factors  that  would  have  weighted  the  case 
heavily  in  favor  of  the  plaintiff  had  it  been  taken  to  trial.  The 
plaintiff  was  an  attractive  middle-aged  wife  and  mother.  She 
was  very  intelligent,  and  made  a favorable  impression.  She 
had  a paraplegic  husband  for  whom  she  was  the  principal 
care  giver.  She  had  this  responsibility  for  several  years  be- 
fore the  surgery,  and  indeed  it  was  because  of  her  need  to 
care  for  her  husband  that  the  surgery  was  necessary.  She  was 
considered  a superior  witness.  The  paraplegic  husband  was 
scheduled  to  testify  in  person  at  the  trial.  He  would  say  that 
he  had  been  emotionally  damaged  by  the  absence  of  his 
wife’s  care  during  the  long  months  when  she  was  not  able  to 
care  for  him.  He  also  was  thought  to  be  an  exceptionally 
good  witness.  A strong  sympathy  factor  was  expected  and 
feared. 

On  the  other  hand,  the  surgeon  was  tentative,  nervous, 
and  very  much  traumatized  by  a previous  trial  in  which  the 
plaintiff  attorney  vigorously  cross  examined  him.  He  was 
not  considered  to  be  a good  witness.  He  could  not  be  relied 
upon  to  represent  himself  well.  His  office  records  were  not 
good,  and  the  records  of  this  patient’s  visits  to  the  ED  were 
not  a part  of  them.  The  surgeon  had  not  acted  as  if  it  was 
important  to  see  the  report  of  the  ED  physician  who  had 
actually  seen  his  patient  and  observed  the  wound.  His  pa- 
tient had  gone  so  far  as  to  request  in  the  middle  of  things  that 
his  associate  assume  charge  of  her  care. 

The  actual  expenses  borne  by  the  plaintiffs  was  in  the  six- 
figure  range.  The  settlement  in  the  range  of  two  times  the 
actual  expenses  was  considered  to  be  a victory.  It  may  not  be 
right,  but  that  is  the  world  in  which  we  live! □ 
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Coexistence  of  Histoplasma 
Granulomas  and  Warthin’s  Tumor 
In  the  Submaxillary  Salivary  Gland 

Walter  C.  Udoji,  MD 


Introduction 

Histoplasmosis  is  a gran- 
ulomatous disease  of  the 
lungs,  lymph  nodes,  and 
other  tissues.  It  is  caused  by 
a thermally  dimorphic  fungus 
that  grows  as  hyphae  and  pro- 
duces spores  at  room  tem- 
perature, and  yeast  cells  at 
body  temperature.  It  is  ac- 
quired by  inhalation  of  dust 
particles  from  soil  contami- 
nated with  bird  droppings 
that  contain  the  infective  fun- 
gal spores. 

Localized  lesions  in  extrapulmonary  sites  involve  the  ad- 
renal glands,  liver,  lymph  nodes  and  bone  marrow,  and  fun- 
gus can  be  identified  in  these  organs  from  biopsy  specimens. 
This  report  describes  the  simultaneous  presence  of  Warthin’s 
tumor  and  necrotizing  histoplasma  granulomas  in  a submax- 
illary salivary  gland. 

Case  Report 

A 49-year-old  woman  with  ischial  decubitus  ulcers  for 
many  years  underwent  closure  of  an  ulcer.  A month  later,  she 
complained  of  tenderness  that  had  been  present  on  the  left 
side  of  the  neck  for  three  months.  Examination  disclosed  a 
tender,  freely  movable  3 X 3 X 1.5-cm  mass  just  below  the 
angle  of  the  mandible.  Radiologic  examination  showed  the 
mass  had  both  cystic  and  solid  areas.  The  chest  was  normal. 
When  the  mass  was  resected,  it  appeared  to  arise  from  within 


From  Pathology  Department,  Meharry  Medical  College  and 
Metropolitan  Nashville  General  Hospital,  Nashville. 

Reprint  requests  to  Pathology  Department,  Meharry  Medical 
College  and  Metropolitan  Nashville  General  Hospital,  1818 
Albion  Street,  Nashville,  TN  37208  {Dr.  Udoji). 


the  submaxillary  salivary 
gland.  It  weighed  7 gm  and 
measured  2.5  X 2 X 1.5  cm. 
Its  external  surface  had  a 
thin  gray-white  capsule,  and 
the  cut  surface  was  tense, 
bulging,  cystic,  and  lobu- 
lated.  Tissue  sections  re- 
moved from  the  mass  were 
fixed  in  formalin,  processed 
routinely,  and  embedded  in 
paraffin.  Sections  were  cut 
at  5 |x,  and  stained  with  he- 
matoxylin and  eosin  stain 
(H-E  stain),  gomori  meth- 
enamine  silver  stain  (GMS  stain),  and  acid-fast  bacilli  stain 
(AFB  stain).  Bacterial  culture  of  the  tissue  was  negative.  Fun- 
gal culture  was  not  performed. 

Microscopically,  remnants  of  salivary  gland  acini  and  ducts 
were  present  at  the  periphery  outside  the  capsule  of  the  mass. 
It  was  composed  mainly  of  clefts  and  cysts  lined  by  papillary 
epithelium  with  an  inner  lining  of  tall  columnar,  pallisaded 
eosinophilic  cells  that  have  an  oncocyte  appearance,  and  an 
outer  cuboidal  layer  of  cells.  Both  types  of  epithelium  and 
their  dilated  ducts  were  surrounded  by  a lymphoid  stroma 
that  showed  occasional  prominent  germinal  centers  (Fig.  1). 
Necrotizing  and  sometimes  confluent  granulomas  of  various 
sizes  and  shapes  were  distributed  in  various  locations  through- 
out the  tumor  (Fig.  2).  The  GMS  stain  of  the  granulomas  dem- 
onstrated histoplasma  organisms  that  appeared  as  small  yeast 
cells  2 to  5 fx  in  diameter  with  thin  walls  and  occasional  un- 
equal budding  (Fig.  2,  inset).  The  AFB  stain  was  negative. 

Discussion 

Salivary  gland  tissue  is  widely  distributed  in  many  parts 
of  the  body,  and  the  tissue  is  frequently  found  in  cervical 
lymph  nodes.  These  inclusions  may  undergo  neoplastic 


ABSTRACT 

A 49-year-old  woman  had  a mass  in  the  left  submaxillary 
salivary  gland  that  histologic  examination  showed  to  be  a 
Warthin’s  tumor.  In  addition,  there  were  multiple  necro- 
tizing and  confluent  granulomas  that  stained  positive  for 
histoplasma  organisms  using  the  Gomori  methenamine 
silver  stain.  The  histoplasma  organisms  in  the  lymphoid 
tissue  with  Warthin’s  tumor  is  an  extrapulmonary  mani- 
festation of  the  disease  which  probably  spread  from  the 
lungs  via  the  lymphatics.  The  coexistence  of  the  Warthin’s 
tumor  and  the  granulomas  is  a rare  incidental  finding. 
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Figure  1.  The  Warthin's  tumor  consists  of  cystically  dilated  ducts  and 
lymphoid  follicles  with  germinal  centers  mixed  with  granulomas  (H-E 
stain,  X 60). 


changes  of  which  Warthin’s  tumor  is  the  most  common  type,1-2 
and  it  is  almost  exclusively  seen  in  the  parotid  gland. 

Histoplasmosis  is  an  invariable  consequence  of  prolonged 
residence  in  an  endemic  area.3  Dissemination  of  the  infec- 
tion outside  the  initial  focus  in  the  lungs  has  been  noted  in 
animal  experiments,4-5  and  in  patients  with  known  immuno- 
suppression such  as  hematologic  malignancy,  cytoxan 
therapy,  and  acquired  immunodeficiency  syndrome.6  In  a 
review  of  several  cases  to  illustrate  the  spectrum  of  lesions  in 
histoplasmosis,  the  authors  stated  that  extrapulmonary  pri- 
mary lesions  were  exceptional,7  but  they  also  described  a case 
in  which  histoplasma  granulomas  were  identified  in  a lymph 
node  that  contained  metastatic  renal  carcinoma.* 

The  patient  lived  most  of  the  time  in  Middle  Tennessee, 
which  is  a known  endemic  area  for  histoplasmosis.  The  fre- 
quency of  histoplasma  granulomas  in  normal  salivary  glands 
or  glands  with  tumors  is  not  known.  The  presence  of  the 


Figure  2.  High-power  view  of  a necrotizing  granuloma  (H-E  stain,  X 160). 
Inset  shows  the  yeast  forms  and  unequal  budding  of  histoplasma  organ- 
ism (GMS  stain,  X 1,600). 


granulomas  and  tumor  in  the  same  tissue  is  likely  the  result 
of  lymphangitic  spread  of  the  organisms  to  the  lymphoid  tis- 
sue in  the  tumor.  The  combination  of  histoplasma  granulo- 
mas and  Warthin’s  tumor  of  a salivary  gland  is  a rare  inci- 
dental finding. □ 
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Preventing  Neural  Tube  Defects 
With  Folic  Acid 


Deborah  K.  Yoder,  MSN,  RN,  CS 


The  Centers  for  Disease  Control  and  Prevention  (CDC) 
estimates  that  nationwide,  up  to  75%  of  neural  tube  defects 
(NTDs)  can  be  prevented  if  women  consume  folic  acid  be- 
fore they  become  pregnant  and  early  in  pregnancy.  In  the 
September  1 1,  1992,  issue  of  CDC’s  Morbidity  and  Mortal- 
ity Weekly  Report,  the  United  States  Public  Health  Service 
recommends  that  “All  women  of  childbearing  age  in  the 
United  States  who  are  capable  of  becoming  pregnant  should 
consume  400  p,g  (0.4  mg)  of  folic  acid  per  day  for  the  pur- 
pose of  reducing  their  risk  of  having  a pregnancy  affected 
with  spina  bifida  or  other  NTDs.”  Women  who  have  already 
had  an  NTD-affected  pregnancy  and  are  planning  to  become 
pregnant  should  consult  with  their  physicians  about  the  de- 
sirability of  taking  a much  larger  amount  of  folic  acid  (4,000 
p,g),  starting  one  month  before  conception  and  continuing 
throughout  the  first  three  months  of  pregnancy.1 

NTDs  account  for  substantial  infant  morbidity  and  mor- 
tality. Each  year  in  the  United  States,  about  2,500  infants  are 
born  with  the  NTDs  spina  bifida  and  anencephaly.  In  addition, 
an  estimated  1 ,500  fetuses  affected  by  NTDs  are  aborted.1  The 
Tennessee  Birth  Defects  Registry  identified  live  born  infants 
for  1991-1993  who  were  diagnosed  with  birth  defects  before 
1 year  of  age.  According  to  the  registry,  an  average  of  36  chil- 
dren with  NTDs  were  born  per  year  during  this  three-year 
period  in  Tennessee.2  Tennessee  birth  certificate  data  docu- 
mented 34  NTD  births  in  1996  and  44  NTD  births  in  1997.3 

NTDs  occur  very  early  in  pregnancy.  The  defects  develop 
between  the  17th  and  30th  day  after  conception  (four  to  six 
weeks  after  the  first  day  of  a woman’s  last  menstrual  period), 
usually  before  a woman  knows  she  is  pregnant.  During  this 
critical  time  of  pregnancy,  the  proper  formation  and  closure 
of  the  neural  tube,  which  later  becomes  the  spinal  cord,  brain, 
and  bone  surrounding  the  spinal  cord  and  brain,  normally 
takes  place.  An  NTD  occurs  when  the  neural  tube  fails  to 
close  properly.  Anencephaly  and  spina  bifida  are  the  two  most 
common  NTDs.4 

NTDs  affect  not  only  the  lives  of  a child  and  its  family, 
but  the  community  as  well.  As  a child  with  spina  bifida  grows 
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older,  it  faces  unique  economic,  education,  medical,  health, 
and  emotional  issues.  For  the  year  1992,  the  estimated  life- 
time cost  of  a person  with  spina  bifida  was  $294, 000.5 

There  are  approximately  60  million  women  of  reproduc- 
tive age  in  the  United  States.  Any  woman  who  is  capable  of 
becoming  pregnant  could  have  an  NTD-affected  pregnancy, 
and  it  is  not  possible  to  predict  which  women  will  have  such 
a pregnancy.  Ninety-five  percent  of  women  with  NTD-af- 
fected pregnancies  have  no  personal  or  family  history  of 
NTDs.  Some  risk  factors  are  known,  however,  and  include: 

•A  previous  NTD-affected  pregnancy  increases  a woman’s 
chance  of  having  another  NTD-affected  pregnancy  by  ap- 
proximately 20  times. 

• Maternal  insulin-dependent  diabetes. 

• Use  of  anti-seizure  medication  (valproic  acid  and 
carbamazepine). 

• Medically  diagnosed  obesity.  The  body-mass  index  is 
used  to  determine  obesity. 

• Exposure  to  high  temperatures  in  early  pregnancy.  (For 
example,  prolonged  high  fevers  and  hot-tub  use.) 

• Race/ethnicity.  (NTDs  are  more  common  among  white 
than  black  women,  and  are  more  common  among  Hispanic 
than  non-Hispanic  women.) 

• Lower  socioeconomic  status.4 

Folic  acid,  a B vitamin,  is  necessary  for  proper  cell  growth 
and  development  of  the  embryo.  Although  it  is  not  known 
exactly  how  folic  acid  works  to  prevent  NTDs,  its  role  in 
tissue  formation  is  essential.  Folic  acid  is  required  for  the 
production  of  DNA,  which  is  necessary  for  the  rapid  cell 
growth  needed  to  make  fetal  tissues  and  organs  early  in  preg- 
nancy. Therefore,  it  is  important  for  a woman  to  have  enough 
folic  acid  in  her  body  both  before  and  during  pregnancy.4 
Since  almost  50%  of  pregnancies  in  the  United  States  are 
unintended,  all  women  of  reproductive  age  should  be  receiv- 
ing 400  p.g  of  folic  acid  daily. 

Folate  and  folic  acid  are  different  terms  for  the  same  B 
vitamin.  While  these  two  terms  are  often  used  interchange- 
ably, there  is  some  distinction  between  them.  Folate  is  the  B 
vitamin  form  found  naturally  in  foods,  whereas  folic  acid 
does  not  occur  naturally.  Folic  acid  is  the  synthetic  B vitamin 
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form  that  is  used  in  vitamin  supplements  and  added  to  foods 
to  fortify  them.  Synthetic  folic  acid  is  absorbed  better  than 
natural  food  folate.4 

There  are  three  ways  women  can  get  enough  folic  acid  to 
prevent  NTDs.  They  can  choose  to: 

• Take  a vitamin  supplement  containing  400  |xg  of  folic 
acid  daily.  This  is  an  easy  way  to  get  enough  folic  acid.  Al- 
most all  over-the-counter  multivitamins  contain  400  p.g  of 
folic  acid.  Some  women  think  remembering  to  take  a multi- 
vitamin every  day  is  too  hard,6  but  market  research  data  for 
1996  revealed  that  approximately  65%  of  women  in  the 
United  States  reported  they  would  take  a multivitamin  if  their 
doctor  recommended  it,  but  only  16%  of  women  reported 
that  their  physicians  did  so. 

• Eat  a fortified  breakfast  cereal  daily,  which  contains  1 00% 
of  the  recommended  daily  amount  of  folic  acid  (400  p.g).  A 
few  cereals  have  enough  added  folic  acid  per  serving  to  meet 
100%  of  a woman’s  daily  need.  Fortified  breakfast  cereals 
that  contain  1 00%  of  the  recommended  daily  amount  of  folic 
acid  are  good  options  for  women  who  do  not  want  to  or  can- 
not take  a vitamin  supplement. 


• Increase  consumption  of  foods  fortified  with  folic  acid 
(e.g.,  “enriched”  cereal,  bread,  rice,  pasta,  and  other  grain 
products)  in  addition  to  consuming  food  folate  from  a varied 
diet  (e.g.,  orange  juice,  legumes,  and  green  vegetables).4 

Incorporating  these  behavioral  changes  into  a woman’s 
life  will  prevent  a significant  proportion  of  NTDs  and  will 
also  contribute  to  the  woman’s  good  health.  By  encouraging 
female  patients  of  reproductive  age  to  take  a multivitamin 
containing  400  p.g  of  folic  acid  daily,  physicians  can  signifi- 
cantly contribute  to  the  reduction  of  NTDs.O 
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The  Journal 


V anderbilt  Morning  Report 

A 34-Year-Old  Man  With 
Fever  and  Fleadache 


Case  Report 

In  mid-July,  a 34-year-old  black  man  came  to  the  Vanderbilt 
University  Medical  Center  complaining  of  fever,  chills,  head- 
ache, myalgias,  and  abdominal  and  low  back  pain  for  several 
days.  Five  days  earlier,  he  experienced  a shaking  chill  that 
lasted  for  ten  minutes,  and  later  that  day  diffuse  myalgias, 
fever,  and  headache  began.  These  symptoms  persisted  for 
the  next  three  days,  and  he  went  to  an  urgent  care  center  after 
developing  low  back  pain.  When  a urinalysis  demonstrated 
pyuria,  he  was  told  he  had  a urinary  tract  infection  and  was 
given  a prescription  for  trimethoprim/sulfamethoxazole  to  be 
taken  for  10  days.  He  subsequently  developed  nausea,  vom- 
iting, and  diarrhea  and  went  to  the  Vanderbilt  Hospital. 

On  physical  examination,  the  patient  was  alert  and  ori- 
ented, and  described  a headache  as  dull  and  diffuse.  It  had 
intensified  over  the  past  five  days  and  was  localized  to  the 
left  retro-orbital  region.  He  complained  of  mild  photopho- 
bia, but  denied  neck  stiffness,  confusion,  loss  of  conscious- 
ness, or  head  trauma.  He  also  denied  dyspnea  or  cough.  He 
had  not  had  any  exposure  to  other  ill  persons,  and  denied  any 
HIV  risk  factors.  He  had  helped  a friend  “bush-hog”  a wooded 
area  two  weeks  earlier,  but  denied  tick  bites.  He  had  no  pets. 
He  worked  as  a truck  driver,  and  had  recently  traveled  to 
many  parts  of  the  eastern  United  States. 

Physical  examination  revealed  a well-developed  uncom- 
fortable man  with  a temperature  of  103.5°F,  respiratory  rate 
26/min,  pulse  1 17/min,  and  blood  pressure  109/64  mm  Hg. 
His  pupils  were  equal  and  reactive,  and  fundoscopic  exami- 
nation revealed  no  papilledema  or  Roth  spots.  He  had  photo- 
phobia, but  his  neck  was  supple  without  lymphadenopathy 
or  meningismus.  The  remainder  of  his  physical  examination 
was  normal. 

Significant  laboratory  data  included  a peripheral  WBC  count 
of  4,200/cu  mm  (normal  5,000  to  10,000)  with  a differential 
of  45%  neutrophils  and  52%  lymphocytes.  His  hematocrit  was 
36%  (normal  38  to  45),  and  his  platelet  count  81,000/cu  mm 
(normal  150,000  to  450,000).  His  peripheral  smear  was  nor- 
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mal.  His  hepatic  transaminases  were  elevated,  with  an  SGOT 
281  IU/L  (normal  10  to  45)  and  SGPT  158  IU/L  (normal  10 
to  50).  Bilirubin  and  alkaline  phosphatase  were  normal.  His 
LDH  was  1 ,492  IU/L  (normal  200  to  600).  Urinalysis  showed 
1+  albumin  and  1 to  3 WBCs.  A chest  x-ray  was  normal,  and 
blood  cultures  and  urine  cultures  showed  no  growth. 

The  patient  was  treated  as  an  emergency  with  ceftriaxone 
intravenously  because  of  a concern  he  might  have  bacterial 
meningitis,  but  a lumbar  puncture  revealed  an  essentially 
normal  cerebrospinal  fluid  (CSF),  with  1 mononuclear  WBC, 
9 RBCs,  and  a normal  protein  and  glucose.  Cultures  of  the 
CSF  showed  no  growth.  Because  of  the  patient’s  possible 
tick  exposure,  he  was  also  treated  with  doxycycline.  Serum 
and  whole  blood  specimens  were  obtained  for  serologic  and 
polymerase  chain  reaction  (PCR)  testing  for  Rickettsia 
rickettsii,  Ehrlichia  chaffeensis , and  the  human  granulocytic 
ehrlichiosis  agent.  Because  of  an  ongoing  research  effort  to 
isolate  E.  chaffeensis  in  tissue  culture  at  Vanderbilt  Univer- 
sity, whole  blood  and  CSF  specimens  were  also  obtained  for 
culture  of  this  organism.  E.  chaffeensis  infection  was  con- 
firmed by  a positive  PCR  test  of  whole  blood  within  48  hours 
of  admission,  and  subsequently  the  organism  was  isolated 
from  both  the  blood  and  CSF.  Further,  acute  and  convales- 
cent serologic  antibody  titers  were  also  indicative  of  acute 
ehrlichial  infection  (1:32  and  1:4,096,  respectively). 

The  patient  recovered  very  quickly  and  was  afebrile  within 
36  hours.  All  of  the  laboratory  abnormalities  progressively 
improved,  and  he  was  discharged  taking  doxycycline  for  an 
additional  five  days  of  therapy. 

Discussion 

Human  monocytic  ehrlichiosis  (HME)  is  a tick-borne  in- 
fection caused  by  E.  chaffeensis,  an  obligate  intracellular,  rick- 
ettsia-like  organism.  Originally  recognized  as  a distinct  in- 
fection in  1986,  the  organism  was  first  successfully  isolated 
in  1990  at  Ft.  Chaffee,  Ark.,  from  an  Army  recruit  who  had  a 
febrile  illness  following  a tick  bite.1  Since  that  time  over  400 
cases  have  been  reported  to  the  Centers  for  Disease  Control 
and  Prevention  (CDC)  from  30  states,  although  the  majority 
occur  in  the  southeast  and  mid-Atlantic  states,  including  Ten- 
nessee.2 Infection  is  usually  acquired  between  April  and  Sep- 
tember when  ticks  are  most  active.  The  Lone  Star  tick 
( Amblyoma  americanum)  is  the  predominant  vector,  but  spo- 
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radic  cases  have  occurred  outside  of  the  geographic  range  of 
this  tick.  The  natural  reservoir  is  not  known,  but  there  is  evi- 
dence to  suggest  that  the  white-tailed  deer  may  be  a natural 
host. 

The  spectrum  of  illness  ranges  from  asymptomatic  to  fa- 
tal. Factors  that  lead  to  symptomatic  infection  are  not  known, 
but  older  age  and  delays  in  therapy  are  both  associated  with 
more  severe  illness/  The  clinical  presentation  is  usually  that 
of  a nonspecific,  flu-like  illness,  most  commonly  with  fever, 
malaise,  and  a headache.  Myalgia,  arthralgia,  rigors,  anorexia, 
abdominal  pain,  nausea,  vomiting,  and  confusion  have  also 
been  reported  less  frequently.  A nonspecific,  fleeting  rash, 
either  maculopapular  or  petechial,  is  seen  more  commonly 
in  children  (67%)  than  adults  (37%).  In  a study  done  by  the 
CDC  of  237  patients  with  serologically  confirmed  HME 
between  1985  and  1990,  60%  were  hospitalized  for  a me- 
dian of  seven  days,  15%  had  one  or  more  serious  complica- 
tions (including  renal  failure,  DIC,  meningitis,  seizures,  or 
coma),  and  1%  died/  Only  about  70%  of  patients  recall  a 
tick  bite,  but  nearly  all  report  a potential  tick  exposure.  The 
incubation  period  of  the  illness  is  between  one  and  two  weeks, 
and  symptoms  generally  last  for  two  to  three  weeks,  but  may 
persist  for  as  long  as  six  weeks,  depending  on  the  severity  of 
infection  and  timing  of  appropriate  therapy.4 

Laboratory  findings  associated  with  ehrlichiosis  include 
leukopenia,  thrombocytopenia,  and  elevated  liver  function 
tests.4  The  primary  site  of  infection  is  the  reticuloendothelial 
system,  most  commonly  in  the  liver,  spleen,  bone  marrow, 
and  lymph  nodes.4  HME  derives  its  name  from  the  observa- 
tion of  characteristic  cytoplasmic  inclusion  bodies  (morulae 
in  peripheral  monocytes),  although  these  are  observed  in  only 
5%  to  10%  of  cases. 

The  most  common  method  of  diagnosis  is  by  immuno- 


fluorescent  antibody  serologic  testing  for  a specific  antibody 
response  to  E.  chaffeensis.  A positive  serologic  response  is 
defined  as  a fourfold  or  greater  change  in  antibody  titer  over 
two  to  four  weeks.  Although  a single  titer  of  >1:64  com- 
bined with  a compatible  clinical  illness  is  suggestive  of  HME, 
confirmation  requires  a convalescent  serum  specimen,  since 
an  elevated  antibody  titer  may  persist  for  years.  Currently, 
serologic  testing  is  available  at  the  CDC,  most  state  health 
departments,  and  a few  private  reference  laboratories.  PCR 
testing,  which  can  detect  DNA  sequences  specific  to  E. 
chaffeensis  in  the  blood,  and  culturing  of  the  organism,  are 
both  limited  to  research  institutions  such  as  Vanderbilt  and 
are  not  widely  available  at  this  time. 

The  treatment  of  choice  for  ehrlichiosis  is  doxycycline 
100  mg  twice  a day  or  tetracycline  500  mg  four  times  a day 
for  a total  of  seven  to  ten  days.5  Because  of  the  nonspecific 
symptoms  of  infection,  any  patient  with  a febrile  illness,  a 
history  of  potential  tick  exposure  in  an  endemic  area,  and 
suggestive  laboratory  findings  should  be  treated  empirically 
for  ehrlichiosis.  Therapy  should  not  be  delayed  while  wait- 
ing for  the  results  of  serologic  testing.  Prevention  of  infec- 
tion by  avoiding  exposure  to  ticks  is  recommended.  The  use 
of  insect  repellents,  wearing  of  light-colored  clothing  and 
long  pants  and  sleeved  shirts,  and  thorough  examination  of 
body  surfaces  after  outdoor  exposures,  are  all  useful  ways 
for  preventing  tick  bites. 
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HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (6 1 5)  665-25 1 6 in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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News  and  Views 


TMA  Alliance  Report 

TMA  Alliance  Year  End  Report 

Our  theme  this  past  year  was  “TMA  Alliance  Cares.”  When 
I was  installed  as  President  in  April  1 998, 1 could  not  have  imag- 
ined how  much  our  medical  families  care  for  the  people  in  their 
communities.  The  23  county  alliances  that  make  up  the  state 
alliance  participated  in  numerous  activities  during  the  year. 

In  keeping  with  the  purposes  of  both  the  TMA  Alliance  and 
the  AMA  Alliance,  our  county  alliances  have  distributed  road 
rage  information,  “Keep  Calm,”  to  high  school  students  and 
distributed  18,000  “Hands  Are  Not  For  Hitting”  and  “I  Can 
Choose”  books  to  elementary  school  children.  The  statewide 
health  education  video  project,  “Cooling  a Hot  Situation,”  was 
received  enthusiastically  by  the  school  counselors.  This  15- 
minute  video  was  shown  to  students  to  help  them  learn  a healthy 
management  of  conflict  situations  in  their  lives.  Fifteen  county 
alliances  participated  by  distributing  700  videos,  reaching  thou- 
sands of  students  as  a result  of  this  video.  Henry-Carroll  and 
Rutherford-Stones  River  alliances  conducted  Teen  Health  Work- 
shops that  were  outstanding. 

Tennessee  continues  to  raise  money  for  health  education  and 
research.  The  Sharing  Card  continues  to  prove  that  medical  fami- 
lies “Care”  about  the  future  of  medicine.  This  year  Tennessee 
will  again  take  first  place  in  the  dollar  amount  raised  nationally 
for  health  education,  with  a total  to  date  of  $305,000.  A special 
note  of  appreciation  to  each  of  you  who  generously  support  the 
AMA  Foundation. 

In  the  legislative  arena,  the  TMA  Alliance  participated  in  “A 
Day  at  the  Capitol”  in  March.  Legislation  plays  such  a domi- 
nant role  in  the  future  of  medicine  that  we  all  must  get  involved. 
Membership  in  IMPACT  was  encouraged  throughout  the  year. 

Membership  continues  to  be  our  greatest  challenge.  This  year 
we  welcomed  two  new  alliances:  Bedford  County  Alliance  and 
Sevier  County  Alliance.  A strong  commitment  and  active  par- 
ticipation in  organized  medicine  is  our  best  defense  in  this  time 
of  change  and  rough  waters  in  the  field  of  medicine.  When  we 
unite  and  speak  with  one  voice  for  the  delivery  of  quality  health 
care,  Yes,  We  Can  Make  A Difference. 

The  TMA  has  been  most  supportive  of  the  Alliance  and  has 
enabled  us  to  teach  the  children  of  Tennessee  to  make  wise 
choices  regarding  their  health  and  life  styles.  Thank  you  to  TMA 
and  TMA  staff  for  your  support  now  and  in  the  past. 

It  has  been  a year  of  growth  and  success  for  the  TMA  Alli- 
ance. I am  most  grateful  for  the  opportunity  to  have  served  as 
your  President. 

Dolores  Chandra 
TMAA  President 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

Bedford  County  Medical  Society 

Delphia  E Marshall,  MD,  Shelby ville 
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Chattanooga-Hamilton  County  Medical  Society 

David  K Close,  MD,  Chattanooga 
Susan  H Hayes,  MD,  Chattanooga 
Mark  A Milburn,  MD,  Cleveland 

Cumberland  County  Medical  Society 

Pierre  K Berry,  DO,  Crossville 
Fentress  County  Medical  Society 
Christopher  S Sewell,  MD,  Allardt 
Franklin  County  Medical  Society 

Terrell  W Bean,  MD,  Winchester 
Janies  H Extine , DO,  Winchester 
Donald  M Philpott,  MD,  Winchester 
Karen  A Tidmore,  DO,  Winchester 

Knoxville  Academy  of  Medicine 

Punam  Bhandari,  MD,  Knoxville 
Richard  P Boyer,  MD,  Knoxville 
Jacquiline  S Crawford,  MD,  Knoxville 
David  W Lawhorn,  MD,  Maryville 
Gregory  P Midis,  MD,  Knoxville 
Stanley  L Miller,  MD,  Knoxville 
John  R Reisser,  MD,  Maryville 
Timothy  S Wilson,  MD,  Knoxville 
Maury  County  Medical  Society 
Shaun  C Corbin,  MD,  Columbia 

Montgomery  County  Medical  Society 

Alan  M Werner,  MD,  Clarksville 

Nashville  Academy  of  Medicine 

Warren  T Hill,  MD,  Goodlettsville 

Northwest  Tennessee  Academy  of  Medicine 

Clinton  R Brunson,  MD,  Dyersburg 

Putnam  County  Medical  Society 

Dale  J Guillory',  MD,  Cookeville 

Roane-Anderson  County  Medical  Society 

Glenn  D Crater,  MD,  Oak  Ridge 
Jeffrey  G Davis,  MD,  Oak  Ridge 
Charles  D Schroeder,  MD,  Clinton 
Scott  County  Medical  Society 
Ives  R de  Chazal,  MD,  Oneida 

Sullivan  County  Medical  Society 

Kimberly  A Hunt,  MD,  Kingsport 
Mark  H Thomas,  MD,  Bristol 
Warren  County  Medical  Society 
Michael  T Stewart,  MD,  McMinnville 
Washington-Unicoi-Johnson  County 
Medical  Association 
A Diane  Cobble,  MD,  Johnson  City 
Brenda  R Darling,  DO,  Johnson  City 
Julie  A Dunn,  MD,  Johnson  City 
Stephen  W Fry,  MD,  Johnson  City 
Lane  W Johnson,  MD,  Johnson  City 
Stephanie  N Manginelli,  MD,  Johnson  City 
Gloria  M Ryan,  MD,  Piney  Flats 
Amy  M Thomas,  MD,  Johnson  City 

Williamson  County  Medical  Society 

Joseph  D Netterville,  MD,  Nashville 
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In  Memoriam 


Robert  M.  Boehm,  MD,  age  60.  Died  March  9,  1999.  Graduate 
of  University  of  Mississippi  School  of  Medicine.  Member  of 
Memphis-Shelby  County  Medical  Society. 

Charles  Rhea  Earnest,  MD,  age  78.  Died  March  1 , 1 999.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member  of 
Knoxville  Academy  of  Medicine. 

Kenneth  Jackson  Phelps  Sr.,  MD,  age  79.  Died  March  15,  1999. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Marshall  County  Medical  Society. 

Fred  P.  Sage,  MD,  age  75.  Died  March  20,  1999.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Mem- 
phis-Shelby County  Medical  Society. 

William  F.  Sheridan  Jr.,  MD,  age  76.  Died  February  27,  1999. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Nashville  Academy  of  Medicine. 

Harrison  J.  Shull,  MD,  age  90.  Died  March  21,  1999.  Graduate 
of  Vanderbilt  University  School  of  Medicine.  Member  of  Nash- 
ville Academy  of  Medicine. 

Choon  D.  Son,  MD,  age  79.  Died  February  17,  1999.  Graduate 
of  Seoul  National  University  of  South  Korea.  Member  of  Nash- 
ville Academy  of  Medicine. 


Personal  News 

Elizabeth  Lund,  MD,  Martin,  has  been  certified  as  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology. 

Peter  Lund,  MD,  Martin,  has  been  certified  as  a Diplomate  of 
the  American  Board  of  Orthopaedic  Surgery. 

Gregory  H.  Miller,  MD,  Kingsport,  has  been  certified  as  a Dip- 
lomate of  the  American  Board  of  Cardiology. 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  February,  1999.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  I . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

R.  Benton  Adkins,  MD,  Nashville 
Lisa  A.  Altieri,  MD,  Nashville 
Charles  E.  Anderson,  MD,  Tullahoma 
Edward  L.  Cattau,  MD,  Memphis 
Samuel  H.  Dillard,  MD,  Nashville 
Harvey  H.  Grime,  MD,  Lebanon 
Albert  J.  Mokal,  MD,  Loudon 


TMA  Board  of  Trustees  Meeting  Minutes 

January  22, 1999 

The  following  is  a summary  of  actions  taken  by  the  TMA  Board  of 
Trustees  at  its  regular  first  quarter  meeting  held  in  conjunction  with 
the  TMA  Leadership  Summit  in  Nashville,  January  22,  1999. 

THE  BOARD: 

Consultants.  Heard  an  address  from  Dr.  Richard  Light,  medi- 
cal director  of  Cigna/Medicare,  concerning  the  interpretation 
of  the  term  “Consultant”  by  HCFA. 

Investment  Policy.  Adopted  the  TMA  Statement  of  Invest- 
ment Policy  as  submitted  by  the  Finance  Committee,  Dr.  Rob- 
ert Patton,  chairman  and  secretary/treasurer. 

TMAA  D&O  Insurance.  Agreed  to  include  the  cost  of  the 
TMA  Alliance’s  Directors  and  Officers  Liability  Insurance  in 
the  subsidy  paid  to  the  Alliance  each  year. 

TMGMA  Advisor.  Agreed  to  invite  a representative  of  the 
TMGMA  to  the  quarterly  meetings  of  the  TMA  Board  of  Trust- 
ees to  serve  in  an  advisory  capacity. 

Executive  Session  Guidelines.  Adopted  guidelines  to  be 
used  during  Executive  Sessions  of  the  TMA  Board  of  Trustees. 

State  Appointments:  Medical  Laboratory  Board:  Agreed  to 
submit  the  names  of  the  following  physicians  for  consideration 
of  appointment  to  the  Medical  Laboratory  Board,  pathologist 
position:  Drs.  Jerome  Abramson,  Chattanooga  (for  reappoint- 
ment); Gary  R.  Lanham,  Chattanooga;  and  Phillip  G.  Pollock, 
Chattanooga. 

Agreed  to  submit  the  names  of  the  following  physicians  for 
consideration  of  appointment  to  the  Medical  Laboratory  Board, 
non-pathologist  position:  Drs.  Dennis  Carter,  Murfreesboro  (for 
reappointment);  Vincent  A.  Viscomi,  Chattanooga;  and  Ray  C. 
Johnson,  Murfreesboro. 

Workers’  Compensation  Advisory  Council:  Agreed  to  sub- 
mit the  names  of  the  following  physicians  for  consideration  of 
appointment  to  the  Workers’  Compensation  Advisory  Council: 
Drs.  Ronald  C.  Bingham,  Jackson  (for  reappointment);  Thurman 
L.  Pedigo,  Nashville;  James  L.  Rungee  Jr.,  Murfreesboro. 

Quarterly  Reports.  Received  quarterly  reports  from:  Ten- 
nessee Delegation  to  the  AMA;  TMA  Physician  Services,  Inc., 
TMA  Alliance,  TMA  Young  Physician  Section,  Tennessee  Coun- 
cil on  Medical  Specialty  Societies,  IMPACT,  and  SVMIC. 

Nominating  Committee.  Appointed  the  following  physicians 
to  serve  on  the  1999  Nominating  Committee:  East  Tennessee — 
Drs.  Leonard  A.  Brabson,  Knoxville;  Donald  B.  Franklin  Jr., 
Chattanooga;  David  K.  Garriott,  Kingsport.  Middle  Tennessee — 
Drs.  Reuben  Bueno,  Nashville;  J.  Fred  Ralston  Jr.,  Fayetteville; 
Subhi  D.  Ali,  Waverly.  West  Tennessee — Drs.  John  W.  Hale,  Union 
City;  Donald  T.  McKnight,  Jackson;  Mack  A.  Land,  Memphis. 

TMA  Committees  for  1999.  Appointed  members  to  serve 
on  each  of  the  TMA  Committees  for  a two-year  term. 

Tennessee  Medical  Education  Fund,  Inc.  Agreed  to  sub- 
mit the  names  of  Drs.  John  J.  Ingram  III,  Maryville;  and  Robert 
Jackson,  Memphis,  for  consideration  of  appointment  to  the 
TMEF  Board  of  Directors. 

IMPACT.  Reconfirmed  the  following  members  of  the 
IMPACT  Board  of  Directors:  Drs.  Clark  E.  Julius,  Knoxville; 
William  E.  Rowe,  Chattanooga;  Ronald  E.  Overfield,  Nashville; 
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Charles  T.  Womack,  Cookeville;  James  D.  King,  Selmer;  John 
W.  Hale,  Union  City;  and  Mrs.  Annabel  Woodall,  TMAA  Rep- 
resentative. The  Board  further  agreed  to  submit  the  name  of  Dr. 
Robert  Nichols,  Crossville,  for  consideration  of  appointment  to 
the  District  1 position. 

TMA  Policy.  Reviewed  policies  of  the  TMA  that  had  been 
adopted  between  the  years  of  1993-1998  and  agreed  to  recom- 
mend to  the  House  of  Delegates  that  those  resolutions  that  had 
been  implemented,  or  had  become  obsolete,  moot,  or  outdated 
be  allowed  to  sunset. 

Distinguished  Service  Award.  Unanimously  named  Dr. 
James  J.  Madden,  Nashville,  as  recipient  of  the  TMA  Distin- 
guished Service  Award. 

Community  Service  Award.  Confirmed  the  recommenda- 
tion of  the  Committee  on  Communications  and  Public  Relations 
to  present  the  Community  Service  Award  to  the  following  nomi- 
nees: Youth  Villages  (Memphis  & Shelby  County  Medical  Soci- 
ety); Interfaith  Dental  Clinic  (Nashville  Academy  of  Medicine); 
and  Mr.  Bill  Blankenship  (Knoxville  Academy  of  Medicine). 

Specialty  Society  Recognition.  Approved  the  Guidelines  for 
Recognition  of  a Medical  Specialty  Society  as  submitted  by  the 
Task  Force;  deferred  to  the  Executive  Committee  to  review  the 
guidelines  for  statewide  medical  specialty  society  representation. 

AMA  Awards.  Agreed  that  if  Senator  Bill  Frist,  MD,  met  the 
criteria,  the  Board  would  submit  his  name  for  the  AMA  Medal 
of  Valor  Award.  The  Board  also  agreed  to  submit  the  names  of 
the  Rev.  G.  Scott  Morris,  MD,  Memphis  (Church  Health  Cen- 
ter); and  the  Knoxville  Academy  of  Medicine  (flu  shot  program) 
for  the  AMA’s  President’s  Citation  for  Service  to  the  Public. 

Tennessee  Physician’s  Quality  Verification  Organization. 
Agreed  to  reappoint  Drs.  David  G.  Gerkin  (governor),  Knox- 
ville, and  Barrett  F.  Rosen  (substitute  representative),  Nashville, 
to  serve  one-year  terms  as  representatives  of  the  TMA  on  the 
TPQVO  Board  of  Governors. 

Corporate  Representatives;  Agreed  to  appoint  Cornelius 
& Collins,  Nashville,  as  the  corporate  counsel,  and  Bellenfant 
& Miles,  PC,  as  the  corporate  accounting  firm. 

1999  Budget.  Approved  the  Finance  Committee’s  recom- 
mendation for  a budget  of  $3,203,500  for  1999. 


CME  Opportunities 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with 
patients,  participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Center 
Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

June  4-5  23rd  Annual  Sonography  Symposium 

June  12  Advances  in  Osteoporosis 

July  1 9-23  22nd  Annual  Contemporary  Clinical  Neurology  Sym- 
posium— Hilton  Head  Island,  SC 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-82 1 1 MCN,  Nashville,  TN  37232,  Tel.  (6 1 5) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Chattanooga 

June  15-19  Family  Medicine  Update 
Knoxville 


June  7-8 
June  17-19 
June  22-24 
June  29-30 
July  28-31 


1 5th  Annual  Azheimer’s  Disease  Seminar — Gatlinburg 
44th  Great  Smoky  Pediatric  Seminar — Gatlinburg 
Advanced  Cardiac  Life  Support  Course 
Pediatric  Advanced  Life  Support  Course 
4th  Annual  Internal  Medicine  Conference — Pigeon 
Forge 


For  information  contact  Mr.  Mike  Spikes,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and  departments  : l . 
in  the  medical  school  to  allow  practicing  physicians  to  participate  in  L 
the  service’s  activities  for  a period  of  one  day  to  one  week.  This  | 
program  provides  an  opportunity  for  physicians  to  study  in  depth  ; 
for  a specified  period.  The  schedule  of  activities  is  individualized  in 
response  to  the  physician’s  request  by  the  participating  department. 
The  experience  includes  conferences,  ward  rounds,  audiovisual 
materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235.  r 


Board  of  Medical  Examiners 

Minutes  - February,  1999 

Name:  Michael  M.  Dao,  MD  (Hermitage) 

Violation:  Compulsory  surrender  of  license. 

Action:  Felony  conviction. 

Name:  Bruce  M.  Gipson,  MD  (Shelbyville) 

Violation:  Unprofessional,  dishonorable,  or  unethical  conduct. 
Action:  License  suspended;  assessed  civil  penalty  of  $3,000. 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows: 
$35  for  the  first  50  words  ($25  for  TMA  members),  25 
cents  for  each  additional  word.  Count  as  one  word  all 
single  words,  two  initials  of  a name,  single  numbers, 
groups  of  numbers,  hyphenated  words,  and  abbrevia- 
tions. Advertisers  may  utilize  a box  number  for  confi- 
dentiality, if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this 
box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of 
the  2nd  month  preceding  the  desired  month  of  publica- 
tion, and  will  be  subject  to  approval.  No  phone  orders 
will  be  accepted.  Payment  must  accompany  order. 
Each  listing  will  be  removed  after  its  first  publication 
unless  otherwise  instructed.  Fee-for-service  agency 
advertisements  are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO 
Box  120909,  2301  21st  Ave.  South,  Nashville,  TN 
37212-0909.  Phone  (615)  385-2100. 


POSITIONS  WANTED 

OB/GYN — American  trained  residency  and  medical  school.  Pri- 
vate practice  in  Tennessee  last  10  years.  Local  family.  Board 
certified.  Internist — normal  Ob/Gyn,  advanced  laparoscopy,  and 
hysteroscopy.  Prefer  East  Tennessee  position,  as  hospital  em- 
ployee or  group  practice.  Please  reply  to:  Chattanooga  Ob/Gyn, 
P.O.  Box  21812,  Chattanooga,  TN  37424. 


SEEKING  GASTROENTEROLOGIST 

LARGE  MULTISPECIALTY  CLINIC 
SOUTH  MISSISSIPPI 

Share  call  with  two  Board  Certified  Gastroenterologists 
245-bed  Regional  Medical  Center 
Serving  approximate  population  of  120,000 

Call  Administrator 
1-800-656-7519 


INTERNIST  NEEDED 
Jackson, Tennessee 

Wanted,  board-certified  experienced  Internist  to  work 
in  Jackson,  Tennessee  area.  Competitive  salary. 

Please  send  curriculum  vitae  to: 

Diana 
P.O.  Box  9 

Jackson,  TN  38302-0009. 


PHYSICIANS  WANTED 


Full-time  position  as  MEDICAL  DIRECTOR  at  a progressive 
Healthcare  system  in  Clarksville,  TN.  Small-town  atmosphere, 
but  close  enough  to  Nashville  for  dinner.  We  value  physician 
input  to  continue  development  and  expansion  of  our  outpatient 
and  hospital-based  services.  Wonderful  opportunity  to  jump 
right  into  a ready-made  practice  situation,  in  a physician-friendly 
community.  An  excellent  compensation  package  is  available. 
Please  call  Pat  Sewell  at  931/551-1561  or  615/777-3355  or  FAX 
931/551-1565. 


Are  You  Reading 
This  Ad? 

So  are  THOUSANDS  of  others. 
Reach  over  6,500  physicians  with  a 
display  ad  in  the  TENNESSEE  MEDICINE 

For  further  information  contact 
Tennessee  Medical  Association 
PO  Box  120909,  Nashville,  TN  37212-0909 

(615)  385-2100 


Your  EM  Career 
and  Team  Health — 
A Perfect  Fit. 


Want  to  practice  in  a Level  I trauma  center  or  a community 
hospital  with  a low  volume?  Maybe  you  prefer  a pediatric  or 
academic  facility?  No  matter  what  type  of  opportunity  you’re 
looking  for.  Southeastern  Emergency  Physicians,  an  affiliate  of 
Team  Health,  can  meet  your  needs.  Headquartered  in  Knoxville, 
we  currently  have  both  full-  and  part-time  Emergency 
Medicine  opportunities  throughout  the  state  of  Tennessee. 

All  opportunities  with  Southeastern  Emergency  Physicians 
provide  competitive  compensation,  paid  malpractice  insurance  and 
a flexible  schedule  with  no  on-call.  No  J-l  opportunities  available. 


TEAM 

HEALTH 


For  more  information  on  these  opportunities, 
please  call  Lee  Ann  Long  at 

1-800-909-8366. 


www.team-health.com 
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Immediate 
Emergency 
Medicine 
Opportunities 


Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available 
in  emergency  departments  throughout  Tennessee, 
Kentucky,  Virginia  and  Georgia.  Physicians  who  are 
board  eligible  or  certified  in  Emergency  Medicine  or 
a primary  care  specialty  with  Emergency  Medicine 
experience  and  current  ACLS  and  ATLS  certifications 
will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid 
malpractice  insurance. 

For  more  information,  fax  your  CV  to 
(423)  693-4064  or  call  Jackie  Thurman  at 

1-800-577-7707 

ECC 

EMERGENCY  COVERAGE 

CORPORATION 

A Team  Health  Affiliate 

www.team-health.com 


CAA 

Carolyn  Avery  & 
Associates,  Inc. 

♦ TMA  Physician 
Services  Workshop 
Coordinator 

♦ Employee  Personnel 
Manuals 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 


POB  1 5901 2 • Nashville,  TN  3721 5-9012 

(615)383-6321  • Fax  (61 5)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment" 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Editor, 
John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover  letter 
should  identify  one  author  as  correspondent  and  should  include  his  complete  address  and 
phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must  be  typewritten, 
double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow  wide  margins  on  each 
page  to  facilitate  editing.  Pages  should  be  numbered  and  clipped  together  but  not  bound. 
Along  with  the  typed  manuscripts,  we  encourage  you  to  submit  an  IBM-compatible  3-1/ 
2"  high-density  diskette  containing  the  manuscript  in  WordPerfect  or  ASCII  format;  the 
transmittal  letter  should  identify  the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work.  Although 
rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medicine  is  not 
responsible  for  loss.  Accepted  manuscripts  become  the  permanent  property  of  Tennes- 
see Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a con- 
dition of  acceptance,  shall  execute  a conveyance  transferring  copyright  ownership  of  such 
material  to  Tennessee  Medicine.  No  contribution  will  be  published  unless  such  a convey- 
ance is  made. 

References— References  should  be  limited  to  20  for  major  communications  and  10  for 
case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive  order, 
not  alphabetically.  Personal  communications  and  unpublished  data  should  be  included  only 
within  the  text.  The  following  data  should  be  typed  on  a separate  sheet  at  the  end  of  the 
paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of  journal  abbreviated 
according  to  Index  Medicus,  volume  number,  first  and  last  pages,  and  year  of  publication. 
Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  ah  Cancer  in  parents  of  children  with 
cancer.  N Engl  J Med  333:1594-1599, 1995. 

Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be  identified 
on  the  back  with  the  author's  name,  the  figure  number,  and  the  word  "top,”  and  must 
be  accompanied  by  descriptive  legends  typed  on  a separate  sheet.  Tables  should  be  typed 
on  separate  sheets,  be  numbered,  and  have  adequately  descriptive  titles.  Each  illustration 
and  table  must  be  cited  in  numerically  consecutive  order  in  the  text.  The  Editor  will 
determine  the  number  of  illustrations  and  tables  to  be  used.  Illustrations  will  not  be 
returned  unless  specifically  requested.  Materials  taken  from  other  sources  must  be 
accompanied  by  a written  statement  from  both  the  author  and  publisher  giving  Tennessee 
Medicine  permission  to  reproduce  them.  Photos  of  identifiable  patients  should  be  accom- 
panied by  a signed  release. 

Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspondent 
author  before  publication. 


Tennessee  Medicine  ~ May,  1999 


THE 


TM  A 

ASSOCIATION 
INSURANCE 
AGENCY,  INC. 

1089  Bailey  Avenue 
Chattanooga,  TN  37404 
1-888-616-7873 
423-629-2400 
Fax  423-629-1109 
Email:  tma'2f>assoc-ad  mi  n.com 
Website:  www.assoc-admin.com 


Visit  the  TMA  Website 
www.mcdw  i rc.org 


Dedicated  to 
providing 
TMA  Members  with 
comprehensive, 
quality 
insurance 
coverage  for 
themselves, 
their  families, 
and  their  practices. 


Practice  Coverage 

■ Group  Major  Medical 

■ Group  Dental 

■ Group  Life  and  AD&D 

■ Group  Disability 

■ Office  Contents  & Building  Package 

■ Workers’  Compensation  Plan 

Individual  Coverage 

■ Disability  Income  Protection 

■ Life  Insurance 

■ Variable  Life 

■ Second-to-die  Life 

■ Long  Term  Care 

■ Medicare  Supplement 

■ Comprehensive  Insurance 
& Financial  Review  Service 

Personal  Coverage 

■ Auto 

■ Boat 

■ Homeowners 

■ Personal  Umbrella 

Call  1-888-616-7873  for  details. 


Service  You  Can  Depend  On 


Products  & 


Selecting  Malpractice 
Insurance  Based  on 
Low  Rates  is  the  Original 
High  Risk  Procedure. 
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k,  we  admit  it.  There  are  “cheaper”  sources  for  malpractice  insurance  than  SVMIC.  No  question  about  it. 


The  real  question  is  what  are  you  getting  for  your  money,  and  just  what  is  the  potential  cost  of  being 


inadequately  prepared  in  the  event  of  litigation?  As  doctors  with  over  20  years  of  experience 
in  serving  other  doctors,  we  just  don’t  think  playing  the  odds  is  such  a great  idea.  When  it  comes 
to  something  as  important  as  malpractice  insurance,  who  can  afford  to  take  chances? 


For  more  information,  contact  Randy  Meador  or  Susan  Decareaux  • P.O.Box  1065,  Brentwood,  TN  37024-1065  • e-mail:  svmic@svmic.com 
Web  Site:  www.svmic.com  • 1-800-342-2239  • (615)  377-1999  • SVMIC  is  exclusively  endorsed  by  the  Tennessee  Medical  Association 
and  its  51  component  county  societies. 


VO 
< 

n 

State  Volunteer 
Mutual  Insurance 
Company 


une , 1999 
rol.  92,  No.  6 


I THIS  ISSUE 

IflKSSIr  /• 

Annual  Report 

I , 

195 


Annual  Meeting 
Proceedings 


| 215 

I 

TMA  Leadership 

233 


E2.. 


1 


voice 


advocacy 


Tennessee; 
Medicine 


l-SIZE 

R15 

J79x 

SCI 


PHYSICIAN 

SERVICES, 

INC. 


A Subsidiary  of  die 
Tennessee  Medical  Association 
2301  2 1 st  Avenue  South 
P.O.  Box  120909 
Nashville.  TN  37212-0909 


Marketing  Inquiries  Contact 
Director  of  Marketing 
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Dedicated  to 
adding  value 
to  your  TMA 
Membership! 


TMA 

ENDORSED 


Visit  the  TMA  Website 


www . m ed  vv  i re . org 


■ Automobile  Lease  and/or  Purchase  Plan 

• Physicians  Leasing  Company,  Inc.  — 1-800-759-8880 

Free  delivery  to  your  home  or  office,  day  or  night. 

■ Bank  Services 

• MBNA  America  Bank  — 1-800-457-3714 

Offering  low  introductory  APR  on  balance  transfers  and  cash  advance 
checks.  Choose  the  TMA  designer  card  and  show  your  support  for  the 
TMA!  (Please  mention  priority  code  GLT4  when  you  call.) 

■ Car  Rental 

• Alamo  Rent-A-Car,  Inc.  — 1-800-354-2322 

With  Alamo's  great  rates,  you  get  everything  you  need  for  the  road  at  less 
than  you've  ever  expected.  (Request  rate  code  by  IDU93 1 28). 

u Collection  Services 

• I.C.  System  — 1-800-685-0595 

Offering  TMA  members  the  finest  account  receivable  management  services. 

■ Communication  Services 

Merritel  Communications  Group  LLC  — 1-800-828-1918 

Offering  long  distance  rates  of  9.5(  per  minute,  a calling  card,  personal 
800#'s,  and  pagers. 

■ Continuing  Education  Seminars 

• Call  1-800-659-1862 

Providing  TMA  members  with  practice  management  workshops. 

m Forms  and  Office  Supplies 

• American  Business  Forms,  Inc.  — 1-888-921-7283 

HCFA,  office/filing  supplies,  forms  & envelopes. ..guaranteeing  TMA 
members  the  lowest  prices  in  the  industry  by  utilizing  the  volume  of  group 
purchasing.  When  placing  an  order,  refer  to  Group  #835. 

■ Internet  Communications/Consulting  & 

MCO  Data  Access 

• Passport  Health  Communications  — 1-888-661-5657 

Offering  cost-effective,  easy  to  understand  internet  solutions  for  the 
health  care  industry. 

■ Magazine  Subscriptions 

• TMA  Magazine  Program  — 1-800-289-6247 

Lowest  rates  on  all  of  your  subscription  needs  — save  time  & money! 

■ Package  Delivery 

• Airborne  Express  — 1-800-MEMBERS  (800-636-2377) 

Members  save  up  to  43%. 

■ Payroll  Services 

• PAYCHEX,  Inc.  — 1-800-322-7292 

Provides  discounted  pricing,  payroll  and  tax  payment  services  for  your 
practice  at  a 15%  discount. 

■ Tax  Audit  Service 

• TaxResources,  Inc.  — 1-800-922-8348 

Providing  expert  representation  by  tax  audit  professionals. 
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COMPREHENSIVE  SENIOR  CARE 


GerAssist,  an  innovator  in  providing  comprehensive 
senior  care  services,  continues  to  grow  by  offering 
multiple  health  care  services.  Focusing  on  positive 
individual  outcomes,  GerAssist  utilizes  a 
combination  of  prevention  and  wellness  for 
consumers  who  demand  choices  to  maintain 
their  preferred  lifestyles. 


Assisted  Living  Community 
Adult  Day  Enrichment  Program 
Respite  Care 


615-377-1221 


Elderly  Services 

Quality  support  staffing  for  you  and  your  family 

•Murfreesboro  615-848-0114 
•Nashville  615-385-9620 


GerAssist 
Home  Care 
—Services- 

Locations  Near  You! 


* Columbia 

1-800-281-9177 

• Franklin 

1-800-262-9986 

• Hohenwald 

1-800-386-1512 

• Lawrenceburg 

1-800-542-8951 

• Lebanon 

1-800-642-9049 

• Linden 

1-800-799-7909 

• Murfreesboro 

1-800-239-3755 

• Nashville 

1-800-262-6161 

• Savannah 

1-800-269-6006 

• Selmer 

1-800-660-6067 

• Springfield 

1-800-262-6009 

• Waynesboro 

1-800-272-9410 

Physician  Directed 
Adult  Fitness  Centers 

615-373-9696 


COMPREHENSIVE  ASSESSMENT  & CARE  MANAGEMENT 


615-370-0444 


Enhancing  The  Qualify  of  Life.... One  Life  at  a Time 

Please  Call  today  for  more  information  about  our  many  services 
and/or  visit  our  website  - www.gerassist.com 


615-221-5200  • 1-800-262-6161 
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Another 

patient  record 
lost.  Money 
slipping  through 
your  fingers. 


SOLUTION: 

Medical  Ma 
Increase 


IS  YOUR  PRACTICE  IN  PEAK  CONDITION? 

Are  you  spending  more  time  documenting 
patient  care  than  giving  it?  Does  claims 
paperwork  clog  up  your  computer 
system?  Does  bureaucracy  keep  you 
from  focusing  on  what  you  do  best  - 
namely,  practice  medicine?  If  so,  then 
we  can  help. 


Business  Technology  Solutions,  Inc. 
specializes  in  helping  medical  offices 
use  technology  to  become  more 
efficient  and  profitable.  We  make  it 
easy  for  you  to  access,  process  and 
store  vast  amounts  of  information. 
Maintain  patient  records.  Track 
claims.  Connect  with  colleagues. 

And  use  the  Internet  for  research 
and  collaboration. 


BTS  provides  the  very  latest 
technologies  that  are  Y2K-ready  right 
out  of  the  box.  The  first  step  is  an 
analysis  of  your  current  system.  So  call 
us  today  and  schedule  a free  evaluation 
with  your  solution  provider  at  Business 
Technology  Solutions,  Inc.  We  can  help  get 
your  practice  into  peak  condition. 


BTS 

Solutions  Today  For  Tomorrow's  Challenges 

toll-free  i*877*g38*4072  phone  i*423*938*ogoi  fax  i»423»g47*4g22  web  www.btsonline.com 
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Turn  Osteoporosis 

into  a Growth 


Opportunity 


With  over  22  million  women 
at  risk  for  osteoporosis, 
bone  density  testing  can  mean 
a great  deal  to  your  patients 
and  your  practice. 


Growth  for  your  patients  Today’s  treatment  options  can  halt,  and  even  reverse, 
bone  density  loss.  Early  diagnosis  and  ongoing  monitoring  are  essential. 

Yet  today,  three  out  of  four  postmenopausal  women  affected  remain  undiagnosed. 
Bone  densitometry  enhances  your  ability  to  detect  early  bone  loss  and  monitor 
therapeutic  effectiveness.  And  it’s  been  proven  that  women  who  have  follow-up 
bone  density  tests  are  three  times  more  likely  to  comply  with  therapy.* 

Growth  for  your  practice  Congress  mandated  Medicare  reimbursement  for  bone 
densitometry  in  July.  And  virtually  every  private  insurer  also  provides  coverage. 
Bone  densitometry  can  prove  a beneficial  way  to  expand  the  services  you 
provide  for  patients  and  referring  physicians. 


Grow  with  Hologic  Hologic  offers  a full  range  of  bone  densitometry  systems, 
comprehensive  training,  patient  education,  support,  flexible  financing 
options  and  extensive  referral  marketing  programs  to  help  build  your  bone 
densitometry  practice. 


Get  growing.  Call  800-486-4656,  or 
visit  us  on  the  web  at  www.hologic.com. 


‘Silverman  SL,  et  al.  Effect  of  bone  density  information 
on  decisions  about  hormone  replacement  therapy: 
a randomized  trial,  Obstet  Gynecol.  1997:89(3)  321-325 

©1998  Hologic,  Inc.  All  rights  reserved 
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Alamo* 


Alamo  features  fine  General  Motors  cars  like  the  Pontiac  Grand  Am. 


At  Alamof  we  want  to  make  renting 
our  care  a fun  part  of  your  travele.  Get 
year-round  diecounte,  frequent  flyer 
rewarde,  and  unlimited  mileage  when  you 
rent  with  Alamo  on  your  next  trip.  Flue, 
we’ll  even  waive  our  fee  for  additional 
drivere.  Alamo  delivere  the  diecounte 
you  want  and  the  Drive  Happy5M 
experience  you  deeervei  Call  ue  today 
at  i-800-354-2522. 


one 


• Just  reserve  a compact 
through  a fullsize  4-door  car 
in  the  United  States  and 
Canada,  or  a Group  5 through 
F car  in  Europe  and  Mexico. 

• Valid  on  rentals  of  at  least 
four  days. 

• Valid  through  12/15/99. 


For  reservations,  contact  your  travel  agent  or  call  Alamo®  at 

\-Z  00-^4-1311 

Access  US  3iKs 

vw?r 


t>e  sure  to  request 

I.D.  Number  576260 
Rate  Code  BY 
Coupon  Code  FY3B 

at  time  of  reservation. 


^>v<.ve 


Alamo' 


Travel  Agents  GDS:/ID-XA576260  XRBY  /SI-C-FY3B 


One  certificate  per  Alamo  rental  and  void  once  redeemed.  • Original  certificate  must  be  presented  at  counter 
upon  arrival.  • Free  day  is  pro-rated  against  basic  rate  of  entire  rental  period,  which  does  not  include  taxes 
(including  VLF  taxes  up  to  $1.89  per  day  in  California  and  GST/VAT),  governmenfally-authorized  or  imposed 
surcharges/fees,  license  recoupment  fee,  or  other  optional  items.  • Offer  is  subject  to  standard  rental  conditions. 

• Subject  to  availability  and  good  only  at  participating  Alamo  locations.  • Blackout  dates  may  apply. 1 

with  any  other  discount  or  promotional  rate. 


©1995,  Alamo  Rent-A-Car,  Inc. 
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A Year  In  Review 
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The  past  year  will  be  remembered  for  a number  of  happenings  — more  for  what  happened  on 
the  national  political  scene,  what  is  going  on  in  your  computer,  and  other  issues  outside  of 
the  medical  profession  than  from  our  own  doings.  Within  our  industry  — nationally  and  within 
our  own  state  — this  time  period  was  underscored  with  a number  of  measurable  events  that  will 
continue  to  shape  our  profession  long  into  the  next  century. 

After  six  years  of  operation  and  a renewal  of  a federal  waiver  the  TennCare  program  and  the  state  Legislature  finally 
agreed  to  conduct  an  outside  actuarial  study  of  the  program.  The  findings  of  the  TennCare  Price  Waterhouse 
Coopers  Actuarial  Study  come  as  no  shock  to  many.  Physicians  on  average  were  being  reimbursed  for  only  one-third 
of  the  cost  of  care  provided  to  TennCare  patients.  TMA  expects  the  actuarial  study  to  become  an  instrument  for 
significant  change  within  the  TennCare  system. 

The  Health  Care  Financing  Administration  and  regional  Medicare  carriers  attempted  to  redefine  and  narrow  the 
practice  of  consultations  and  associated  billings.  Upon  learning  of  their  intended  course , TMA  challenged  the 
decision  and  proceeded  to  work  with  local  and  national  officials  with  the  assistance  of  the  American  Medical 
Association  to  rectify  the  issue  and  protect  all  physicians  providing  consult  sendees  nationally.  A victory  in  the  battle 
to  maintain  fair  reimbursement  rates. 

Many  years  ago,  TMA  and  the  medical  industry 1 began  its  campaign  to  erase  the  evils  of  tobacco  use  and  the  ill  effects 
on  society,  but  it  took  a simple  lawsuit  in  Mississippi  to  really  rock  the  process.  TMA  called  for  Tennessee  to  enter  the 
lawsuits  against  the  tobacco  industry  last  year,  and  even  though  our  state  officials  chose  not  to  file,  Tennessee  stands 
to  receive  almost  $4.8  billion  over  the  next  20  years.  Our  mission  as  representatives  of  the  medical  profession  in  our 
state  is  to  strengthen  laws  prohibiting  the  sale  of  tobacco  to  minors;  provide  preventive  education  of  the  dangers  of 
smoking,  particularly  among  the  nation  s youth;  increase  smoking  cessation  education;  and  pay  for  direct  medical 
costs  of  Tennesseans  suffering  from  tobacco-related  diseases. 

Outside  elements  continue  to  tear  at  the  veiy  fabric  of  our  health  care  profession  — the  patient! physician  relationship 
and  the  mutual  trust  and  respect.  In  Februaiy  1999,  we  witnessed  a first  of  its  kind  (but  most  certainly  not  the  last) 
government! public  campaign  to  turn  our  senior  patients  into  health  care  fraud  sleuths.  US  Health  and  Human 
Services  and  the  American  Association  of  Retired  Persons  launched  a campaign  called  “ Who  Pays?  You  Pay" , a 
campaign  providing  classes  and  materials  to  Medicare  patients  plus  encouragement  to  personally  seek  out  and  report 
fraudulent  health  care  practices.  The  TMA,  AM  A and  other  medical  societies  protested  that  the  campaign  fostered  an 
adversarial  approach,  pitting  patients  against  their  doctors. 

In  spite  of  all  that  seeks  to  destroy  the  essentials  of  the  profession  of  medicine,  physicians  in  Tennessee  have  not 
forgotten  that  the  reason  for  our  vocation  is  the  patients.  In  all  the  TMA's  efforts  on  behalf  of  its  members  and  the 
profession  as  a whole,  the  patient  remains  in  the  center  of  all  our  plans  ...  as  it  should  be. 


/ho. 

David  G.  Gerkin  M.D. 
TMA  President  1998-99 


Clark  E.  Julius  M.D. 

Chairman,  TMA  Board  of  Trustees  1998-99 
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Advocacy 


Taking  care  of  business  on  behalf  of  its  membership.  That’s  the  main  purpose  of  the 

Tennessee  Medical  Association.  TMA  officials  worked  hard  in  1998  to  represent  you  and 
your  patients  on  Capitol  Hill  and  in  the  marketplace. 

Association  lobbyists  fought  to  improve  the  quality  of  health  care,  supporting  bills  that  endorsed 
patient  advocacy  and  the  health  care  consumer’s  right-to-know,  granted  immunity  for  trained 
individuals  using  automatic  external  defibrillators  and  required  hospitals  and  emergency  rooms 
to  provide  emergency  medical  services  training  and  equipment  for  children. 

In  the  health  care  marketplace,  TMA  launched  a new  initiative  to  help  its  members  cope  with 
managed  care  and  continued  work  to  streamline  and  centralize  credentialing  for  physician 
members  across  the  state. 


Prompt  pay 


Work  continues  to  iron 
out  details  of  the 
“Prompt  Pay”  or  “Fair 
Claims  Payment”  bill. 
TMA  is  partnering  with 
other  health  care 

S provider  groups  such  as 
the  Hospital  Alliance  of 
Tennessee,  Tennessee 
Pharmacists  Association, 
and  the  Tennessee  Dental 
Association  to  set  rules 

forcing  health  insurers  to  process  and  pay  claims  on 
time,  or  face  interest  penalties.  The  measure  seeks 
to  halt  the  insurance  industry’s  increasing  practice 
of  denying  or  delaying  provider  payments  and  using 
the  “float”  to  run  up  their  profits.  The  bill  also  sets 
up  a new  mechanism  for  investigating  complaints 
from  physicians  about  delayed  reimbursements.  It’s 
scheduled  to  take  effect  on  July  1,  1999  if  adopted. 


Managed  Care  Initiative 

TMA  saw  a need  to  focus  more  time  and  attention 
on  managed  care  and  to  better  represent  its  members 
on  the  subject.  With  a January  vote  by  the  Board  of 
Trustees,  funds  previously  spent  on  sponsoring  UT 
football  game  broadcasts  were  re-routed  to  the 
development  of  this  major  new  initiative  that 
includes  programs  and  concepts  to  help  physicians 
cope  with  the  managed  care  environment.  The  plan 
includes  research, 
in-person 
meetings  with 
various  insurance 
companies,  and 
special 

communications 
to  regulatory 
agencies,  the 
membership,  the 
general  public, 
and  corporate 
benefits 

managers.  This  is 
the  area  in  which 

TMA  can  make  the  most  impact  and  receive  the 
highest  visibility  among  members  and  non-members. 
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Medical  Societies 


US  Attorneys  Fraud 
Working  Group 

TMA  members  were  fortified  with  another  weapon 
against  health  care  fraud  and  abuse  with  a special 
conference  in  Memphis  in  August  1998.  Hosted  by 
the  US  Attorney’s  Working  Group  on  Health  Care 
Fraud,  the  three-day  meeting  featured  speakers 
from  the  US  Attorney’s  office,  expert  physicians 
and  HCFA  officials  talking  about  legal  updates, 
anti-fraud  strategies,  and  the  impact  of  specific 
types  of  fraud  on  physicians. 


Profiling 


A product  of  the  1998  Health  Care  Consumer 
Right-To-Know  Act,  Internet  profiling  for  licensed 
health  care  professionals  is  already  in  the  works. 
Once  completed,  consumers  can  use  the  Internet  or 
a toll-free  number  to  access  information  about  a 
doctor’s  educational  background  and  training, 
professional  achievements,  insurance  and 
TennCare  information,  as  well  as  disciplinary 
actions,  lawsuits,  and  malpractice  judgments.  TMA 
helped  to  draft  the  measure  and  supports  the 
public’s  right  to  know,  but  is  also  working  to  make 
sure  its  members  are  treated  fairly  in  the  profiling 
process  and  that  information  contained  is  accurate. 


TPQVO 


“Taking  the  hassle  out  of  credentialing.”  With  that 
slogan,  the  Tennessee  Physicians’  Quality 

Verification  Organization 
kicked  off  July  1,  1998  with 
the  purchase  of  the 
Knoxville  Academy  of 
Medicine’s  Central 
Verification  Service  (CVS) 
and  the  acquisition  of  the 
Chattanooga/Hamilton 
County  Medical  Society’s 
CVS  a month  later.  Since 
then,  an  audit  and 


software  conversion  laid 
the  groundwork  for 
eventual  certification  by 
the  National  Committee 
on  Quality  Assurance 
(NCQA).  The  TPQVO 
is  working  to  expand 
its  single  source 
credentials  verification 
service  statewide 
through  sponsorship  of  a 
Tennessee  Credentialing  Forum  and  the 
development  of  a standard  credentialing 
application  form. 
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Your  Voice 


l\/l  ore  t^ian  6.800  physicians  now  contribute 
to  the  collective  voice  of  the  Tennessee 
Medical  Association.  In  1998. 

TMA  used  several  vehicles  to 
strengthen  that  voice  and  make 
it  heard  on  issues  that  affect 
your  practice  and  the  continued 
well-being  of  every  Tennessean. 

■ Active  participation  in 
legal  and  governmental 
matters  that  affect  you 
and  your  patients; 

■ surveys  to  determine 
your  opinions  on  those 
matters  and  relay  those 
feelings  back  to  the 
rulemakers; 

■ press  releases  and 
media  interviews  to  share  your  activities 
and  concerns  with  the  rest  of  the  state; 

internal  communications  that  keep  you  in 
touch  with  the  latest  developments  and 
with  each  other. 

All  of  these  are  utilized  effectively  on  your  behalf, 
giving  you  a voice  in  the  most  important  issues  of 
the  day. 

TennCare  Actuarial  Soundness 

TMA  persevered  with  efforts  to  reform  TennCare. 
The  Association  supported  a 1998  bill  that  would 
require  the  Tennessee  Legislature  to  retain  services 
of  an  independent  actuarial  firm  to  audit  TennCare 
and  ensure  the  system  was  financially  sound. 
Following  a House  of  Delegates  resolution  to  assist 
lawmakers  in  conducting  the  survey,  TMA 


provided  actuarial  data  to  the  independent  firm  of 
Price  Waterhouse  Coopers  LLM.  The  firm  issued 
its  report  to  the  Legislature  on 
March  15;  at  the  same  hearing, 
TMA  testified  that  physicians  on 
average  were  only  receiving  34 
cents  for  every  reimbursement 
claims  dollar  filed. 

A subsequent  House  of  Delegates 
report  requests  that  all  TennCare 
physicians  participate  to  iron  out 
some  of  the  difficulties  in  this 
system  which  provides  care  to 
indigent  and  uninsurable  patients. 

Governor’s  Tax 
Proposal 

After  officially  announcing  its 
opposition  to  Governor  Don 
Sundquist’s  tax  plan  as  introduced  in  the  State  of 
the  State  address,  the  TMA  conducted  a 
membership  survey  to  gauge  how  physicians 
would  react  to  the  tax  plan  and  any  possible 
alternatives.  The  “fair  business  tax”  constituted 
double  jeopardy  — forcing  physicians  to  continue 
providing  care  for  the  impoverished  TennCare 
program  while  taxing  them  to  do  so.  Outgoing 
TMA  President  David  G.  Gerkin,  MD  said  in 
March  that  the  TMA  is  ready  to  help  find  a 
solution  to  Tennessee’s  budget  shortfall,  but  is 
“opposed  to  any  tax  that  burdens  physicians’ 
ability  to  deliver  high-quality  medical  care  to  all 
Tennesseeans.”  The  TMA  staff  and  Board  of 
Trustees  are  hard  at  work  addressing  this  issue  and 
attempting  to  influence  the  outcome. 
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Young  Physician  Section/ 
Medical  Student  Efforts  - 


Specialty  Representation 
in  House  of  Delegates 

TMA  has  acknowledged  it  needs  the  extra  strength 
and  vision  that  could  come  from  medical  and 
surgical  specialty  societies.  At  its  July  meeting,  the 
TMA  Board  of  Trustees  appointed  a nine-member 
task  force  to  address  the  issue  of  adding  medical 
specialty  representation  in  the  TMA  House  of 
Delegates.  A subsequent  resolution  was  approved 
by  the  House  of  Delegates  for  implementation 
in  2000. 

TRN  Hometown 
News/Audio  News  Releases  - 


The  voice  of  young  physicians  and  doctor-to-be 
is  growing  stronger  within  the  halls  of  organized 
medicine  in  Tennessee.  The  TMA  is  working  with 
the  leadership  of  YPS  to  strengthen  that  voice  and 
representation.  Each  component  medical  society 
has  been  asked  to  provide  the  name  of  one  young 
physician  who  will  serve  as  the  liaison  between  the 
TMA-YPS  and  the  local  society.  In  the  Fall  of 
1999,  all  entering  medical  students  will  receive  a 
medical  school  “survival  backpack”  from  the 
TMA  Medical  Student  Section  to  promote 
awareness  and  membership. 


Tennesseeans  in  nearly  every  county  were  treated 
to  the  TMA  Health  Minute,  broadcast  in  1998  on 
the  Tennessee  Radio  Network 
■IB  pp  Rj  (TRN)  to  an  estimated 

784,800  listeners  each  week. 
BRfc  R J The  TMA  received  bonus 
I R|  airtime  on  other  syndicated 

shows  carried  by  the  network. 
TMA  issues  and  members  are 
also  frequently  featured  on  TRN's  statewide 
newscasts. 

Additional  exposure  was  gained  by  issuing  audio 
news  releases.  Topics  included  the  TMA’s 
TennCare  Troubleshooting  Guide,  TMA  support 
for  the  Patient  Bill  of  Rights  in  Congress,  and  the 
Association’s  push  to  change  regulations  on  pain 
management.  The  releases  were  offered  to  over 
150  radio  stations  throughout  Tennessee  with  an 
average  clearance  of  83.75%,  reaching  a total 
estimated  audience  of  3.84  million  listeners. 
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Education 


Continuing  education  is  the  life  and  death  of  the  medical  world,  and  TMA  is  committed 
to  facilitating  the  professional  and  personal  growth  of  its  members  through  networking, 
seminars,  campaigns,  case  studies,  and  helpful  resources. 

Whether  it’s  keeping  you  abreast  of  regulation  changes  that  affect  the  kind  of  care  you  can 
deliver,  or  informing  you  of  new  techniques  or  technology  that  can  improve  that  care  ...  TMA 
is  devoted  to  its  educational  mission. 


Y2K 


Tennessee 

Medicine 


A recent  Senate  Committee  reported  that  the  health 
care  industry  was  the  least  prepared  for  issues 
surrounding  the  Year  2000  and  the  so-called 

“millennium  bug.” 
TMA  has  been 
equipping  its 
membership  for  Y2K 
computer  mishaps. 
Articles  devoted  to 
Y2K  preparation 
appeared  in  the 
October  1 998  and 
March  1999  issues 
of  The  Chart.  The 
TMA  also  devoted 
the  May  issue  of 
Tennessee 
Medicine  to  the 
problem,  offering  a comprehensive  look  at 
Y2K's  impact  on  the  medical  community  and  a 
valuable  reference  guide  on  how  to  meet  the 
challenge  head-on  from  a business,  clinical  and 
personal  perspective. 


TennCare/Private  Insurance 
Troubleshooting  Guides  - 

TMA's  TennCare  and  Private  Insurance 
Troubleshooting  Guides  have  been  revised.  TMA’s 
Legal  Department  worked  hand-in-hand  with  the 


US  Attorney’s  office  in  West  Tennessee,  as  well  as 
state  and  federal  agencies  and  various  TennCare 
and  private  managed  care  and  behavioral  health 
organizations,  to  develop  guidelines  on  making  the 
system  work  for  you  and  your  patients.  Now  these 
valuable  resources  have  been  updated  with  the 
latest  “how-to”  instructions  on  getting  care  for  your 
patients  and  payment  for  your  services. 

Fraud  Defense  Manual 

TMA  members  will  soon  have  somewhere  to  turn 
when  fighting  allegations  of  medical  fraud  and 
abuse.  The  Fraud  and  Abuse  Defense  Manual  is  a 
joint  effort  between  the  TMA  and  the  Tennessee 
Bar  Association. 


Leadership  Summit 


me 


Continuing  education  for  leaders  of  medical 
societies  was  the  emphasis  at  the  1999  TMA 
Leadership  Summit,  held  in  January  in  Nashville. 
Leaders  heard  from  AP 
president  E.  Ratcliffe . 

Court  Justice  Janice  Hole 
other  topics  such  as  conf 
avoiding  fraud  and  abusi 
strengthening  your 

but  not  hurt  by  bad  weather  (and  a fire  drill!),  the 
two-day  conference  ge^ra^J  rMd  MndJncJ" 
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Seminars 


Internet  Survey 


TMA's  commitment  to  preparing  members  for 
business-as-usual  and  the  unusual  included 
seminars  and  workshops  on  various  helpful  topics 
throughout  the  year. 


How  are  doctors  using  the  Internet?  And 
how  many?  TMA  co-sponsored  a survey 
with  Passport  Health  Communications  to 
answer  those  questions  and  found  that 


Insurance  Coding 

Included  information  on  updating 
CPT  code  revisions,  understanding  definitions, 
using  manuals  more  effectively,  and  even  offered 
free  coding  advice. 

Grassroots  Workshop 

Designed  to  teach  medical  political  activists  how 
to  become  more  proactive,  and  influential, 
through  networking,  effective  phone  work  and 
personal  contacts.  Members  of  IMPACT,  TMA, 
and  the  TMAA  were  the  focus  of  this  workshop. 


57%  of  physicians’  offices 
have  Internet  access 

■ 13%  of  those  without  Internet 
capability  planned  to  install 
access  in  1999 

■ Physicians’  Internet  time  — 
23%  personal  use,  1 8%  general 
office  use,  17%  e-mail,  15% 
professional  education,  15% 
clinical  use,  12%  patient 
education. 


Other  Workshops 


Physicians*  Internet  Time 


15%  professional 
education 


18%  general 
office  use 


12%  patient 
education 


15%  clinical 
use 


TMA  members  were  guided  through  various 
other  helpful  topics  in  workshops  dealing  with 
fraud  investigation,  policy  and  procedures, 
insurance  claims,  and  E&M 
Guidelines. 


23%  personal 
use 
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Professional  and  Public  Relations 

m 

\X/  hat  goes  on  inside  the  medical  world  is  often  confusing  and  hard  to  interpret  from 
* * the  outside.  Through  its  long-range  communications  plan,  the  TMA  strives  daily  to 
tell  medicine’s  story  to  the  outside  world. 

Joining  with  other  like-minded  associations,  TMA  works  to  benefit  its  membership  and 
patients  through  helpful  programs  or  initiatives.  Professional  relationships  make  the  TMA 
even  stronger  and  together,  with  our  various  alliance  partners,  we  empower  each  association 
to  accomplish  mutual  goals. 


Pain  Management 

Teamwork  by  TMA  and 
the  American  Cancer 
Society  (ACS)  led  to  the 
adoption  of  new  pain 
management  guidelines 
by  the  Tennessee  Board 
of  Medical  Examiners 
(BME).  Modeled  after  a 
similar  regulation  in  Texas, 
the  updated  regulations 
would  allow  doctors  to  be 
more  aggressive  in  treating 
patient’s  intractable  pain  without 
fear  of  repercussions.  TMA  and  ACS 
officials  assured  the  BME  that  the  regulation 
would  not  only  help  patients  and  protect  doctors, 
but  would  give  the  Board  increased  authority  to 
stop  overprescribing,  a key  concern  in  managing 
patients  with  incurable  suffering.  TMA  issued  a 
press  release  announcing  the  new  agreement, 
featured  the  issue  in  radio  stories,  and  in  Tennessee 
Medicine. 

Tobacco  Settlement 

TMA  was  in  high  profile  before,  during,  and  after 
the  tobacco  industry’s  fight  with  states  seeking 
financial  help  to  cope  with  the  damages  of  tobacco. 
Tennessee  physicians  petitioned  our  state  in  1996  to 


join  the  legal  action  and  use  settlement  monies  to 
help  stabilize  TennCare.  The  TMA  later  urged 
state  officials  to  use  the  resulting  $4.8 
billion  share  to  fund  treatment  for 
patients  with  tobacco-related  illness, 
and  to  set  up  programs  to  help  people 
stop  smoking  and  discourage  future 
generations  from  starting.  Beyond  those 
dollars,  TMA  officials  have  stated 
publicly  that  there  is  still  much  work  to 
do  to  combat  the  harm  caused  by 
tobacco  products.  TMA  is  part  of  a 
coalition  seeking  proper  use  for  the 
tobacco  funds. 

Rapid  Communications 

Deployment  of  new  technology  allows  the  TMA  to 
communicate  with  its  members  quickly  and 
efficiently.  Through  Xpedite,  the  nation’s  largest 
broadcast  faxing  and  e-mail  company,  TMA 
accesses  17,000  outgoing  lines  to  send  blast-faxes 
and  e-mail  information  to  all  members  with  fax  and 
e-mail  capabilities  — currently  there  are  2,100 
office  fax  lines  and  1 ,400  e-mail  addresses  in  the 
TMA  membership  database.  TMA’s  Web  site, 

MED  WIRE,  also  offers  the  latest  news  affecting  the 
medical  community  as  well  as  valuable  links  to 
AMA  and  other  important  organizations  on-line 
(www.medwire.org). 
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In  1999,  the  TMA  is  working  harder  to  raise 
its  profile  in  the  media  and  Tennessee 
Medicine  is  at  the  center  of  those  efforts. 

Four  times  a year,  select  issues  of  the 
monthly  magazine  are  chosen  and  their 
feature  articles  promoted  in  advance  to  news 
organizations  — complete  with  local  TMA 
spokespersons  for  media  interviews.  The  goal 
is  to  build  support  and  foster  goodwill  for  our 
issues,  our  members,  our  magazine,  and  most 
of  all  the  Tennessee  Medical  Association. 

The  TMA  has  received  positive  exposure  in 
February  for  its  efforts  to  promote  the  issue 
of  “Pain  Management  and  End  of  Life  Care.” 

Tennessee  Medicine  is  in  a good  position  this 
year.  Sales  for  1998  were  up  nearly  9%; 
production  costs  were  down  17%;  new  talent 
has  been  added  to  our  stable  of  writers  and 
efforts  continue  to  increase  article 
submissions  by  TMA  members. 


Did  you  know.,. 


Ten  years  ago,  you  were  my 
“patient."  Today,  you  are  a 
“customer.”  Or  at  least  that’s  what 
the  health  care  industry  would 
have  us  believe. 

I want  to  be  your  “physician,"  not 
your  "health  care  provider.” 

I trained  for  years  to  serve  you  and 
take  care  of  you  in  sickness  and  in 
health. 

Together,  we  can  remind  the 
health  care  industry  that  we’re  real 
people  - physicians  and  patients  - 
not  "providers”  and  "consumers.” 
And  that  your  health,  not  the 
bottom  line,  comes  first! 


Talk  with  your  doctor. 


Dm out 


TMGMA  Working 
relationship 


TMA  is  now  a corporate 
sponsor  of  the  Tennessee 
Medical  Group 
Management  Association. 
Through  reciprocal 
relationships  on 
committees  and  boards, 
the  TMA  expects  to 
learn  much  that  will 
benefit  its  members  as 
well  as  open  doors  of 
communication  to 
non-member 
physicians.  The 


connection  with  TMGMA  could  also  help 
identify  and  target  large  medical  groups  for 
TMA  membership. 


Memphis  Poster  Project 

The  TMA  worked  hand-in-hand  with  the  Memphis 
& Shelby  County  Medical  Society  on  a series  of 
patient  awareness  posters.  TMA  developed  the 
master  page;  MSCMS  printed  special  messages 
and  inserted  the  posters  into  its  quarterly  magazine. 
Poster  topics  included  “The  Importance  of  Flu 
Shots,”  “Call  me  Doctor,  not  Provider,”  and 
“Denial  of  Payment  is  a Denial  of  Care.” 
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Membership 


The  TMA  continues  its  quest  to  grow  and  maintain  a presence  on  behalf  of  physicians 
across  Tennessee.  But  the  strategy  is  changing.  The  Association  is  no  longer  basing 
membership  recruitment  on  the  old  adage  of  “what  we  can  do  for  you.”  Instead,  it  is 
aggressively  demonstrating  that  physicians  must  have  unity  and  direction  in  the  fight  to  control 
the  quality  of  patient  care  and  the  future  of  the  medical  community. 

TMA  staff  worked  with  the  American  Medical  Association  and  local  medical  societies  on 
campaigns  to  increase  the  strength  of  organized 
medicine  at  each  level.  Membership  recruitment 
continues  to  grow  through  the  President's 


Challenge  and  special  outreach  efforts  to 
women,  minorities,  young  physicians,  and 
students. 

Special  incentives  are  also  being  considered  to 
bolster  physician  participation,  such  as 
discounts  for  multiple-year  membership,  while 
work  continues  to  streamline  and  simplify  the 
membership  process  through  the  acceptance  of 
dues  paid  by  credit  card. 


Campaign  to 
Increase 

AMA  Membership 


AMA  MEMBERS 
FROM  TENNESSEE 


1998 

1997 

TMA  Members 

4432 

4657 

TMA  Direct  Members 

376 

155 

Total  AMA  State  Members 

4808 

4812 

Non-AMA  State  Members 

2303 

1634 

STATE  TOTAL 

71  1 1 

6446 

67.8%  of  TMA  Members  are  AMA  Members 

’!,£  I 


While  TMA  membership  has 
not  declined,  fewer  Tennessee 
physicians  belong  to  the 
American  Medical 
Association.  The  TMA  has 
pledged  to  work  with  AMA 
leadership  on  each  of  its 
recruitment/retention 

programs  to  boost  affiliation  with  the  national 
medical  organization. 

President’s  Challenge 

The  President’s  Challenge  continues  and  expands. 
After  welcoming  more  than  350  new  members  in  its 


first  year,  1998  Volunteer  Physician  Recruiters 
(VPR)  have  been  joined  by  additional  VPRs  in  the 
1999  leg  of  this  member-get-a-member  campaign. 
Each  new  member  is  welcomed  aboard  with  a new 
membership  packet,  certificate  of  membership  and  a 
letter  from  the  president. 
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Credit  Card  Acceptance 

The  ease  and  convenience  of  credit 
cards  has  been  recognized  by  many  state 
medical  societies,  but  most  do  not 
heavily  promote  that  feature  of  their 
membership  dues  programs.  The  TMA 
will  partner  with  local  medical  societies, 
preferably  in  a metropolitan  area,  to 
conduct  a pilot  project  allowing 
physicians  to  pay  their  local,  TMA,  and 
AMA  dues  with  credit 
cards.  The  pilot  project 
will  gauge  the  probable 
use  of  credit  cards, 
related  costs,  benefits 
to  members,  and  any 
obstacles  to  avoid. 


7000 

6700 

6600 

6500 

6000 

5250 

5200 

5150 

5100 

5000 


Dues  Paying  Members 


Total  TMA  Members 


Financial  Incentives 
to  Local  Medical  Societies 

A dues  rebate  plan  has  been  designed  to  amplify 
the  emphasis  on  recruitment  and  retention  of 
medical  society  members  at  the  local  level. 
Rebates  will  be  based  on  both  new  members 
and  net  growth.  This  project  targets  physicians 
who  have  been  in  a Tennessee  practice  for  more 
than  three  years  but  have  yet  to  join  organized 
medicine  through  the  natural  membership 
processes. 


5078  5121  5085  5088  5217  5247 

6542  6598  6756  6551  6683  6809 

Considered 
Group  Incentives 

Ideas  to  raise  membership  sparked  several 
discussions  about  offering  incentives  to  large  groups 
of  physicians  with  lower  membership  percentages. 
The  TMA  Membership  Committee  was  working 
with  the  AMA  to  develop  pilot  projects  for  1999, 
when  a moratorium  was  placed  on  new  projects. 

Both  groups  are  still  working  together,  and  with 
possible  assistance  from  the  Tennessee  Medical 
Group  Management  Association  will  identify  large 
medical  group  practices  across  Tennessee,  and 
evaluate  the  market  potential  for  various  proposals. 


TMA  MEMBERSHIP  REPORT 

As  of  December  31,1 998 


MEMBERS 

1998 

1997 

1996 

1995 

1994 

1993 

Dues  Paying  Active  Members 

5247 

5217 

5088 

5085 

5121 

5078 

Dues  Paying  Resident 

62 

59 

57 

85 

77 

71 

Dues  Exempt  Members 

1500 

1407 

1406 

1586 

1400 

1393 

Veteran  Members 

878 

839 

868 

636 

599 

506 

Military,  Disabled,  Retired 

102 

236 

243 

400 

372 

446 

Student  Members 

395 

332 

295 

550 

429 

441 

TOTAL 

6809 

6683 

6551 

6756 

6598 

6542 

DEATHS 

56 

67 

61 

33 

62 

49 
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Financial  Report 


A balanced  budget  had  been  projected  for  1998  with  revenues  and  expenditures  projected 
at  $3,029,000.  Actual  revenue  was  $3,082,177  and  actual  expenses  were  $3,076,181, 
leaving  $5,996  in  excess  revenue. 

TMA’s  financial  investments  may  see  some  growth  in  the  coming  years.  In  1997,  the  House 
of  Delegates  adopted  Bylaw  Amendment  No.  2-97,  giving  the  TMA  more  flexibility  to  make 
needed  changes  in  its  investment  policy.  In  accordance  with  that  Bylaw,  the  Finance 
Committee  and  the  Board  of  Trustees  want  to  improve  the  return  on  investments  while 
maintaining  a balance  of  low-risk  investments.  The  TMA  Board  engaged  the  services  of 
Aldebaran  Financial  Inc.  Mr.  Donald  R.  Raber,  president  of  Aldebaran  Financial,  worked 
with  the  Finance  Committee  to  develop  specific  objectives  and  guidelines  for  the  TMA’s 
investment  policy.  Those  were  approved  by  the  Board  of  Trustees  and  will  guide  the 
Association  in  meeting  its  financial  objectives. 

It  has  been  necessary  to  utilize  interest  income  to  help  fund  operations  in  the  past,  including 
the  current  budget.  However,  the  Finance  Committee  has  agreed  it  will  work  with  the  chief 
executive  officer  to  avoid  this  in  the  year  2000  budget. 


ANNUAL  MEETING 
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SCHEDULE  OF  REVENUE  AND  BUDGETED  EXPENDITURE  COMPARISON 

For  the  Year  Ended  December  31,  1998 


Over(Under) 

ACTUAL  BUDGET  BUDGET 


REVENUE 

Membership  dues 

$ 1 ,984, 1 1 1 

$ 2,045,000 

$ (60,889) 

Annual  meeting 

30,880 

37,000 

(6,120) 

Journal 

89,267 

86,000 

3,267 

Investment  income 

120,874 

75,000 

45,874 

Information  system  user  fees 

49, 1 00 

40,000 

9,100 

Subsidiary  administration 

143,304 

95,000 

48,304 

Specialty  society  administration 

88,637 

50,000 

38,637 

TMA  Phy.  Services,  Inc.  Dividends 

75,000 

1 00,000 

(25,000) 

Rental  income 

129,884 

1 20,000 

9,884 

Licensing  fee  income 

325,000 

325,000 

0 

Fraud  and  abuse  seminar 

1,285 

0 

1,285 

Other 

44.836 

56.000 

Ml . 1 64} 

Total  Revenue 

3.082.178 

3.029.000 

53.178 

EXPENDITURES 

General  Administrative 

1,179,063 

1,192,400 

(13,337) 

Administrative  support  & services 

73,525 

53,000 

20,525 

Travel 

61,894 

56,000 

5,894 

Officers  and  members 

1 20,5 1 3 

124,500 

(3,987) 

Impaired  Physician  Program 

149,955 

1 50,000 

(45) 

Committees 

44,357 

37,500 

6,857 

Legislative  committee 

101,288 

83,500 

1 7,788 

Continuing  medical  education 

8,583 

13,800 

(5,217) 

Annual  meeting 

43,339 

54,000 

(10,661) 

Taxes 

103,778 

1 04,000 

(222) 

Headquarters 

1 10,703 

89,000 

21,703 

Journal 

1 72,942 

177,750 

(4,808) 

Capital  expenditures 

2,271 

1 8,000 

(15,729) 

Student  education  fund 

124,963 

1 24,000 

963 

Specialty  society  administration 

76,995 

74,200 

2,795 

Other  organizations 

25,552 

30,000 

(4,448) 

Care  program 

171,106 

178,925 

(7,819) 

Information  systems 

175,720 

137,800 

37,920 

TPCVO  - LLC 

325,000 

325,000 

0 

Contingencies 

4.987 

5.625 

(638) 

TOTAL  EXPENDITURES 

3.076.534 

3.029.000 

47.534 

EXCESS  OF  REVENUE  OVER 

BUDGETED  EXPENDITURES 

$ 5.644 

$ 0 

$ 5.644 
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Tennessee  Medical 
Education  Fund 

1998  saw  the  largest  award  of  TMEF  loans  and 
scholarships  in  the  Fund's  35-year  history.  As  of 
June  1998,  $254,406  had  been  awarded  to  27 

Tennessee 
medical 
school 
students;  in 
addition, 
eight 
students 
received 
$38,000  in 
memorial 

scholarships  honoring  Dr.  John  H.  and  Marjorie 
Burkhart,  and  William  V.  Wallace.  TMEF  also 
awarded  its  first  $2,500  F.  Hadley  Williams,  Jr. 
Memorial  $cholarship  last  summer.  The  Fund’s 
Board  of  Directors  issued  its  first  Summer 
Scholarship  Challenge  and  raised  $13,245 
additional  dollars  so  that  more  scholarships  can  be 
awarded  each  year. 

TMEF  continues  to  “make  the  grade”  with  its 
financial  aid  to  medical  students.  Dual  surveys 
were  sent  to  loan  holders  and  scholarship  winners, 
one  of  them  conducted  by  Educational  Services  of 
the  South,  Inc.  (edsouth),  in  Knoxville,  a nonprofit 
organization  contracted  to  handle  the  loan 
portfolio.  Both  came  back  with  excellent  ratings  on 
the  quality  of  service,  timeliness  of  payment,  and 
request  processing.  Most  of  the  suggested 
improvements  focused  on  increasing  awareness 
and  the  size  of  the  Fund  so  more  students  could 
benefit  from  the  program. 
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TMA  Alliance 

The  primary  support  organization  of  the  TMA 
stands  at  1 ,800  members  and  growing.  The  TMAA 
welcomed  two  new  county  alliances  this  year, 
Bedford  County  Medical  Alliance  and  Sevier 
County  Medical  Alliance.  With  those  additions, 
TMAA  now  has  23  chapters  statewide.  During  its 
annual  meeting,  the  Alliance  also  hosted  an  auction 
for  an  autographed  UT  Vols  National  Championship 
Team  Football,  with  proceeds  going  to  the 
University  of  the  winner's  choice.  The  TMAA 
voted  to  increase  its  dues  in  2000  to  $30  to  better 
support  programs  and  services  of  the  TMAA. 

IMPACT 


IMPACT 


Physicians  must  compete  for 
representation  in  the  halls  of 
state  government.  Independent 
Medicine’s  Political  Action  Committee  - TN 
(IMPACT)  is  the  most  effective  way  to  collectively 
support  legislators  who  are  committed  to  quality 
health  care.  Highlights  of  the  past  year  include: 


■ Changing  the  Governor’s  Club  to  the 
Capitol  Club.  To  prevent  confusion  and 
possible  misinterpretation  of  the  club’s 
purpose,  IMPACT  changed  the  name  of 
its  group  that  recognizes  members  who 
have  given  $500  or  more  to  IMPACT. 

A new  policy  on  campaign  contributions. 
IMPACT’S  Board  of  Directors  agreed  that 
physician  members  know  how  helpful 
their  lawmakers  are  at  home  and  should 
have  direct  input  into  the  campaign 
contribution  process  for  legislative  races. 

An  award  from  the  American  Medical 
Association’s  political  action  committee, 
AMPAC,  for  achieving  membership  goals. 
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Where  can  you  find 
:al  and  dental  consultai 
who’ll  offer  you 
b professional  advice? 


1-800-442-8862 


rhat’s  the  toll-free  number  for  the 
fennessee  Consultation  Center  (TCC) 
it  The  University  of  Tennessee  Medical 
Center  at  Knoxville.  TCC  is  a physician 
o physician  consultation  service  pro- 
riding  fast  access  to  medical  and  dental 

THE  UNIVERSITY  OF  TENNESSEE 
Medical  Center  at  Knoxville 


Exceptional  medicine.  Exceptional  people. 


specialists  and  advanced  clinical  infor- 
mation in  virtually  all  fields. 

Dial  1-800-442-8862,  and  the  TCC’s 
trained  information  specialists  will 
connect  you  with  medical  and  dental 
professionals  at  the  University  Medical 
Center  who  will  answer  your  questions 
quickly,  competently  and  at  no  charge. 


For  a free  copy  of  the  Tennessee 
Consultation  Center’s  Directory  of 
Consultants,  call  1-800-442-8862. 


Tennessee  Consultation  Center 


The  University  of  Tennessee  Medical  Center  at  Knoxville  is  comprised  of  University  Memorial  Hospital  and  the  Graduate  School  of  Medicine  Together, 
these  entities  embody  the  Medical  Center's  philosophy  and  mission  through  the  spirit  of  exploration,  the  passion  for  teaching,  and  the  compassion  to  restore 
The  University  of  Tennessee  is  an  EEO/AA/Title  IX/  Section  504/ADA  employer 


In  Tennessee,  the  color 
more  people  depend  on  is 
blue.  BlueCross 
BlueShield  of  Tennessee. 
And  for  good  reasons. 
Over  2.7  million 
Tennesseans  enjoy  our 
coverage,  which  is  more 
than  any  other  health 
insurance  carrier  can  say. 
We're  recognized 
throughout  the  state, 
from  neighborhood 
clinics  to  major  hospitals. 
And  we're  known  for  our 
ability  to  process  claims 
quickly  and  easily.  So 
choose  Blue.  And  join  so 
many  of  your  friends  and 
neighbors  who  enjoy  the 
feeling  of  security. 

Choose  Blue. 


BlueCross  BlueShield 
of  Tennessee 

An  Independent  Licensee  of  the 
Blue  Cross  and  Blue  Shield  Association 


® Registered  Marks  of  the  BlueCross  BlueShield  Association. 
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Get  off  the  phone 
and  on  the  Internet! 
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House  of  Delegates  Proceedings 


Abstract  of  the  Proceedings  of  the 
House  of  Delegates  of  the 
Tennessee  Medical  Association 
Nashville— April  9-10,  1999 


Introduction 

The  164th  annual  meeting  of  the  Tennessee  Medical  Association 
was  conducted  in  Nashville,  Tennessee,  April  9-10,  1999,  at  the 
Opryland  Hotel,  with  Robert  D.  Kirkpatrick,  MD,  Memphis,  presid- 
ing as  speaker  of  the  House  of  Delegates.  Daniel  Starnes,  MD, 
Nashville,  chairman  of  the  Committee  on  Credentials,  announced 
that  there  were  130  delegates  in  attendance  for  the  opening  session 
of  the  House,  which  officially  represented  a quorum.  The  abstracted 
minutes  of  the  last  regular  session  of  the  House  of  Delegates,  pub- 
lished in  the  June  1998  issue  of  Tennessee  Medicine , were  accepted 
by  unanimous  vote  of  the  House.  There  were  138  delegates  creden- 
tialed  for  the  second  session  of  the  House. 

Reference  Committees 

The  speaker  announced  the  members  of  the  reference  commit- 
tees to  consider  reports,  resolutions,  amendments,  and  all  matters 
requiring  action  by  the  House  of  Delegates. 

REFERENCE  COMMITTEE  ON  CREDENTIALS 
Daniel  L.  Starnes,  MD,  Nashville,  Chairman 
James  D.  Proffitt,  MD,  Chattanooga 
Otis  S.  Warr  III,  MD,  Memphis 

REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  THE  CONSTITUTION  AND  BYLAWS 
C.  Eugene  Jabbour,  MD,  Memphis,  Chairman 
Subhi  D.  Ali.  MD,  Waverly 
Iris  G.  Snider,  MD,  Athens 

REFERENCE  COMMITTEE  A 
Stuart  M.  Polly,  MD,  Memphis,  Chairman 
Phyllis  A.  Miller,  MD,  Chattanooga 
W.  Joel  Pedigo  Jr.  MD.  Clarksville 

REFERENCE  COMMITTEE  B 

Robert  W.  Herring  Jr,  MD,  Nashville,  Chairman 

Lee  M.  Carter,  MD,  Huntingdon 

David  R.  Ginn,  MD,  Kingsport 

REFERENCE  COMMITTEE  C 
Douglas  J.  Springer,  MD,  Chairman 
Steven  G.  Flatt,  MD,  Cookeville 
John  W.  Hale,  MD,  Union  City 

Nominating  Committees 

As  required  in  the  Bylaws,  the  Board  of  Trustees  appointed  a 
Nominating  Committee  with  representatives  from  each  of  the  three 
grand  divisions  of  the  state.  The  speaker  announced  the  committee 
members. 

EAST  TENNESSEE 
Leonard  A.  Brabson,  MD,  Knoxville 
Donald  B.  Franklin,  MD,  Chattanooga 
David  K.  Garriott,  MD,  Kingsport 


MIDDLE  TENNESSEE 
Subhi  D.  Ali,  MD,  Waverly 
Reuben  A.  Bueno,  MD,  Nashville 
J.  Fred  Ralston  Jr,  MD,  Fayetteville 

WEST  TENNESSEE 
John  W.  Hale,  MD,  Union  City 
Mack  A.  Land,  MD,  Memphis 
Donald  T.  McKnight,  MD,  Jackson 

ELECTION  BY  HOUSE  OF  DELEGATES 
April  10,  1999 

President-Elect — Barrett  F.  Rosen,  MD,  Nashville 
Speaker — Sam  J.  Williams  III,  MD,  Chattanooga 
Vice-Speaker — David  E.  McKee,  MD,  Madison 
Vice-President  (East  Tennessee) 

Phyllis  A.  Miller,  MD,  Chattanooga 
Vice-President  (Middle  Tennessee) 

George  L.  Eckles,  MD,  Murfreesboro 
Vice-President  (West  Tennessee) 

Charles  R.  Handorf,  MD,  Memphis 
AM  A Delegate  (East  Tennessee) 

Charles  Ed  Allen,  MD,  Johnson  City 
(June  1999-December  2001) 

AM  A Alternate  Delegate  (East  Tennessee) 

Robert  C.  Patton,  MD,  Kingsport 
(June  1999-December  2001) 

AM  A Delegate  (East  Tennessee) 

Robert  E.  Bowers,  MD.  Chattanooga 
(June  1999-December  2001) 

AM  A Alternate  Delegate  (East  Tennessee) 

John  R.  Nelson  Jr,  MD,  Knoxville 
(June  1999-December  2001) 

AM  A Delegate  (West  Tennessee ) 

Hugh  Francis  Jr,  MD,  Memphis 
(June  1999-December  2001) 

AMA  Delegate  ( State-at-Large ) 

David  G.  Gerkin,  MD,  Knoxville 
(June  1999-December  2001) 

AMA  Delegate  (Middle  Tennessee) 

Francis  W.  Gluck  Jr,  MD,  Nashville — filling 
unexpired  term  of  Dr.  Pedigo 
(April  1999-December  2000) 

AMA  Young  Physician  Delegate 
Tara  Sturdivant,  MD,  Knoxville 
(April  1999- April  2000) 

AMA  Young  Physician  Alternate  Delegate 
Charles  W.  White  Jr,  MD,  Lexington 
(April  1999- April  2000) 

AMA  Young  Physician  Delegate 
Steven  G.  Flatt,  MD,  Cookeville 
(April  1999- April  2000) 
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Outgoing  President  David  G.  Gerkin,  MD,  Nashville  (left),  turns 
over  gavel  to  incoming  President  James  Chris  Fleming,  MD, 
Memphis. 


AMA  Young  Physician  Alternate  Delegate 
Jeff  L.  Douglas,  MD,  Kingsport 
(April  1999-April  2000) 

TRUSTEES 
East  Tennessee 

John  J.  Ingram  III,  MD,  Maryville  (2002) 

Middle  Tennessee 

Subhi  D.  Ali,  MD,  Waverly  (2002) 

Reuben  A.  Bueno,  MD,  Nashville — filling 
the  unexpired  term  of  Dr.  Rosen  (2000) 

West  Tennessee 

Mack  A.  Land,  MD,  Memphis  (2002) 

COUNCILORS 

Second  District — Leon  J.  Bogartz,  MD,  Knoxville  (2001) 
Fourth  District — Frederick  S.  Rayne,  MD,  Cookeville  (2001) 
Sixth  District — Robert  W.  Herring  Jr,  MD,  Nashville  (2001) 
Eighth  District — Lee  M.  Carter,  MD,  Huntingdon  (2001) 
Tenth  District — Lee  R.  Morisy,  MD,  Memphis  (2001) 

THE  ABOVE  WERE  ELECTED  BY  THE 
TMA  HOUSE  OF  DELEGATES 


Constitution  and  Bylaws  Amendments 


The  speaker  reported  that  there  were  five  amendments  to  the 
Bylaws  and  one  resolution  to  be  considered  at  this  session  of  the 
House.  The  proposed  amendments  to  the  Bylaws  are  shown  below, 
with  underlining  signifying  new  language  and  a strikeout  line 
through  words  to  be  deleted. 

BYLAW  AMENDMENT  NO.  1-99 
House  of  Delegates  Antitrust  Compliance  Policy 

Whereas,  In  1996,  the  Tennessee  Medical  Association  (TMA) 
Board  of  Trustees  adopted  an  antitrust  compliance  policy  to  apply  to 
all  TMA  committee  meetings,  political  activities,  education  semi- 
nars, and  other  activities;  and 

Whereas,  The  policy  makes  clear  that  the  TMA  does  not  intend 


to,  and  may  not,  play  any  role  in  the  competitive  decisions  of  its 
members,  member  groups,  or  vendors  supplying  products  or  ser- 
vices to  its  members,  nor  may  the  TMA  in  any  way  restrict  compe- 
tition among  such  members,  member  groups,  or  vendors  in  the 
health  care  industry  it  services;  and 

Whereas,  It  is  the  special  responsibility  of  the  TMA  officers, 
including  members  of  the  House  of  Delegates,  to  ensure  that  this 
policy  is  known  and  adhered  to  in  the  course  of  activities  pursued 
under  the  leadership;  and 

Whereas,  In  rare  instances,  the  House  of  Delegates,  during  refer- 
ence committee  or  floor  debate  or  vote,  may  raise  questions  con- 
cerning, or  implicate,  the  applicability  of  the  antitrust  laws  to  TMA- 
related  activities,  and  thus  be  in  a position  to  be  guided  by  the 
Board’s  antitrust  compliance  policy,  which  ensures  that  TMA  activi- 
ties fall  within  legal  bounds.  Now,  therefore  be  it 

RESOLVED,  That  Bylaw  Chapter  III,  Section  1 be  amended  by 
adding  the  following  at  the  end  of  the  section: 

...The  House  of  Delegates  shall  conduct  its  affairs  in  conform- 

ance with  the  Board  of  Trustees  current  antitrust  compliance  policy.: 
and  be  it  further 

RESOLVED,  That  Bylaw  Chapter  V,  Section  2 be  amended  by 
insertion  as  follows: 

The  Board  of  Trustees  shall  determine  the  policy  and  details  of 
management  of  the  Association  between  sessions  of  the  House  of 
Delegates,  and  shall  have  the  authority,  upon  advice  of  legal  coun- 
sel. to  alter  any  action  bv  the  House  of  Delegates  that  appears  to 
violate  the  Board’s  current  antitrust  compliance  policy  for  the  Asso- 

ciation.... 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  adoption  of  Bylaw 
Amendment  No.  1-99. 

ACTION:  ADOPTED 


BYLAW  AMENDMENT  NO.  2-99 

Specialty  Society  Representation  in  TMA  House  of  Delegates 

Whereas,  The  House  of  Delegates  in  1998  unanimously  ap- 
proved the  concept  of  Specialty  Society  representation  in  the  House 
of  Delegates  and  requested  a representative  Ad  Hoc  Committee  to 
bring  forth  recommendations  to  amend  the  Bylaws  permitting  such 
representation;  and 

Whereas,  The  Ad  Hoc  Committee  on  Specialty  Society  Repre- 
sentation has  studied  this  matter  and  has  provided  its  recommenda- 
tions for  input  and  comment  to  all  medical  specialties,  the  Tennes- 
see Council  on  Medical  Specialty  Societies,  and  the  TMA  Board  of 
Trustees.  Now,  therefore  be  it 

RESOLVED,  That  Bylaw  Chapter  III,  be  amended  by  adding  the 
following  after  Section  14: 

Sec.  15.  That  all  statewide  medical  specialty  societies  that  meet 

the  requisite  criteria  established  by  the  House  of  Delegates  will  be 

eligible  for  representation  of  one  delegate  and  one  alternate  delegate 

who  shall  be  members  of  the  Association  if: 

(1)  The  specialty  society  or  subspecialty  society  is  recognized  bv 

the  American  Board  of  Medical  Specialties  or  is  recognized  bv  the 

American  Medical  Association  as  a practice  specialty:  and 

(2)  The  specialty  society  or  subspecialty  society  has  a minimum 

of  20  members  licensed  and  practicing  in  Tennessee,  one-fourth  of 

which  must  be  members  of  the  Tennessee  Medical  Association. 

If  25%  or  more  of  a specialty  society  or  subspecialtv  society  mem- 

bers are  members  of  the  Tennessee  Medical  Association,  then  that 
society  is  eligible  for  one  additional  delegate  and  alternate  delegate 

for  each  100  Tennessee  Medical  Association  members  of  that  society. 

Each  Tennessee  Medical  Association  member  shall  designate  which 
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single  specialty  or  subspecialtv  shall  represent  them  in  the  Tennessee 

Medical  Association  House  of  Delegates.  Such  designation  will  be 

in  accordance  with  a method  determined  bv  the  Board  of  Trustees. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  adoption  of  Bylaw 
Amendment  No.  2-99  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


BYLAW  AMENDMENT  NO.  3-99 

Method  To  Fill  Unexpired  Term  of  President 

Whereas,  The  office  of  the  president  is  the  singular  most  impor- 
tant office  of  the  Tennessee  Medical  Association;  and 

Whereas,  The  president  is  the  head  of  the  profession  of  the  state 
during  his  or  her  term  of  office;  and 

Whereas,  The  Association  needs  this  office  to  have  a person 
with  a strong  background  in  the  activities  and  affairs  of  the  organi- 
zation as  well  as  statewide  recognition  by  physician  leaders  of  the 
Association.  Now,  therefore  be  it 

RESOLVED,  That  Bylaw  Chapter  IV,  C,  Section  1 be  amended 
by  deletion  and  insertion  as  follows: 

Sec.  1.  The  president  shall  be  the  head  of  the  profession  of  the 
state  during  his  or  her  term  of  office  and  as  far  as  practicable  shall 
visit  by  invitation  each  of  the  various  component  societies  of  the 
state  and  assist  the  councilors  in  building  up  these  societies  and  in 
making  their  work  more  practical  and  useful.  In  the  event  of  the 
president’s  death,  resignation,  inability  to  serve,  or  removal  from 
office,  the-v4ee-prcsidcnt  from  the  same  grand  division  shall  succeed 
to  the  presidency.  If  that  vice-president.. ..the  president-elect  will 
succeed  to  the  presidency  to  complete  the  remainder  of  that  term 

and  will  continue  in  office  to  complete  the  term  for  which  he  or  she 

was  elected.  If  the  president-elect  ... 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  referral  of  Bylaw 
Amendment  No.  3-99  to  the  Board  of  Trustees. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


BYLAW  AMENDMENT  NO.  4-99 
Selection  of  Delegates  and  Alternate  Delegates  to  the  AMA 

Whereas,  The  Tennessee  Medical  Association  (TMA)  House  of 
Delegates  elects  delegates  and  alternate  delegates  to  the  American 
Medical  Association  (AMA)  using  criteria  established  by  the  AMA 
and  adapted  by  the  TMA  to  reflect  its  grand  division  organizational 
structure;  and 

Whereas,  The  Bylaws  of  the  TMA  allow  for  unequal  distribution 
of  delegates  and  alternate  delegates  from  the  grand  divisions;  and 

Whereas,  Delegates  and  alternate  delegates  have  been  elected 
from  the  state-at-large  when  the  number  of  allocated  delegates  and 
alternate  delegates  is  not  equally  apportioned  among  the  grand  divi- 
sions; and 

Whereas,  Since  there  is  no  reference  in  the  Bylaws  to  state-at- 
large  delegates  and  alternate  delegates,  confusion  has  existed  over 
the  use  of  the  term  and  the  Bylaws  have  not  always  been  adhered  to 
because  of  this  confusion,  i.e.,  when  alternate  delegates  have  been 
elected  with  more  than  a majority  of  one  over  another  grand  divi- 
sion; and 

Whereas,  It  is  the  desire  to  make  the  Bylaws  consistent  with  the 
wording  used  to  describe  the  delegates  and  alternate  delegates.  Now, 
therefore  be  it 
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RESOLVED,  That  Bylaw  Chapter  III,  Section  6,  be  amended  by 
adding  the  following: 

Sec.  6.  It  shall  elect  representatives  to  the  House  of  Delegates  of 
the  American  Medical  Association  in  accordance  with  the  Constitu- 
tion and  Bylaws  of  that  body  for  terms  of  two  years.  When  numeri- 
cally possible  there  shall  be  an  equal  number  of  delegates  and  alter- 
nate delegates  from  each  grand  division  of  the  state.  Whenever  such 
is  not  possible,  delegates  and  alternate  delegates  mav  be  elected 
from  the  state-at-large,  but  no  grand  division  ... 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  adoption  of  Bylaw 
Amendment  No.  4-99. 

ACTION:  ADOPTED 


BYLAW  AMENDMENT  NO.  5-99 

Additional  Duty  of  Vice-President  from  Same  Grand  Division  as 
a President  Who  is  Unable  to  Complete  His/Her  Term  of  Office 

Whereas,  A grand  division  in  which  a president  who  is  unable  to 
complete  his/her  term  of  office  will  lose  that  voting  position  when 
the  president-elect  assumes  the  office  of  president  to  complete  that 
term;  and 

Whereas,  That  grand  division  will  also  lose  the  voting  position 
of  immediate  past-president  when  a president  is  unable  to  complete 
his/her  term  of  office.  Now,  therefore  be  it 

RESOLVED,  That  Bylaw  Chapter  IV,  C,  Section  2 be  amended 
by  insertion  as  follows: 

Sec.  2.  The  vice-presidents  shall  assist  the  president  in  the  dis- 
charge of  official  duties,  as  requested  by  the  president.  The  vice- 
president  representing  the  same  grand  division  as  a president  who  is 

unable  to  complete  his/her  term  of  office  will  become  a voting 

member  of  the  Board  of  Trustees  during  the  remainder  of  that 

president’s  term,  which  could  include  the  year  the  president  would 

have  served  as  immediate  past-president. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  referral  of  Bylaw 
Amendment  No.  5-99  to  the  Board  of  Trustees. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


Outgoing  speaker  of  the 
House  of  Delegates  Robert  D. 
Kirkpatrick,  MD,  Memphis, 
addressing  the  House  one  fi- 
nal time. 


Newly  elected  TMA  president- 
elect Barrett  F.  Rosen,  MD, 
Nashville,  gives  his  accep- 
tance speech  to  the  House  of 
Delegates. 
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Resolutions 


The  following  resolutions  were  adopted  by  unanimous  consent 
during  the  opening  session  of  the  House  of  Delegates. 

RESOLUTION  NO.  1-99 

Reaffirmation  of  Resolution  No.  1-92 
(Mandatory  Acceptance  of  Assignment  for  Insurance) 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  oppose  the 
principle  of  mandatory  acceptance  of  assignment  as  a requirement 
for  reimbursement  for  the  care  of  patients  who  are  recipients  of 
Medicare  benefits;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  vigorously 
oppose  any  future  effort  to  include  mandatory  acceptance  of  assign- 
ment as  a condition  for  reimbursement  from  any  government  or  pri- 
vate source. 

ACTION:  ADOPTED 

RESOLUTION  NO.  2-99 

Reaffirmation  of  Resolution  No.  4-92 
(Ban  of  “Promotional  Drinking”) 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  continue 
to  urge  the  Tennessee  Restaurant  Association  and  other  such  trade 
associations  to  urge  their  member  establishments  not  to  engage  in 
“promotional  drinking.” 

ACTION:  ADOPTED 


RESOLUTION  NO.  3-99 

Reaffirmation  of  Resolution  No.  5-92 
(Opposition  to  Boxing  as  a Sport) 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  continue 
to:  (1)  educate  the  Tennessee  public  about  the  dangerous  effects  of 
boxing  on  the  health  of  participants;  and  (2)  encourage  the  discon- 
tinuance as  a sport  of  both  amateur  and  professional  boxing;  and  (3) 
communicate  the  feeling  in  this  area  to  the  appropriate  regulatory 
bodies  in  Tennessee. 

ACTION:  ADOPTED 


RESOLUTION  NO.  4-99 

Reaffirmation  of  Resolution  No.  6-92 
(Opposition  to  Federally  Funded  Health  Planning) 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  encourage 
the  Tennessee  Generally  Assembly  and  the  Governor  of  Tennessee 
to  recognize  that  Tennessee  Code  Annotated  §68-1  1-106  (Certificate 
of  Need  for  Health  Facilities)  failed  to  reduce  health  care  costs  and 


therefore  should  be  allowed  to  expire  in  June,  1992;  and  be  it  further 
RESOLVED,  That  the  medical  profession  through  the  Tennessee 
Medical  Association  and  its  component  societies  support  voluntary, 
local  health  planning  by  the  involved  health  care  professionals. 

ACTION:  ADOPTED 


RESOLUTION  NO.  5-99 

Reaffirmation  of  Resolution  No.  9-92 
(Tax  on  Professional  Medical  Services) 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  be  op-  | 
posed  to  any  tax  that  singles  out  physicians,  their  practices,  and  A 
their  patients,  because  of  the  adverse  impact  upon  quality  care  at  the  a 
most  affordable  price. 

ACTION:  ADOPTED 


RESOLUTION  NO.  6-99 

Reaffirmation  of  Resolution  No.  11-92 
(Ethical  Standards) 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  this  House  of  Delegates  of  the  Tennessee  j 
Medical  Association,  confident  that  it  speaks  for  the  membership, 
hereby  reaffirm  its  determination  to  continue  to  adhere  to  those  high  j 
concepts  of  medical  care  which  put  concern  for  the  patient  before  j 
personal  gain,  and  further  to  refrain  from  any  activity  which  lowers  ] 
the  ethical  standards  so  essential  to  the  preservation  of  a noble  pro-  | 
fession;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  be  on 
record  deploring  any  health  care  arrangement  or  delivery  system 
which  interferes  with  that  indispensable  element  of  satisfactory  i. 
health  care,  the  inviolability  of  the  rights  of  both  patient  and  physi- 
cian in  their  relationship  one  with  the  other. 

ACTION:  ADOPTED 


RESOLUTION  NO.  7-99 

Reaffirmation  of  Resolution  No.  12-92 
(Control  of  Over-the-Counter  Diet  Pills) 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  encourage 
the  Food  and  Drug  Administration  to  ban  over-the-counter  diet  pills; 
and  be  it  further 

RESOLVED,  That  the  Tennessee  congressional  delegation  be  j 
asked  to  assist  the  Food  and  Drug  Administration  in  solution  of  this  ii 
problem. 

ACTION:  ADOPTED 


RESOLUTION  NO.  8-99 

Reaffirmation  and  Modification  of  Resolution  No.  14-92 
(Tobacco  Use  on  Tennessee  School  System  Property) 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 
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RESOLVED,  That  the  Tennessee  Medical  Association  continue 
to  actively  support  anti-smoking  legislation,  education,  and  the 
elimination  of  the  use  of  tobacco  products  on  school  properties  in 
Tennessee. 

ACTION:  ADOPTED 


RESOLUTION  NO.  9-99 

Reaffirmation  of  Substitute  Resolution  No.  17-92 
(Insurance  Company  Provider  Terminations) 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  petition 
the  Tennessee  Department  of  Commerce  and  Insurance  to:  (1)  issue 
and  enforce  regulations  under  Tennessee’s  health  insurance  laws  in 
order  to  regulate  the  process  by  which  third  party  payors  may  termi- 
nate physician  providers;  (2)  require  that  third  party  payors  take 
responsibility  for  informing  patients  of  the  business  reasons  for  such 
terminations,  and  provide  90  day  notice  to  all  involved  parties  so 
continuity  of  care  is  not  interrupted  since  such  interruptions  may  be 
detrimental  to  the  patients  health;  and  be  it  further 

RESOLVED,  In  the  event  the  Tennessee  Department  of  Com- 
merce and  Insurance  fails  to  regulate  the  manner  in  which  third 
party  payors:  (1)  terminate  physician  providers;  (2)  reasonably  no- 
tify physicians  and  patients  of  such  termination  period  so  that  pa- 
tients may,  if  desired,  secure  alternative  insurance  or  another  physi- 
cian, then  the  Tennessee  Medical  Association  shall  draft  and  submit 
to  the  Tennessee  General  Assembly  remedial  legislation  to  accom- 
plish those  ends. 

ACTION:  ADOPTED 


RESOLUTION  NO.  10-99 

Reaffirmation  of  Resolution  No.  22-92 
(Indigent  Care  Activity) 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  (TMA) 
through  the  Board  of  Trustees  continue  to  encourage  its  members 
via  its  local  component  societies  to  provide  free  care  and  reduced 
cost  services  to  the  indigent  and  that  the  TMA  act  as  a resource  for 
the  development  and  enhancement  of  such  activities. 

ACTION:  ADOPTED 


RESOLUTION  NO.  11-99 

Reaffirmation  of  Resolution  No.  28-92 
(West  Tennessee  Disaster  Preparedness) 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  provide 
assistance  to  the  citizens  of  West  Tennessee  in  preparing  for  a major 
earthquake  along  the  New  Madrid  Fault  or  any  other  catastrophe  of 
similar  magnitude;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  petition 
state  and  federal  governments  and  military  authorities  to  immedi- 
ately develop  and  implement  contingency  plans  which  will  provide 
immediate  medical  assistance  to  this  region  in  such  an  event. 

ACTION:  ADOPTED 


The  reference  committees  have  the  option  of  recommending 
a resolution  for  adoption  or  rejection,  for  adoption  as 
amended  or  substituted,  for  referral,  or  for  no  action.  The 
resolutions  that  follow  are  in  the  form  in  which  they  were 
adopted,  not  adopted,  or  referred  by  the  House  of  Delegates. 


RESOLUTION  NO.  12-99 
Component  Medical  Society  Rechartering  Plan 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  Medical  Association  was  founded  in 
1830  and  since  that  time  has  chartered  51  component  medical  soci- 
eties; and 

Whereas,  The  chartered  societies  throughout  the  past  168  years 
have  undergone  substantial  change  through  growth,  consolidation, 
and  activity;  and 

Whereas,  The  year  2000  marks  the  end  of  this  century  for  medi- 
cine in  Tennessee  and  could  serve  as  an  important  timeline  in  his- 
tory for  the  restating  of  charters  of  all  component  societies  to  begin 
the  new  millennium  in  2001;  and 

Whereas,  It  would  be  proper  and  fitting  for  the  House  of  Del- 
egates in  the  year  2000  to  formally  recharter  those  component  soci- 
eties who  desire  to  continue  to  be  an  active  part  of  the  Tennessee 
Medical  Association.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  (TMA) 
plan  for  a formal  ceremony  at  its  House  of  Delegates  in  the  year 
2000  to  recharter  its  component  medical  societies  that  meet  the  req- 
uisite criteria  as  outlined  in  the  Constitution  and  Bylaws  of  the 
TMA,  and  which  wish  to  maintain  their  component  medical  society 
designation,  and  certify  those  that  wish  to  become  new  component 
medical  societies;  and  be  it  further 

RESOLVED,  That  the  Judicial  Council  serve  as  the  coordinating 
and  review  body  for  reissuing  charters  to  the  component  medical 
society;  and  be  it  further 

RESOLVED,  That  the  Judicial  Council  recommend  to  the  Ten- 
nessee Medical  Association  (TMA)  House  of  Delegates  those  soci- 
eties that  will  continue  as  or  be  newly  chartered  as  component  medi- 
cal societies  of  the  TMA  by  the  House  of  Delegates  in  the  year  2000. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  12-99. 

ACTION:  ADOPTED 


SUBSTITUTE  RESOLUTION  NO.  13-99 

Uniform  TennCare  Formularies 

Lee  M.  Carter,  MD,  Delegate 
Consolidated  Medical  Assembly  of  West  Tennessee 

RESOLVED,  That  the  Tennessee  Medical  Association  support 
the  position  that  the  TennCare  managed  care  organization  formular- 
ies should  be  uniform;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  support 
the  position  that  the  TennCare  managed  care  organizations  establish 
a uniform  standard  appeals  process  to  be  used  when  medication  pre- 
scriptions are  denied;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  present  a 
copy  of  this  resolution  to  the  TennCare  Bureau,  MIM/Promark, 
RxCare,  and  each  individual  managed  care  organization  medical  di- 
rector and  pharmacy  director. 
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REFERENCE  COMMITTEE  A — recommended  adoption  of  Substi- 
tute Resolution  No.  13-99. 

ACTION:  ADOPTED 


RESOLUTION  NO.  14-99 
Charitable  Care 

John  A.  Murphy,  MD,  Delegate 
Bradley  County  Medical  Society 

Whereas,  Many  Tennessee  physicians  have  established  life  pat- 
terns of  providing  charitable  care  at  their  usual  place  of  service;  and 
Whereas,  This  charitable  care  is  important  to  maintain  essential 
relationships  of  these  Tennessee  physicians;  and 

Whereas,  Marketplace  changes  have  resulted  in  physicians  being 
advised  that  continuing  charity  care  will  put  these  Tennessee  physi- 
cians at  legal  risk.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  oppose 
outlawing  charitable  services. 

REFERENCE  COMMITTEE  C — recommended  referral  of  Resolu- 
tion No.  14-99  to  the  Judicial  Council. 

ACTION:  REFERRED  TO  THE  JUDICIAL  COUNCIL 


RESOLUTION  NO.  15-99 

Continuity  of  Care  for  TennCare  Patients 

Edward  W.  Capparelli,  MD,  Delegate 
Cocke  County  Medical  Society 

Whereas,  TennCare  patients  can  only  change  managed  care  or- 
ganizations (MCO)  once  each  year  and  this  occurs  on  January  1 
with  many  thousands  of  patients  changing;  and 

Whereas,  Each  MCO  has  its  own  specific  formulary  and  special- 
ist panel,  which  may  differ  greatly  from  the  other  MCOs;  and 

Whereas,  Participating  primary  care  physicians  may  be  unable  to 
get  all  of  their  new  patients  into  the  office  during  early  January;  and 
Whereas,  The  aforementioned  scenario  may  cause  patients  to  be  out 
of  medicine,  not  get  necessary  referral  care,  or  have  the  primary  care 
physician  make  a decision  about  a patient  that  has  never  been  seen, 
all  of  which  could  be  harmful  to  the  patient.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association  strongly 
urge  the  Tennessee  State  Legislature  and  the  TennCare  Oversight  Com- 
mittee to  create  a 60-day  grace  period  following  a change  of  enroll- 
ment, so  that  the  patient’s  former  managed  care  organization  (MCO) 
will  honor  open  specialist  referrals  and  prescriptions  for  chronic 
medications  requiring  MCO  prior  authorization  allowing  the  patient 
adequate  time  to  get  established  with  a new  primary  care  provider. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  15-99  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  16-99 
AMA  Membership 

Robert  E.  Bowers,  MD,  Ex-Officio  Delegate 
Chattanooga-Hamilton  County  Medical  Society 

Whereas,  The  medical  profession’s  strength  is  its  ability  to  reach 
consensus  and  unite  as  colleagues  on  clinical  as  well  as  socioeco- 


nomic issues;  and 

Whereas,  Over  the  past  few  decades  the  proliferation  of  medical 
and  surgical  specialty  societies  has  led  to  fragmentation  of  unity 
within  the  House  of  Medicine,  whether  intended  or  not;  and 

Whereas,  There  is  value  and  benefit  to  medical  and  surgical  spe- 
cialty society  membership  and  physicians  should  be  encouraged  to 
join  and/or  remain  members  of  their  specialty  society,  but  not  for- 
sake the  only  umbrella  organization  for  the  Federation  of  Medicine, 
i.e.,  the  American  Medical  Association;  and 

Whereas,  The  American  Medical  Association  remains  the  physi- 
cians’ strongest  and  most  influential  professional  organization  even 
with  its  declining  membership;  and 

Whereas,  Physicians  throughout  the  United  States  should  again 
unite  by  supporting  the  American  Medical  Association  by  becoming 
members  to  ensure  there  is  a strong  respected  united  voice  for  medi- 
cine. Now,  therefore  be  it 

RESOLVED,  That  this  House  of  Delegates  encourage  physicians 
in  Tennessee  to  renew  their  commitment  to  ensuring  a strong  pro- 
fessional medical  organization  in  the  American  Medical  Association 
and  focus  on  the  commonality  of  issues  that  can  unite  physicians  to 
present  a powerful  voice  as  patients’  advocates;  and  be  it  further 
RESOLVED,  That  all  members  of  the  Tennessee  Medical  Asso-  ( 
ciation  and  local  component  societies  urge  their  colleagues  to  imme- 
diately join  the  American  Medical  Association. 

REFERENCE  COMMITTEE  A — recommended  that  Resolution  No. 
16-99  be  adopted. 

ACTION:  ADOPTED 


RESOLUTION  NO.  17-99 

I 

Hospitals  Charging  for  Physician  Applications 

Martin  D.  Fleming,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  There  is  a growing  trend  of  charging  fees  for  physician  ■ 
applications  for  hospital  privileges;  and 

Whereas,  The  AMA  policy  states  “concerning  the  granting  of 
staff  and  clinical  privileges  in  hospitals  and  other  health  care  facili- 
ties, the  best  interests  of  the  patients  should  be  the  predominant 
consideration”;  and 

Whereas,  Charging  physicians  for  applying  for  consultation  privi- 
leges should  not  be  used  to  prevent  physicians  from  practicing  at  \ 
any  hospital;  and 

Whereas,  It  should  be  the  medical  staff  decision  regarding  fees 
associated  with  credentialing.  Now,  therefore  be  it 

RESOLVED,  That  any  application  fees  associated  with  hospital 
staff  membership  be  decided  by  the  medical  staff;  and  be  it  further 
RESOLVED,  That  any  monies  raised  by  application  fees  associ- 
ated with  hospital  staff  membership  be  used  for  the  collective  good 
of  the  medical  staff  and  do  not  offset  the  hospital’s  administrative 
costs. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  17-99  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  18-99 

Out-of-State  Clinical  Laboratories 

Charles  R.  Handorf,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 
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Whereas,  The  state  of  Tennessee  is  one  of  only  a few  states 
which  carefully  and  vigorously  regulates  clinical  laboratories  through 
inspections  and  by  requiring  laboratory  technicians  to  take  examina- 
tions and  be  licensed;  and 

Whereas,  In  neighboring  states,  there  is  virtually  no  regulatory 
oversight  of  clinical  laboratories;  and 

Whereas,  Tennessee  provides  high-caliber  services  to  patients, 
however,  demographics  and  economics  are  currently  shifting  labora- 
tory testing  on  Tennessee  citizens  to  out-of-state  (and,  in  some  cases, 
to  out-of-country)  laboratories;  and 

Whereas,  Current  estimates  indicate  that  30%  of  testing  is  per- 
formed out  of  state  in  unregulated  laboratories;  and 

Whereas,  States  such  as  New  York  have  state  laboratory  regula- 
tions requiring  that  laboratories  receiving  specimens  from  their 
home  state  be  subjected  to  New  York’s  quality  standards;  and 
Whereas,  Tennessee  state  law  may  now  already  allow  this,  only 
requiring  a change  in  rules  to  implement  such  a program.  Now, 
therefore  be  it 

RESOLVED,  That  all  clinical  laboratories  performing  testing  on 
Tennessee  patients  for  diagnosis  and  treatment  be  inspected  and/or 
licensed  by  the  State  of  Tennessee,  regardless  of  the  location  of  the 
laboratory. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  18-99. 

ACTION:  ADOPTED 


RESOLUTION  NO.  19-99 

TMA  Annual  Meeting  Date  Realignment 

George  S.  Cowan,  Jr.,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  The  Tennessee  Medical  Association  (TMA)  currently 
holds  its  annual  meeting  in  April;  and 

Whereas,  Much  of  the  House  of  Delegates  business  is  related  to 
important  Tennessee  legislation,  and  the  Tennessee  legislative  cal- 
endar for  new  legislation  begins  in  January  of  each  year;  and 

Whereas,  A considerable  gap  between  the  TMA  Annual  Meeting 
and  the  beginning  of  the  Tennessee  legislative  calendar  exists,  such 


that  retained  momentum  and  delegate  education  may  be  a small 
fraction  of  what  it  was  when  freshly  fixed  in  the  delegates’  minds 
back  in  April;  and 

Whereas,  There  are  many  other  issues  which  arise  during  this 
eight-month  time  gap  which  would  benefit  from  the  House  of  Del- 
egates evaluation  and  debate;  and 

Whereas,  Other  Tennessee  organizations  have  likewise  altered 
their  annual  meeting  dates  to  conform  to  the  Tennessee  legislative 
calendar  for  much  the  same  reasons;  and 

Whereas,  Since  neither  our  world  nor  that  of  the  legislators  se- 
dately moves  in  extended  time  cycles,  we  can  no  longer  afford  the 
time  and  momentum  lag  which  currently  exists  and  which  serves  to 
dampen  our  legislative  effectiveness;  and 

Whereas,  The  main  criticism  of  the  concept  of  this  resolution 
heard  to  date  is  the  “Always  Been”  syndrome,  and  this  is  patently  a 
poor  argument;  and 

Whereas,  The  only  other  criticism  of  the  concept  of  this  resolu- 
tion to  date  is  that  such  change  will  interfere  with  other  calendar 
items,  but  we  know  that  there  is  ALWAYS  calendar  item  interfer- 
ence and,  since  this  resolution  will  work  to  the  greater  benefit  of  all 
concerned,  it  can  and  will  be  worked  out  satisfactorily  by  our  highly 
dedicated  delegates  and  staff;  and 

Whereas,  The  ability  of  our  membership  to  network  with  legisla- 
tors in  a more  informed  fashion,  with  a momentum  built  upon  the 
TMA  Annual  Meeting,  will  provide  us  a considerably  stronger  voice 
along  the  time  line  proposed.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  Board  of 
Trustees  and  staff  conduct  a study  to  determine  a more  optimal  time 
to  move  the  date  of  its  Annual  Meeting  that  would  give  a greater 
legislative  impact. 

REFERENCE  COMMITTEE  C — recommended  nonadoption  of 
Resolution  No.  19-99. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  20-99 

Posters  for  Hospitals  and  Outpatient  Clinics 

George  S.  Cowan,  Jr.,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 


Outgoing  Board  Chairman  Clark  E.  Julius, 
MD,  prepares  for  final  House  session. 


Outgoing  TMA  President  David  G.  Gerkin, 
MD,  addresses  the  House. 


Incoming  TMA  President  James  Chris 
Fleming,  MD,  gets  ready  for  business. 
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John  Ferguson,  Commissioner 
of  TN  Department  of  Finance 
& Administration,  addresses 
the  House  opening  session. 


Donald  Palmisano,  MD,  Board 
member  of  the  American  Medi- 
cal Association,  addresses  the 
closing  session  of  the  House. 


Whereas,  The  American  Medical  Association  (AMA),  Tennessee 
Medical  Association  (TMA),  and  their  component  local  medical  so- 
cieties plans,  events,  and  accomplishments  are  vast,  highly  impres- 
sive, and  informative;  and 

Whereas,  It  is  important  to  project  this  type  of  information  to  as 
many  Tennessee  physicians  as  possible  by  relatively  inexpensive, 
' location-targeted,  efficient,  user-friendly  means  in  a format  which 
they  are  likely  to  pay  attention  to;  and 

Whereas,  Providing  a quarterly  large-print  poster  with  such  in- 
formation for  Tennessee  physicians/surgeons  hospital  and  outpatient 
center  lounges  would  fulfill  these  criteria;  and 

Whereas,  Such  posters,  by  their  unique  access  to  non-member 
and  member  physicians  alike  and  in  an  attractive,  user-friendly  fash- 
ion, are  also  likely  to  improve  TMA  and  component  medical  society 
member  recruitment  and  retention;  and 

Whereas,  Each  physicians  lounge  poster  will  also  serve  as  a cen- 
tral, highly  visible,  attractive  point  for  ongoing  posting  of  personal- 
ized information  on  behalf  of  each  participating  component  medical 
society;  and 

Whereas,  An  additional  benefit  for  participating  component 
medical  societies  would  be  an  area  of  the  poster  left  blank  for  over- 
printing with  messages  or  other  information  from  each  participating 
component  medical  society;  and 

Whereas,  The  logos  of  the  AMA,  TMA,  and  component  medical 
societies  are  insufficiently  displayed  within  hospitals,  particularly 
physicians  lounge  areas;  and 

Whereas,  It  is  possible  that  certain  information  received  from 
IMPACT  could  also  be  displayed  on  these  posters;  and 

Whereas,  AMA,  TMA,  and  component  medical  society  leaders 
and  supporters  are  highly  likely  to  be  sufficiently  involved  with  the 
administrators  of  each  hospital  or  like  entity  that  acceptance  of  phy- 
sicians lounge  poster  displays  should  meet  little  resistance;  and 
Whereas,  This  project’s  annual  cost  is  not  expected  to  exceed 
that  of  a newspaper  ad  campaign  and  is  likely  to  be  more  effective 
due  to  the  posters’  strategic  locations  relative  to  the  work  patterns  of 
the  local  physician  population;  and 

Whereas,  The  Patient  Information  Posters  Pilot  Project  (Resolu- 
tion No.  31-98),  a similar  concept  directed  towards  patients,  has 
been  demonstrated  to  be  worthwhile  during  the  past  year.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  authorize 
and  fund  a poster  project  with  the  cooperation  and  approval  of  the 
Memphis-Shelby  County  Medical  Society  to  create,  edit,  publish, 


and  make  arrangements  for  posting  of  quarterly  physician  informa- 
tional posters  in  physician  lounges,  hospitals,  and  other  areas  where 
physicians  gather  on  a regular  basis,  with  the  cost  not  to  exceed 
$10,000;  and  be  it  further 

RESOLVED,  That  the  poster  project  will  contain  the  logos  of  the 
Tennessee  Medical  Association,  the  participating  component  medi- 
cal society,  and  the  American  Medical  Association;  and  be  it  further 
RESOLVED,  That  the  poster  project  be  evaluated  and  reported 
back  to  the  House  of  Delegates  in  April  2000. 

REFERENCE  COMMITTEE  A — recommended  referral  of  Resolu- 
tion No.  20-99  to  the  Board  of  Trustees. 

ACTION  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  21-99 

"Live  and  Then  Give”  Organ  Donation  Campaign 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  lack  of  organ  donors  is  a national  medical  crisis,  i 
with  some  76  people  dying  in  the  United  States  each  week  waiting 
for  an  organ  or  tissue  transplant;  and 

Whereas,  More  than  59,000  people  are  currently  on  the  national 
waiting  list  for  a life-saving  transplant;  and 

Whereas,  The  medical  community  as  a whole,  and  physicians  in 
particular,  should  be  in  the  forefront  in  promoting  organ  donation 
among  the  general  public;  and 

Whereas,  Through  the  American  Medical  Association  a national 
campaign  is  underway  entitled,  “Live  and  Then  Give,”  that  pro- 
motes and  educates  physicians  and  their  families  about  the  impor- 
tance of  their  leadership  in  organ  donation.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association  become  a 
part  of  the  national  organ  transplantation  campaign  entitled  “Live  I 
and  Then  Give,”  with  the  American  Medical  Association  and  other 
medical  specialty  societies;  and  be  it  further 

RESOLVED,  That  members  of  the  Tennessee  Medical  Associa-  1 
tion  are  encouraged  to  become  organ  and  tissue  donors  by  signing  a 
Uniform  Donor  Card;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association,  in  coop- 
eration with  the  Tennessee  Medical  Association  Alliance,  promote 
and  encourage  its  members  to  become  involved  in  the  education  of 
their  patients  about  the  need  for  organ  and  tissue  donation,  using  its 
various  mass  communication  programs. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu-  j 
tion  No.  21-99  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


SUBSTITUTE  RESOLUTION  NO.  22-99 
Tobacco  Industry  Lawsuit  Settlement 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  support  a 
multi-pronged  approach  to  spending  the  tobacco  settlement  funds  to 
include,  but  not  limited  to:  (1)  strengthening  of  state  and  federal 
laws  that  would  prohibit  sale  of  tobacco  to  minors,  (2)  preventative  , 
education  outlining  the  dangers  of  smoking,  particularly  among  the  ; 
nation’s  youth,  (3)  cessation  education  for  all  smokers  or  tobacco 
users,  and  (4)  funding  to  pay  for  direct  medical  costs  of  all  Tennes- 
seans who  suffer  from  tobacco-related  diseases. 
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REFERENCE  COMMITTEE  A — offered  Substitute  Resolution  No. 
22-99  to  replace  original  Resolutions  No.  22-99  and  No.  24-99. 

ACTION:  ADOPTED  Substitute  Resolution  No.  22-99  in  place  of 
original  Resolution  No.  22-99 


RESOLUTION  NO.  23-99 

Proper  Distinction  Between  the  Practice  of  Medicine 
and  the  Practice  of  Dentistry 

George  E.  Smith,  MD,  Delegate 
Roane-Anderson  County  Medical  Society 

Whereas,  Dentists  are  specifically  exempt  from  the  Tennessee 
Medical  Practice  Act;  and 

Whereas,  A number  of  dental  practitioners  in  Tennessee  publicly 
! offer  to  use  lasers  to  burn  facial  skin  to  various  depths  with  the 
, promise  of  reducing  wrinkles;  and 

Whereas,  The  Tennessee  Board  of  Dentistry  has  affirmed  that 
these  practitioners  cannot  be  held  to  medical  practice  standards,  but 
are  solely  regulated  by  the  Board  of  Dentistry;  and 

Whereas,  The  medical  community  has  an  existing  system  for 
formal  accreditation  of  training  programs  with  specific  requirements 
in  cosmetic  surgery,  and  with  checks  and  balances  through  the  Ac- 
creditation Council  for  Graduate  Medical  Education  and  its  Resi- 
dency Review  Committees;  and 

Whereas,  There  are  no  cosmetic  surgery  training  programs  ac- 
credited by  the  American  Dental  Association;  and 

Whereas,  Current  requirements  for  training  in  oral  and  maxillo- 
facial surgery  do  not  include  any  of  these  procedures,  and  require- 
ments proposed  for  oral  and  maxillofacial  surgery  training  in  2001 
specify  as  few  as  ten  cosmetic  cases,  including  chin  surgery;  and 
Whereas,  The  Tennessee  Board  of  Medical  Examiners  has  expe- 
rience in  successful  regulation  of  these  surgical  practices  within  the 
medical  community;  and 

Whereas,  The  people  of  Tennessee  are  entitled  to  the  highest 
available  standard  of  care.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  seek  legis- 
lative clarification  of  the  proper  boundary  between  the  practice  of 
medicine  and  the  practice  of  dentistry  in  the  state  of  Tennessee;  and 
be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  take  the 
position  that  practitioners  who  propose  to  perform  soft  tissue  sur- 
gery for  cosmetic  or  other  purposes  be  regulated  by  the  provisions 
of  the  Tennessee  Medical  Practice  Act  and  the  Tennessee  Board  of 
Medical  Examiners,  regardless  of  the  practitioner’s  scholastic  de- 
gree (MD,  DDS,  DMD,  DO,  etc.). 

REFERENCE  COMMITTEE  B — recommended  referral  of  Resolu- 
tion No.  23-99  to  the  Board  of  Trustees. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  24-99 
Lung  Disease  Education 

a 

Edward  W.  Capparelli,  MD,  Delegate 
Cocke  County  Medical  Society 

Whereas,  Thousands  of  Tennesseans  are  incapacitated  each  year 
* by  chronic  lung  disease;  and 

Whereas,  Thousands  of  work  days  and  millions  of  production 
- dollars  are  lost  each  year  due  to  complications  related  to  chronic 
lung  disease;  and 


Whereas,  Cigarette  smoking  is  primarily  responsible  for  the  ma- 
jority of  chronic  lung  disease;  and 

Whereas,  Recent  tobacco  company  settlement  money  has  been 
targeted  for  education  of  smokers.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  both  as  an 
organization  and  through  the  encouragement  of  its  members  work 
on  programs  to  educate  Tennesseans  about  chronic  lung  disease  and 
the  inherent  long-term  risks  of  smoking  tobacco  products. 

REFERENCE  COMMITTEE  A — offered  Substitute  Resolution  No. 
22-99  to  replace  original  Resolutions  No.  22-99  and  No.  24-99. 

ACTION:  ADOPTED  original  Resolution  No.  24-99 


RESOLUTION  NO.  25-99 

Creation  of  a TMA 
Scorecard  for  Legislators 

Iris  G.  Snider,  MD,  Delegate 
McMinn  County  Medical  Society 

Whereas,  The  increasing  necessity  for  Independent  Medicine’s 
Political  Action  Committee-Tennessee  (IMPACT)  to  raise  funds  to 
use  in  its  efforts  to  further  the  legislative  aims  of  the  Tennessee 
Medical  Association  (TMA)  is  recognized;  and 

Whereas,  Many  members  are  concerned  that  the  money  they 
might  donate  will  be  used  to  support  legislators  whose  aims  do  not 
coincide  with  those  of  the  majority  of  TMA  members;  and 

Whereas,  TMA  members  should  know  which  legislators  are  sup- 
portive of  which  TMA  positions.  Now,  therefore  it  be 

RESOLVED,  That  the  Tennessee  Medical  Association  (TMA), 
through  its  Committee  on  Legislation,  create  a yearly  scorecard  that 
delineates  the  voting  patterns  of  the  legislators  on  issues  in  which 
the  TMA  has  an  interest;  and  be  it  further 

RESOLVED,  That  this  scorecard  delineating  the  voting  patterns 
of  the  legislators  be  published  annually  in  the  Tennessee  Medicine 
(Journal  of  the  Tennessee  Medical  Association)  and  posted  on  the 
Tennessee  Medical  Association  Web  site. 

REFERENCE  COMMITTEE  A — recommended  nonadoption  of 
Resolution  No.  25-99. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  26-99 

Specialty  Society  Representation  By  One  Person-One  Vote 
in  the  TMA  House  of  Delegates 

Charles  R.  Handorf,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  Tennessee  Medical  Association  (TMA)  proposed  By- 
law Amendment  No.  2-99,  Specialty  Society  Representation  in  Ten- 
nessee Medical  Association  House  of  Delegates,  outlines  the  appor- 
tionment formula  for  specialty  society  representation  in  the  TMA 
House  of  Delegates;  and 

Whereas,  This  proposed  amendment  does  not  address  the  proce- 
dure on  how  specialty  society  representatives  will  be  chosen.  Now, 
therefore  be  it 

RESOLVED,  That  specialty  society  delegates  to  the  Tennessee 
Medical  Association  House  of  Delegates  be  chosen  by  members  of 
each  specialty  society  designating  the  single  specialty  which  will 
represent  them  in  the  House  of  Delegates. 
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REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  nonadoption  of  Reso- 
lution No.  26-99. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  27-99 
Current  Procedural  Terminology  Books  at  Cost 

Charles  T.  Womack,  MD,  Delegate 
Putnam  County  Medical  Society 

Whereas,  Physicians  who  see  Medicare  patients  must  use  Cur- 
rent Procedural  Terminology  (CPT)  codes  in  order  to  bill  the  gov- 
ernment; and 

Whereas,  These  codes  are  updated  frequently,  and  physicians 
must  buy  the  CPT  books  yearly  to  keep  up-to-date  with  the  changes 
required  by  law;  and 

Whereas,  Penalties  consisting  of  fines  and  prison  terms  exist  for 
inaccurate  use  of  the  CPT  codes;  and 

Whereas,  The  cost  of  compliance  is  a burden  on  the  physician’s 
office;  and 

Whereas,  The  Health  Care  Financing  Administration  (HCFA) 
(has  been)  prohibited  from  using  any  other  coding  system  by  virtue 
of  the  binding  commitment  it  made  to  the  American  Medical  As- 
sociation (AMA)  to  use  the  AMA’s  copyrighted  CPT  material  ex- 
clusively ( Practice  Management  Info.  Corp.  v.  AMA,  121  F.  3d  516 
9th  Cir.  1997);  and 

Whereas,  A lawsuit  by  a California  publishing  house  against  the 
AMA  established  in  1997  a legal  precedent  that  the  AMA  “misused 
its  copyright”  and  therefore  cannot  enforce  it  (id.);  and 

Whereas,  The  government  through  HCFA  requires  the  physician 
to  use  these  codes;  and 

Whereas,  CPT  books  are  sold  at  high  cost  by  publishing  offices 
rather  than  at  low  cost  by  government  printing  offices.  Now,  there- 
fore be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  support 
making  the  Current  Procedural  Terminology  book  available  to 
American  Medical  Association  (AMA)  members  from  the  AMA  at  a 
minimal  charge;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  take  this 
resolution  to  the  American  Medical  Association  for  implementation. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  27-99  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  28-99 

Task  Force  for  Improved  Cancer  Reporting  in  Tennessee 

Rex  A.  Amonette,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  The  Tennessee  Cancer  Reporting  System  Act  was 
passed  in  1983;  and 

Whereas,  The  act  requires  hospitals  and  laboratories  to  submit 
specific  cancer  data  to  the  Tennessee  Department  of  Health;  and 
Whereas,  Recent  shifts  in  cancer  treatment  from  hospitals  to  the 
outpatient  setting  have  resulted  in  only  about  80%  of  the  cancer 
cases  now  being  reported;  and 

Whereas,  The  following  information  is  essential:  (1)  the  types} 
and  stages  of  cancers  seen  in  Tennessee,  (2)  the  state  cancer  mortal- , 
ity  rate  of  various  cancer  sites,  (3)  a study  of  any  cancer  “clusters” ! 
seen  in  Tennessee,  (4)  data  on  any  environmental  causes  of  cancer 
in  Tennessee.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  support  J 
the  revision  of  the  Tennessee  Cancer  Reporting  System  Act  (TCA; 
68-1-1001)  to  include  additional  reporting  sources,  provide  access! 
to  medical  records,  and  establish  data  exchange  with  cancer  regis-1 
tries  in  other  states. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  28-99. 

ACTION:  ADOPTED 


RESOLUTION  NO.  29-99 
Disabled  Patient  Advocacy 

Richard  J.  DePersio,  MD,  Delegate 
Knoxville  Academy  of  Medicine 

Whereas,  Over  174,000  handicapped  parking  permits,  placards.! 
and  license  plates,  valid  for  two  years  and  renewable  with  the  ap- 
proval of  a physician,  are  issued  annually  throughout  the  state  of 
Tennessee;  and 

Whereas,  Throughout  the  state  disabled  patients  are  permitted  tc 
park  at  meters  free  of  charge,  and  are  provided  closer  convenient 
spaces  in  most  public  facilities;  and 

Whereas,  Many  handicapped  citizens  are  denied  available  park 
ing  spaces  which  are  occupied  by  abusers  of  the  system  who  submf  I 
applications  for  handicapped  parking  with  falsified  physician  signa-  I 
tures;  and 
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Whereas,  There  are  no  controls  in  place  to  verify  a physician’s 
signature  and  validate  a patient’s  temporary  or  permanent  need  for 
handicapped  parking,  which  results  in  a disservice  to  those  physi- 
cally impaired.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  encourage 
the  legislature  to  develop  controls  to  insure  that  physically  handi- 
capped citizens  are  provided  convenient  parking  spaces  while  devel- 
oping laws  and  implementing  controls  to  eliminate  abuses. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  29-99. 

ACTION:  ADOPTED 


RESOLUTION  NO.  30-99 

Use  of  Nurse  Practitioners  and  Physician  Assistants 

Karen  B.  Duffy,  MD,  Delegate 
Nashville  Academy  of  Medicine 

Whereas,  Physicians  have  seen  their  ability  to  treat  patients 
steadily  decline  since  managed  care  has  been  introduced  into  the 
profession;  and 

Whereas,  The  practice  of  medicine  is  based  on  a knowledge  ac- 
quired over  a substantial  period  of  time;  and 

Whereas,  The  training  of  physicians  entails  not  only  a bachelor’s 
and  a medical  degree,  but  also  supervision  during  a residency  pe- 
riod; and 

Whereas,  A nurse  practitioner  can  be  licensed  to  practice  medi- 
cine in  the  state  of  Tennessee  with  an  associate’s  degree  and  18 
months  in  a “bridge  program”;  and 

Whereas,  Substance  abuse  is  the  number  one  health  problem  in 
the  United  States  today.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  not  sup- 
port the  licensing  of  nurse  practitioners  to  dispense  prescriptions  for 
medicine  which  may  have  life-threatening  consequences  without  the 
extensive  knowledge  required  to  prescribe  such  medicines,  and  in 
particular  the  dispensing  of  narcotics;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  support 
the  use  of  nurse  practitioners  and  physician  assistants  with  proper 
supervision,  as  an  extension  of  the  physicians  with  primary  respon- 
sibility for  a patient’s  care  and  well-being. 

REFERENCE  COMMITTEE  B — recommended  referral  of  Resolu- 
tion No.  30-99  to  the  Board  of  Trustees. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  31-99 
TMA  Position  on  Xantus  Receivership 

Clark  E.  Julius,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  State  of  Tennessee  has  a responsibility  to  provide 
high-quality  health  care  for  the  poor  and  marginalized  citizens  of 
the  state  through  the  Medicaid  Program;  and 

Whereas,  Physicians  and  hospitals  have  cared  for  the  disenfran- 
chised and  uninsured  Tennesseans  who  joined  TennCare  and  who 
enrolled  with  Xantus  Health  Plan  Network  as  their  TennCare  Man- 
aged Care  Organization  (MCO);  and 

Whereas,  Not  only  has  Xantus  been  unable  to  timely  pay  its 
physicians  and  hospitals  for  the  majority  of  services  that  have  been 
provided  to  its  enrollees,  but  the  company  has  just  entered  court 


Don  Alexander,  Chief  Executive  Officer,  Robert  D.  Kirkpatrick, 
MD,  Speaker,  Clark  E.  Julius,  MD,  Chairman  of  the  Board,  and 
Sam  J.  Williams  III,  Vice-Speaker,  prepare  for  the  House. 


supervised  receivership  (with  a current  negative  net  worth  estimated 
between  $25  to  $50  million),  which  is  the  state  version  of  bank- 
ruptcy; and 

Whereas,  The  Tennessee  Department  of  Commerce  and  Insur- 
ance, which  has  responsibility  for  monitoring  the  financial  sound- 
ness of  TennCare  MCOs,  seems  to  have  waited  too  long  before  inter- 
vening in  Xantus’  financial  affairs,  which  has  placed  Xantus’  patients, 
network  hospitals,  and  treating  physicians  at  substantial  risk;  and 
Whereas,  The  Department’s  failure  to  quickly  intervene  to  stop 
Xantus’  rush  toward  insolvency  is  a breach  of  its  fiduciary  duty  to 
TennCare  patients  and  network  providers;  and 

Whereas,  Xantus  receivers  advised  the  Tennessee  Medical  As- 
sociation (TMA)  that  they  would  be  unable  to  pay  Xantus  network 
physicians  for  any  claims  filed  before  the  March  31st  receivership 
petition,  and  despite  this  failure,  physicians  would  not  be  legally 
allowed  to  exercise  their  right  to  terminate  the  MCO  contract;  and 
Whereas,  Xantus’  financial  condition  is  only  one  example  of  the 
profound  underfunding  and  lack  of  oversight  of  the  TennCare  sys- 
tem, which  places  patients’  health  care  at  risk;  and 

Whereas,  The  State’s  actuarial  consultants  have  concluded  that 
physicians  and  hospitals  have  propped  up  TennCare  since  its  incep- 
tion due  to  severe  underfunding;  and 

Whereas,  The  TMA  should  go  on  record  as  condemning  the 
State’s  utter  and  abject  shirking  of  its  duty  to  ensure  that  Medicaid 
patients  receive  access  to  health  care  which  equals  that  enjoyed  by 
privately  insured  patients.  Now,  therefore  be  it 

RESOLVED,  That  despite  the  financial  insolvency  of  Xantus 
Health  Plan,  the  Tennessee  Medical  Association  reaffirm  its  member 
physicians’  commitment  to  provide  high-quality  health  care  for  all 
citizens  of  the  state  regardless  of  either  their  ability„to  pay,  or  the 
ultimate  fate  of  Xantus  and  TennCare;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association,  through 
appropriate  legal  and  political  means,  seek  redress  from  those  re- 
sponsible for  its  member  physicians  and  their  patients  who  have 
been  and  will  be  harmed  by  the  March  31st  receivership  petition  of 
Xantus  Health  Plan;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  hereby  con- 
demn the  State  of  Tennessee  both  for  refusing  to  abide  by  its  fidu- 
ciary duty  to  adequately  monitor  and  police  Xantus  Health  Plans’ 
financial  condition  before  it  reached  irretrievable  insolvency,  and  fur- 
ther, for  now  refusing  to  back  up  the  duty  to  pay  the  long  overdue 
claims  of  Xantus’  network  hospitals  and  physicians;  and  be  it  further 
RESOLVED,  That  the  Tennessee  Medical  Association  hereby 
urge  the  State  of  Tennessee  and  the  Department  of  Commerce  and 
Insurance  to  more  closely  monitor  the  financial  status  of  all 
TennCare  managed  care  organizations  so  that  future  insolvencies 
are  recognized  before  providers  incur  substantial  losses. 
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REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  31-99. 

ACTION:  ADOPTED 


RESOLUTION  NO.  32-99 

Individually  Led  Prayer 

Stanley  Bise,  MD,  Delegate 
Cumberland  County  Medical  Society 

Whereas,  The  Tennessee  Medical  Association  seeks  to  be  unbiased 
to  the  beliefs  of  its  membership  in  regards  to  religious  beliefs;  and 
Whereas,  The  Tennessee  Medical  Association  seeks  to  promote 
time  efficiency  during  its  business  meetings.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association  replace  its 
individually  led  prayers  at  the  start  of  its  meetings  with  a 30  to  60 
second  moment  of  silent  prayer  and/or  meditation. 

REFERENCE  COMMITTEE  B — recommended  nonadoption  of 
Resolution  No.  32-99. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  33-99 
TennCare  Patients’  Future 

Richard  J.  DePersio,  MD,  Delegate 
Knoxville  Academy  of  Medicine 

Whereas,  A crisis  exists  not  only  in  the  rural  areas  but  urban 
centers  of  the  state  where  80%  of  the  TennCare  patients  are  seen  by 
10%  of  the  physicians;  and 

Whereas,  Underbudgeting  of  the  TennCare  Program  has  resulted 
in  a gross  inability  to  cover  the  costs  of  patient  care;  and 

Whereas,  Much  of  the  burden  has  been  passed  on  to  the  physi- 
cians, specifically  rural  practices  where  there  is  a high  percentage  of 
TennCare  population  and  a limited  amount  of  physicians;  and 

Whereas,  Physicians  servicing  a disproportionate  share  of  Tenn- 
Care patients  are  losing  partners  (who  are  leaving  the  state)  and  are 
threatened  with  losing  their  practices;  and 

Whereas,  Presently,  participation  in  TennCare  is  at  the  discretion 
of  the  individual  physicians;  and 

Whereas,  Minimal  participation  in  TennCare  shifts  the  burden  of 
TennCare  to  those  physicians  fully  participating.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association  Board  of 
Trustees  study  what  impact  (if  any)  mandatory  physician  participa- 
tion would  have;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  Board  of 
Trustees  conduct  a study  to  determine  the  impact  of  the  quality  of 
care  and  physician  accessibility  for  TennCare  patients  in  the  next 
five  years  if  conditions  of  TennCare  are  not  radically  revamped. 

EMERGENCY  RESOLUTION — considered  by  the  House  of  Del- 
egates as  a reference  committee  of  the  whole. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  34-99 
Teen  Smoking 

Richard  J.  DePersio,  MD,  Delegate 
Knoxville  Academy  of  Medicine 


Whereas,  Teenagers  18  and  19  years  of  age  can  legally  purchase 
tobacco  products,  and  they  represent  28%  of  all  teenagers;  and 
Whereas,  Smoking  addiction  often  begins  during  the  teen  years;  and 
Whereas,  Current  legislation  does  not  permit  persons  under  the 
age  of  18  to  purchase  tobacco  products  while  many  young  people 
between  the  ages  of  18  and  21  become  addicted  to  smoking.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  support 
legislation  that  would  make  it  illegal  to  sell  tobacco  products  to 
anyone  under  the  age  of  21. 

EMERGENCY  RESOLUTION — considered  by  the  House  of  Del- 
egates as  a reference  committee  of  the  whole. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  OF  COMMENDATION 

Charles  W.  White  Sr.,  MD 

Whereas,  Charles  W.  White, 
Sr.,  MD,  has  ably  served  the 
Tennessee  Medical  Association 
(TMA)  by  truly  distinguishing 
himself  as  a member  of  the 
Committee  on  Legislation  for  14 
years,  nine  of  which  he  skill- 
fully served  as  chairman;  and 
Whereas,  Dr.  White  has  also 
served  the  TMA  in  many  other 
capacities,  including  holding  the 
offices  of  President,  Judicial 
Councilor,  and  member  of  the 
Board  of  Trustees,  but  the  House  of  Delegates  today  chooses  to 
focus  on  his  legislative  acumen;  and 

Whereas,  In  1993-94,  while  serving  as  TMA  President  and 
Legislative  Committee  Chair,  Dr.  White  received  the  TMA  Dis- 
tinguished Service  Award  for  tedulously  lobbying  the  Health 
Care  Financing  Administration,  the  Tennessee  Legislature,  and 
Tennessee’s  Congressional  Delegation  for  much  needed  changes 
in  the  way  the  TennCare  program  was  to  provide  health  care 
services  to  Tennesseans;  and 

Whereas,  Dr.  White’s  wisdom  and  guidance  for  TMA  in  the 
legislative  arena  helped  navigate  Tennessee’s  physicians 
through  difficult  public  policy  debates  and,  thanks  to  his  clair- 
voyance and  mediation  skills,  TMA  was  well  positioned  to  pro- 
tect physicians’  ability  to  provide  patients  with  high-quality 
health  care;  and 

Whereas,  The  Tennessee  Board  of  Medical  Examiners,  and 
thus  all  Tennessee  physicians,  now  benefit  from  Dr.  White’s 
legislative  background  as  he  brings  that  historic  perspective  to 
licensure  regulation,  medical  ethics,  and  discipline;  and 

Whereas,  It  is  fitting  that  the  TMA  House  of  Delegates  rec- 
ognize Dr.  White’s  singular  achievements  in  legislative  advo- 
cacy and  leadership  for  all  Tennessee  physicians  by  commend- 
ing him  with  a formal  resolution  honoring  his  name.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  House 
of  Delegates  here  assembled  this  9th  day  of  April,  1999,  com- 
mend Charles  W.  White,  Sr.,  MD  for  his  outstanding  service  as 
a member  of  the  Committee  on  Legislation  and  for  his  insightful 
and  dedicated  leadership  as  Committee  Chairman  for  the  past 
nine  years;  and  be  it  further 

RESOLVED,  That  Charles  W.  White,  Sr.,  MD  be  presented  a 
permanently  engrossed  copy  of  this  resolution. 
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Additional  Resolutions  Recommended  To  Sunset 


The  TMA  House  of  Delegates  annually  adopts  resolutions  to  be- 
come policy  and  they  are  reviewed  after  seven  years  to  determine  if 
the  policy  is  to  continue  as  is,  be  modified,  or  allow  to  sunset.  Many 
policies  implemented  during  the  course  of  the  year  following  their 
adoption  by  the  House  of  Delegates  or  in  subsequent  years  become 
obsolete,  moot,  or  outdated  prior  to  their  year  to  sunset.  In  order  to 
efficiently  maintain  relative  policy  of  the  House  of  Delegates,  the 
following  resolutions  adopted  in  years  1993-1998  were  recom- 
mended to  sunset  by  the  House  of  Delegates  in  1999. 

1993  Sunset  Resolutions 

Resolution  No.  2-93 

Reaffirmation  of  Resolution  No.  6-86 — Medicaid  Uniform  Reimburse- 
ment System  ( Unnecessary  due  to  implementation  of  TennCare.) 

Resolution  No.  6-93 

Long  Range  Planning  ( Strategic  Planning  is  now  a part  of  the  Board 
of  Trustees  regular  activity.) 

Resolution  No.  15-93 

Design  and  Format  of  TMA  Annual  Meeting  (No  longer  needed  due 
to  format  change  in  1997.) 

Resolution  No.  16-93 

Medicare  Coverage  of  Influenza  Vaccine  (Action  called  for  was  completed.) 

Resolution  No.  24-93 

A Campaign  to  Curb  Domestic  Violence  (Successful  campaign  was 
implemented  and  completed  in  1995-96.) 

Substitute  Resolution  No.  25-93 

Increase  in  Tax  on  Cigarettes  (Tobacco  settlement  will  negate  this  ac- 
j tion.) 

Resolution  No.  32-93 

TMA  Component  Medical  Society  Task  Force  (TMA  Leadership  Sum- 
1 mit  evolved  in  response  to  this  resolution.  Further,  regular  meetings 
! are  held  with  the  staff  of  the  large  metro  societies.) 

1994  Sunset  Resolutions 

Resolution  No.  3-94 

Reaffirmation  of  Resolution  No.  3-87 — Reaffirmation  of  Peer  Review 
Guidelines  (Peer  Review  Committee  was  disbanded  in  1995.  The  Judi- 
1 cial  Council  now  provides  peer  review  if  necessary.) 

Resolution  No.  6-94 

Reaffirmation  of  Resolution  No.  15-87 — Ban  on  Sale  and  Use  of  To- 
bacco in  Hospitals  (Action  completed  by  letters  to  all  hospitals.) 

Resolution  No.  9-94 

Reaffirmation  of  Resolution  No.  27-87 — Indigent  Care  - Medical 
Home  Volunteers  (Medical  home  visits  were  basically  disbanded  with 
f the  advent  of  TennCare.) 

Resolution  No.  10-94 

Membership  of  Osteopaths  (Adopted  in  1997.) 

Resolution  No.  12-94 

i Repeal  of  Privilege  Tax  for  Retired  Physicians  ( Implemented .) 

Resolution  No.  13-94 

Uniform  Membership  Application  Form  (Uniform  application  has 
I been  adopted  but  local  societies  have  some  flexibility  in  using  a 
supplemental  form.) 

Resolution  No.  17-94 

Young  Physician  Section  Alternate  Delegates  (Now  permanent  policy.) 

Resolution  No.  19-94 

Preventing  Infections  of  Escherichia  Coli,  Strain  0157:H7  (Now  man- 
dated by  Department  of  Health.) 

Resolution  No.  21-94 

Political  Campaign  Education  (No  longer  have  annual  meeting  format 
that  can  accommodate  such  a program.) 

Resolution  No.  23-94 

Statewide  Physician  Network  (Network  never  materialized.  The  organi- 
j zation  remains  only  on  paper.) 

Resolution  No.  26-94 

; Component  Society  Orientation  at  TMA  Headquarters  (Leadership 
j Summit  serves  this  purpose.) 
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Substitute  Resolution  No.  28-94 

Increased  Young  Physician  Involvement  in  the  TMA  (Now  permanent 
policy  and  activity.) 

1995  Sunset  Resolutions 

Resolution  No.  6-95 

Physician  Malpractice  Protection  as  “State  Employees”  When  Treating 
TennCare  Patients  (Rejected  by  the  General  Assembly  and  not  supported 
by  the  Governor.) 

Special  Resolution  No.  15-95 

The  Ballard  Motion  (Now  permanent  policy  of  the  House  of  Delegates.) 

1996  Sunset  Resolutions 

Resolution  No.  1-96 

Reaffirmation  of  Resolution  No.  2-89 — Out-of-State  Pharmacies 
(Board  of  Pharmacy  now  regulates  these  entities.) 

Resolution  No.  4-96 

Reaffirmation  of  Resolution  No.  22-89 — Consent  Calendar  (Perma- 
nent policy  of  the  House  of  Delegates.) 

Resolution  No.  9-96 

Reaffirmation  and  Modification  of  Resolution  No. -89 — TMA  Student 
Education  Fund  Assessment  and  Resolution  No.  1-90  [Dues  to  Fund 
TMA-SEF]  (Terminated  by  Resolution  No.  8-98) 

Resolution  No.  13-96 

Early  Discharge  of  Mothers  and  Infants  From  the  Hospital  (Policy  of  the 
Department  of  Commerce  and  Insurance  outlaws  48  hour  deliveries.) 

Resolution  No.  15-96 

Managed  Care  Gag  Rules  (TMA  lobbied  and  passed  gag  order  laws.) 

Resolution  No.  20-96 

Modified  Community  Rating  Insurance  Plans  (Completed  with  report 
to  House  of  Delegates  in  1997.) 

Resolution  No.  25-96 

Physician-Patient  Advocacy  in  the  TennCare  Partners  Program  (TMA 
will  continue  its  advocacy  work  with  the  Administration  as  an  ongoing 
activity.) 

Resolution  No.  27-96 

Medicaid  Class  Action  Lawsuit  Against  the  tobacco  Industry  ( Recom- 
mend adoption  of  a more  comprehensive  policy  in  1999  House  of  Del- 
egates.) 

Resolution  No.  28-96 

Problems  of  the  Rural  Physician  (Board  of  Trustees  has  established  a 
Rural  Physician  Committee.) 

1997  Sunset  Resolutions 

Resolution  No.  6-97 

Reaffirmation  of  Resolution  No.  12-90 — Disposition  of  Resolutions 
Referred  to  Board  of  Trustees  or  to  TMA  (Permanent  Policy.) 

Resolution  No.  11-97 

Reaffirmation  and  Modification  of  Resolution  No.  10-90 — Member- 
ship Development  and  Retention  Campaign  Update  (Ongoing  activity 
with  Membership  Committee.) 

Resolution  No.  22-97 

Insurance  Plain  Language  Information  (Legislation  sought  but  not 
passed  in  Tennessee.) 

1998  Sunset  Resolutions 

Resolution  No.  9-98 

Simplifying  Public  Health  Council  Nomination  Process  (Permanent 
Policy.) 

Substitute  Resolution  No.  16-98 

Reevaluation  of  Campaign  Contributions  (Part  of  IMPACT  regular 
process  now.) 

Resolution  No.  19-98 

TennCare  Actuarial  Soundness  (Permanent  activity.) 

Resolution  No.  30-98 

Tennessee  Physicians’  Quality  Verification  Organization  (Permanent 
activity.) 
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Outstanding  Physician  Awards 


The  Outstanding  Physician  Award  is  presented  annually  by  the  members 
of  the  TMA  House  of  Delegates  and  is  an  outward  symbol  of  honor  and 
recognition  of  a physician 's  contribution  to  the  advancement  of  public 
welfare  and  medical  science  during  his  lifetime. 


Bernard 


Louis  J.  Bernard,  MD,  has  been  ac- 
tively involved  in  cancer  organizations 
and  recognized  for  his  outstanding  contri- 
butions to  surgical  oncology  and  cancer 
education  throughout  his  career.  He  has 
worked  extensively  with  the  American 
Cancer  Society,  having  served  on  the  Ten- 
nessee Division  Board  of  Directors  and  as 
president  from  1987-1988.  He  has  earned 
the  Martha  Haw  Edwards  Award  from  the 
American  Association  of  Cancer  Educa- 
tion as  well  as  the  National  Humanitarian 
Award  and  others  from  the  American 
Cancer  Society. 

Although  Dr.  Bernard  has  retired  from 
active  practice,  he  is  currently  the  interim 
chairman  of  the  Department  of  Surgery  at 
Meharry  Medical  College,  where  he  re- 
ceived his  medical  degree  in  1950,  taught 
as  a professor,  and  served  as  Dean  of  the 
School  of  Medicine. 

Dr.  Bernard  is  presently  on  the  Advi- 
sory Board  of  Tennessee  Donor  Services 
and  the  External  Advisory  Committee  of 
the  Vanderbilt  University  Cancer  Center. 

Dr.  Bernard  was  nominated  for  this 
year’s  award  by  the  Nashville  Academy 
of  Medicine. 


Edwin  Wesley  Cocke  Jr,  MD,  origi- 
nally from  Bolivar,  Tenn.,  began  his 
medical  teaching  career  shortly  after  his 
graduation  from  the  University  of  Tennes- 
see Medical  School  in  Memphis  1943.  In 
1959,  he  was  a founding  member  of  the 
American  Society  for  Head  and  Neck  Sur- 


Cocke 


gery,  serving  as  its  president  in  1973. 
Throughout  his  illustrious  career,  he  has 
served  in  numerous  leadership  roles  for 
several  head  and  neck  surgical  associa- 
tions, including  the  American  Academy  of 
Otolaryngology-Head  and  Neck  Sur- 
geons, of  which  he  is  the  only  physician 
to  have  earned  the  Presidential  Citation 
honor  twice  (1983  and  1990). 

The  nominating  letter  for  this  award 
from  the  Memphis-Shelby  County  Medi- 
cal Society  stated,  “Dr.  Cocke  has  served 
the  Memphis  community  and  his  fellow 
citizens  for  56  years  as  an  outstanding 
physician  and  university  professor.  He  has 
quietly  and  diligently  met  the  needs  of 
many  through  his  various  local,  state  and 
national  specialty  society  committee  and 
board  appointments,  as  well  as  his  service 
to  the  Memphis-Shelby  County  Medical 
Society  and  the  Tennessee  Medical  Asso- 
ciation. [His]  concern  for  the  patient  has 
remained  foremost  in  all  of  his  endeavors.” 

Dr.  Cocke  served  as  president  of  the 
Baptist  Memorial  Hospital  medical  staff 
in  1972.  At  that  time,  the  hospital  was  the 
largest  private  hospital  in  the  world  with 
2,000  beds  and  a physician  staff  of  1 ,000. 
He  remains  a clinical  professor,  Depart- 
ment of  Otolaryngology,  Head  and  Neck 
Surgery  at  the  University  of  Tennessee, 
Memphis  College  of  Medicine,  an  ap- 
pointment he  has  held  since  1973. 

He  is  a past  president  of  the  Memphis/ 
Shelby  County  Unit  of  the  American  Can- 
cer Society  and  the  Tennessee  Chapter  of 
the  American  Cancer  Society,  from  which 


he  received  the  Distinguished  Service: 
Award  in  1971. 


Clark  E.  Julius,  MD,  has  taught  at  the 
University  of  Tennessee-Knoxville  since 
1971  and  currently  serves  as  associate 
professor  in  the  Department  of  Medicine 
and  head  of  the  Section  of  Dermatology.  A 
co-founder  of  the  Tennessee  Dermatology 
Society  in  1976,  Dr.  Julius  later  became 
president  of  the  organization.  He  has  also 
held  a variety  of  offices  in  other  dermato- 
logical associations,  such  as  the  American 
Academy  of  Dermatology,  the  Masters 
Dermatologic  Association,  and  the  North 
American  Clinical  Dermatologic  Society. 

In  1987,  Dr.  Julius  was  chief  of  staff 
for  the  University  of  Tennessee  Memorial 
Research  Center  and  Hospital  and  co- 
founder of  the  Space  Dermatology  Foun- 
dation. He  was  also  vice-president  of  the 
Tennessee  Medical  Association  and  latei 
chairman  of  its  Board  of  Trustees. 

Dr.  Julius  has  been  recognized  most 
recently  for  his  breakthrough  research  ir 
photodynamic  therapy,  a new  class  ol 
cancer  treatment  that  uses  a photosensi- 
tizer activated  by  laser  light  which  selec- 
tively accumulates  in  tumor  tissue.  He  ha; 
also  been  commended  for  his  work  ir 
telemedicine,  a program  that  provides  der-i 
matologic  examinations  to  patients  in  ru 
ral  areas.  Dr.  Julius  volunteers  his  per 
sonal  time  to  both  of  these  efforts. 

Dr.  Julius  was  nominated  for  thi: 
year’s  award  by  the  Knoxville  Academy 
of  Medicine. 
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Community  Service  Awards 

Since  1976,  the  physician  members  of  the  Tennessee  Medical  Association  have  recog- 
nized persons  or  organizations  outside  of  medicine  who  contribute  significantly  to  the 
advancement  of  public  health  in  their  respective  communities. 


Interfaith  Dental  Clinic.  In  Novem- 
ber 1994,  the  dream  of  opening  a com- 
munity dental  clinic  for  the  working  poor 
became  a reality  for  Nashville  dentist 
Thomas  Underwood,  DDS.  With  his 
strong  determination  and  some  local  help 
from  the  Nashville  Dental  Society  and  the 
Outreach  Commission  of  West  End 
United  Methodist  Church,  Dr.  Underwood 
developed  the  Interfaith  Dental  Clinic, 
which  has  grown  into  an  invaluable  com- 
munity service  organization  for  under- 
privileged Nashvillians  today. 

The  Interfaith  Dental  Clinic  provides 
total  oral  health  care  to  those  who  do  not 
have  dental  insurance  and  cannot  afford 
private  care.  More  than  260  volunteers  in- 
cluding dentists,  specialists,  hygienists, 
dental  assistants,  and  community  workers 
help  staff  the  clinic.  In  1997,  the  Interfaith 
I Dental  Clinic  treated  more  than  1 ,300  pa- 
tients, which  totaled  $270,372  worth  of 
dentistry  and  entailed  915  hours  of  volun- 
teer service. 

Nominated  by  the  Nashville  Academy 
j of  Medicine,  Rhonda  Switzer,  DDS,  ac- 
! cepted  the  award  for  the  Interfaith  Dental 
Clinic. 


Youth  Villages  is  a private,  non-profit 
organization  that  was  established  in  1986 
to  meet  the  emotional,  physical,  educa- 
tional, and  medical  needs  of  children  in 
1 Middle  and  West  Tennessee  and  parts  of 
Mississippi.  In  13  years.  Youth  Villages 
' has  grown  from  serving  80  youth  annually 
to  helping  1,500  children  and  their  fami- 
1 lies  each  year.  Programs  at  Youth  Vil- 
lages range  from  residential  treatment  to 
therapeutic  foster  care  to  counseling  in 
the  home,  and  they  address  such  issues 


as  behavioral  problems,  learning  and  de- 
velopmental disabilities,  abuse,  and  medi- 
cal disorders.  In  the  past  year,  Youth  Vil- 
lages has  expanded  to  include  a youth 
crisis  shelter  and  more  housing  facilities 
for  troubled  children.  The  community  ser- 
vice organization  continues  to  follow  its 
mission  of  “helping  children  and  families 
live  successfully.” 

Nominated  by  the  Mentphis-Shelby 
County  Medical  Society,  Mavis  Snyder, 
director  of  Youth  Villages,  accepted  the 
award. 

Mr.  William  Blankenship.  Thanks 
to  one  dedicated  Knoxvillian,  approxi- 
mately 500  more  children  are  immunized 
annually  in  East  Tennessee.  In  March 
1996,  architect  William  Blankenship  led 
local  Rotary  Clubs  to  join  the  Shots  for 
Tots  Campaign  coordinated  by  the  Knox 
County  Health  Department  and  BlueCross 
BlueShield  of  Tennessee  to  boost  child- 
hood immunizations. 

When  these  Rotarians  started  their  ef- 
forts three  years  ago,  only  82%  of  chil- 
dren under  2 years  old  in  Knox  County 
were  current  with  their  immunizations.  By 
November  1998,  93.5%  of  2-year-olds 
were  up  to  date  on  their  shots — the  high- 
est increase  of  childhood  immunizations 
in  the  state.  Mr.  Blankenship  continues 
to  lead  Shots  for  Tots  Phone  Campaign 
meetings  each  month,  when  approxi- 
mately 15  to  20  volunteers  collectively 
contact  about  450  East  Tennessee  fami- 
lies to  check  the  status  of  their  children’s 
immunizations. 

Mr.  Blankenship  was  nominated  for 
this  year’s  award  by  the  Knoxville  Acad- 
emy of  Medicine. 


Distinguished 

Service 

Award 

Each  year  since  1963,  the  Distin- 
guished Service  Award  has  been  pre- 
sented by  the  TMA  Board  of  Trustees 
to  exemplar y members  of  the  Asso- 
ciation for  their  notable  achieve- 
ments during  the  last  calendar  year. 


Madden 


James  J.  Madden  Jr,  MD,  was 

nominated  by  the  Nashville  Academy 
of  Medicine  for  his  generous  dedi- 
cation to  Operation  Smile,  a national 
program  comprised  of  volunteer  phy- 
sicians committed  to  treating  children 
and  young  adults  who  have  facial  de- 
formities but  who  cannot  afford  cor- 
rective surgery. 

Dr.  Madden  is  chairman  of  the 
Medical  Advisory  Board  for  the  Ten- 
nessee/Kentucky Chapter  of  Opera- 
tion Smile,  through  which  he  reviews 
patient  applications,  coordinates  ap- 
plicant screenings,  oversees  the  physi- 
cians conducting  the  surgeries,  and 
directs  the  overall  development  of  the 
program. 

Thanks  to  the  leadership  of  Dr. 
Madden  and  the  teamwork  of  33  local 
plastic  and  oral  surgeons,  four  groups 
of  anesthesiologists  and  four  major 
community  hospitals  that  provide  the 
facilities  and  supplies  for  surgical 
procedures,  the  local  chapter  of  Op- 
eration Smile  has  earned  great  suc- 
cess. Since  its  establishment  in  1995, 
the  chapter  has  performed  over  150 
surgical  procedures  for  1 10  patients. 

Dr.  Madden  received  his  medical 
degree  from  Georgetown  University 
in  1966,  completed  his  internship  at 
the  University  of  Virginia  Medical 
Center  in  1967,  and  completed  resi- 
dencies at  both  UVA  and  Emory  Uni- 
versity hospitals.  Dr.  Madden  now 
operates  a private  practice  for  plastic 
surgery  in  Nashville. 
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164th  TMA  Annual  Meeting— House  of  Delegates  Composition— April  1999 


EX-OFFICIO  MEMBERS 


First 

Second 

Session 

Session 

OFFICERS 

David  G Gerkin,  MD,  President 

Present 

Present 

James  Chris  Fleming,  MD,  President-Elect 

Present 

Present 

John  J Ingram,  III,  MD,  Vice-President 

Present 

Present 

George  L Eckles,  Jr,  MD,  Vice-President 

Present 

Present 

Robert  A Vegors.  MD,  Vice-President 

— 

— 

BOARD  OF  TRUSTEES 

R Benton  Adkins,  Jr,  MD 

Present 

Present 

Robert  C Patton,  MD,  Sec-Treasurer 

Present 

Present 

Clark  E Julius,  MD.  Chair 

Present 

Present 

James  D King.  MD,  Vice-Chair 

Present 

Present 

Robert  D Kirkpatrick,  MD 

Present 

Present 

Joel  R Locke.  MD 

— 

— 

J Fred  Ralston,  Jr,  MD 

Present 

Present 

Wiley  T Robinson.  MD 

Present 

Present 

Barrett  F Rosen.  MD 

Present 

Present 

Sam  J Williams.  III.  MD 

Present 

Present 

Jesse  C Woodall,  Jr,  MD 

Present 

Present 

Vincent  A Viscomi,  MD 

Present 

Present 

COUNCILORS 

Leon  J Bogartz.  MD.  Secretary 

— 

Present 

Burgin  E Dossell,  Jr,  MD.  Chair 

Present 

Present 

Robert  W Hemng.  Jr.  MD 

Present 

Present 

Donna  K Hobgood,  MD 

— 

— 

James  C King,  MD 

— 

Present 

Kenneth  R Maloney.  MD 

— 

— 

Lee  R Morisy.  MD 

— 

Present 

Frederick  (Bronn)  S Rayne,  MD 

Present 

Present 

B Keith  Robison,  MD 

— 

— 

AMA  DELEGATES 

Charles  Ed  Allen.  MD 

Present 

Present 

Robert  E Bowers,  MI) 

— 

Present 

Allen  S Edmonson,  MD,  Chair 

Present 

Present 

Hugh  Francis,  Jr,  MD 

— 

— 

Francis  W Gluck,  Jr,  MD 

— 

Present 

Thurman  L Pedigo.  MD,  Vice-Chair 

— 

— 

Clarence  R Sanders.  MD 

— 

Present 
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J Kelley  Avery,  MD 

Present 

Present 

George  A Zirkle,  Jr,  MD 

Present 

Present 

Nat  E Hyder,  Jr.  MD 

Present 

Present 

James  R Royal.  MD 

Present 

— 

James  T Galyon,  MD 

Present 

Present 

John  B Thomison,  MD 

— 

Present 

Hamel  B Eason,  MD 

Present 

— 

Charles  W White,  Sr,  MD 

Present 

Present 

Virgil  H Crowder.  Jr,  MD 

Present 

Present 

Richard  M Pearson,  MD 

Present 

Present 
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BLOUNT John  J Ingram,  MD 

Present 

Present 

Fredric  M RadolT.  MD 

Present 

Present 

BRADLEY Nancy  M Blank.  MD 

Present 

Present 

John  A Murphy,  MD 

— 

Present 

James  E White,  MD 

Present 

Present 

CAMPBELL  L J Seargeanl.  Jr.  MD 

— 

— 

CARTER Tedford  S Taylor.  MD 

Present 

Present 

CHATTANOOGA-HAMII.TON I.  Diane  D Allen.  MD 

Present 

Present 

Channappa  Chandra,  MD 

Present 

— 

Donald  B Franklin  Jr.  MD 

Present 

Present 

Monica  A Gefter,  MD 

— 

— 

Ian  N Hamilton  Jr.  MD 

— 

— 

Steven  L May,  MD 

— 

— 

Phyllis  A Miller,  MD 

Present 

Present 

Mitchell  L Mutter,  MD 

Present 

— 

Phillip  G Pollock.  MD 

— 

— 

James  D Proffitt.  MD 

Present 

Present 

Molly  Elaine  Seal.  MD 

Present 

Present 

Edwin  H Shuck,  III,  MD 

— 

Present 

Charles  W Sienknecht.  MD 

— 

— 

Adam  J Soufleris.  MD 

— 

Present 

Christopher  S St  Charles,  MD 

— 

— 

Dennis  L Stohler,  MD 

Present 

Present 

Mark  S Sumida,  MD 

— 

— 

COCKE Edward  W Capparelli.  MD 

Present 

Present 

CUMBERLAND Stanley  Bise 

Present 

Present 

Robert  Nichols.  MD 

Present 

Present 

GREENE Philip  A Marino  Jr.  MD 

— 

— 

Orville  W Swamer.  MD 

Present 

Present 

HAWKINS* 

KNOXVILLE  ACADEMY Paul  D Baker  Jr.  MD 

Present 

Present 

John  L Bell.  MD 

Present 

Present 

Michael  P Bernard,  MD 

— 

— 

Leonard  A Brabson,  MD 

Present 

Present 

John  M Burkhart.  MD 

— 

Present 

Richard  J DePersio,  MD 

Present 

Present 

Andrew  M Evancho,  MD 

Present 

Present 

Charles  I Huddleston,  MD 

— 

— 

John  W Lacey  III.  MD 

Present 

Present 

William  R McKissick  MD 

— 

Present 

Molly  M Peeler.  MD 

— 

— 

James  L Seals.  MD 

— 

— 

John  R Semmer,  MD 

— 

— 

M D Stockton,  MD 

Present 

Present 

Dale  C Wortham.  MD 

— 

— 

LAKEWAY  Charles  S Fulk.  MD 

— 

— 

William  J Gulch.  MD 

— 

— 

MCMINN Iris  G Snider,  MD 

Present 

Present 

MONROE  Robert  A Hill.  MD 

— 

— 

ROANE-ANDERSON Mary  M Headnck.  MD 

Present 

— 

George  E Smith.  MD 

Present 

Present 

SCOTT William  R Turner.  MD 

— 

— 

SEVIER* 

SULLIVAN M Ban  Bradley,  MI) 

Present 

— 

Jeffrey  L Douglas.  MD 

Present 

Present 

David  K Garriott.  MD 

Present 

Present 

David  R Ginn,  MD 

Present 

Present 

Thomas  E Mitoraj,  MD 

Present 

Present 

Dennis  C Samuel  Jr.  MD 

Present 

Present 

Douglas  J Springer.  MD 

Present 

Present 

WASH1NC.TON-UNICOI-JOHNSON  Peler  M Caravello.  MD 

— 

— 
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First 
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Session 

Stephen  W Fry.  MD 



— 

Clarence  E Goulding  Jr,  MD 

Present 

Present 

Sam  W Huddleston  IV,  MD 

— 

— 

William  H Messerschmidt,  MD 

— 

— 

James  M Wilson,  MD 

— 

— 

Deanna  Smith  (Student  Delegate) 

Present 

Present 

YOUNG  PHYSICIAN  SECT 

....  Tara  Sturdivant 

MIDDLE  TENNESSEE 

Present 

Present 

BEDFORD  

Terrell  D Blanton.  MD 

Present 

Present 

BENTON-HUMPHREYS  

. Subhi  D Ah.  MD 

Present 

Present 

BUFFALO  RIVER  VALLEY 

....  John  B Phillips.  MD 

Present 

Present 

COFFEE 

...  Ralph  M Bard.  MD 

Present 

Present 

DEKALB  

....  Melvin  L Blevens.  MD 

— 

— 

DICKSON 

....  Rolland  Luplow.  MD 

— 

— 

FENTRESS* 

FRANKLIN  

....  Thomas  A Smith,  MD 





GILES* 

JACKSON* 

LAWRENCE 

....  Gregory  H Boling,  MD 

— 

— 

LINCOLN 

....  W Kyle  Spears,  MD 

Present 

Present 

MACON* 

MARSHALL* 

MAURY  

....  Charles  B Bramlett,  MD 

Present 

Present 

Tomas  R Duncan,  MD 

— 

Present 

Jeffrey  J Gleason,  MD 

Present 

Present 

MONTGOMERY  

....  George-J  Kurita.  MD 

Present 

Present 

W Joel  Pedigo.  Jr.  MD 

Present 

Present 

NASHVILLE  ACADEMY 

....  Ben  Birdwell,  MD 

Present 

Present 

John  B Bond.  MD 

Present 

Present 

Susan  C Briley.  MD 

Present 

Present 

Reuben  A Bueno,  MD 

— 

— 

Lonnie  S Burnett,  MD 

Present 

Present 

Jill  F Chambers.  MD 

Present 

Present 

Molly  S Chalterjee,  MD 

Present 

Present 

Leslie  Douglas-Churchwell,  MD 

Present 

— 

Robert  S Collins,  MD 

Present 

Present 

Karen  B Duffy,  MD 

Present 

Present 

David  N Dyer,  MD 

Present 

Margaret  M Brennan.  MD 

— 



Dianne  Ford,  MD 

Present 

— 

Maria  E Frexes- Steed.  MD 

Present 

Present 

John  C Frist  Jr,  MD 

— 

— 

W Blake  Garside  Jr,  MD 

— 

— 

William  M Gavigan.  MD 

— 

Present 

John  E Gerber.  MD 

Present 

— 

F Anthony  Greco,  MD 

— 

— 

Perry  F Hams.  MD 

— 

— 

William  Harwell.  MD 

— 

Present 

Robert  W Herring  Jr.  MD 

Present 

Present 

Terri  W Jerkins,  MD 

Present 

Present  1 

Howard  S Kirshner.  MD 

— 

— 

John  W Lamb.  MD 

Present 

Present  I 

Dana  L Latour,  MD 

— 

Present  [ 

Russell  B Leflwich.  MD 

Present 

Present 

Malcolm  R Lxwis.  MD 

Present 

Present 

David  E McKee.  MD 

Present 

Present 

Ronald  Ii  Overfield,  MD 

Present 

Present 

Frank  A Perry  Jr,  MD 

— 

— 

Ann  H Price,  MD 

Present 

Present  I 

Ronald  E Pruitt.  MD 

— 

— 

David  R Yates.  MD 

Present 

Present  I 

Yasmine  S Ali  (Student  Delegate) 

— 

Piesent  1 

OVERTON 

....  W G Quarles.  MD 

— 

— 

PUTNAM  

....  Charles  E Jordan.  III.  MD 

Present 

Charles  T Womack,  MD 

Present 

Present  I 

ROBERTSON  

....  Paul  D Hartzheim,  MD 

— 

— 

RUTHERFORD/STONES  RIVER 

....  Mark  A Akins,  MD 

— 

— 

David  S Martin.  MD 

— 

— [ 

James  L Rungee,  MD 

Present 

Present  | 

SMITH 

....  Richard  J West.  MD 

Present 

Present 

SUMNER* 

WARREN* 

WHITE  

....  Chet  M Gentry,  MD 

Present 

Present  j 

Will  1AMSON 

....  Richard  G Lane.  MD 

Present 

Present  I 

Joseph  L Willoughby,  MD 

Present 

Present  } 

WILSON 

....  James  C Bradshaw,  Jr.  MD 

Present 

Present  j 

YOUNG  PHYSICIAN  SECT  

....  Steven  G Flail.  MD 

WEST  TENNESSEE 

Present 

Present  [ 

CONSOLIDATED 

....  Lee  M Carter,  MD 

Present 

Present  [ 

Keith  Kirby.  MD 

Present 

Present  1 

Donald  T McKnighl.  MD 

Present 

Present  | 

Michael  A McAdoo.  MD 

Present 

Present  L 

Gilbert  E Woodall  Jr.  MD 

Present 

Present  I 

Timothy  Linder.  MD 

Present 

Present  I 

HARDIN 

....  John  D Lay.  MD 

— 

— 

HENRY* 

MEMPHIS-SHELBY  

....  Rex  A Amonelte.  MD 

Present 

Present  [ 

Grover  W Barnes.  MD 

— 

— 

Benjamin  L Beatus  Jr,  MD 

— 

— 

Nancy  A Chase,  MD 

— 

— 

F Hammond  Cole  Jr.  MD 

— 

— 

Arnold  M Drake.  MD 

— 

Present 

Stephanie  L Einhaus,  MD 

— 

- 

Martin  D Fleming.  MD 

— 

— 

George  S Flinn  Jr.  MD 

— 

— 

Hugh  Francis  III.  MD 

Present 

Present 

Jerre  M Freeman,  MD 

— 

— I 

Thomas  C Gettelfinger,  MD 

— 

— 1 

Charles  R Handorl,  MD 

Present 

Present 

Leonard  H Hines.  MI) 

Present 

Present 

C Eugene  Jabbour,  MD 

— 

Present 

Phillip  A Pedigo  MD 

Present 

Present 

Stuart  M Polly,  MD 

Present 

Present  i 

William  Terrell  Jr.  MD 

— 

— 

Otis  S Warr  III.  MD 

Present 

Present 

Charles  E White,  MD 

Present 

Present 

George  W Wood  II,  MD 

Present 

Present 

Gayle  E Woodson.  MD 

Present 

Present  | 

NORTHWEST  TENNESSEE 

....  John  W Hale.  MD 

Present 

Present 

William  K Stone.  MD 

Present 

Present  1 

IIITON 

....  Warren  A Alexander.  MD 

Present 

Present  | 

YOUNG  PHYSICIAN  SECT 

....  Charles  W White,  Jr.  MD 

Present 

Present 

ORGANIZED  MED  STAFF  SECT 

....  William  H Edwards,  MD 

Present 

Present  1 

Ex-Officio  delegates  serving  in  more  than  one  capacity  are  listed  only  once.  The  above  information  was  taken  from  attendance  records  signed  by  the  delegates. 
*Not  eligible  for  seating  due  to  failure  to  file  the  1998  annual  report  as  required  by  the  TMA  Constitution  and  Bylaws. 


Adversity  does  not  discriminate 
Protect  your  income. 

Examine  the  best  group  long  term 
disability  coverage  for  physicians. 

The  TMA  Association  Insurance  Agency  is  now 
offering  the  leading  group  long  term  disability 
protection  available  — the  “Income  Protection 
Plan”  for  medical  practices  with  two  or  more 
doctors.  We  believe  this  plan  offers  the  best  group 
disability  insurance  value  available  for  your 
premium  dollars. 


H Long  Term  Income  Protection  Plan 

for  physicians  and  administrators 

• Provides  his/her  specialty  definition  of 
disability 

• Up  to  $1 5,000  of  monthly  benefit  for  larger 
practices 

• Contractual  HIV+/Hepatitis  B benefit  option 

• Choice  of  elimination  periods 

• No  offsets  for  other  disability  benefits 
(optional) 

• Benefits  payable  to  age  65  or  beyond,  based 
upon  age  when  disability  commences 

• Underwritten  by  the  same  “A+”  A.M.  Best- 
rated carrier  for  38  years 

• Over  5,000  physicians  covered  nationwide 


Underwritten  By: 
Continental  Casualty  Company 

OVA 

For  All  the  Commitments  You  Make® 


Compare  benefits  and  rates.  For  a competitive 
quote  and  complete  plan  information,  give  us  a 
call  today.  Or  for  faster  service,  fax  your 
census  information  to  us. 

Local  (423)  629-2400 

Toll-free  1-888-616-7873 

Fax  (423)629-1109 


Recommended  and  Sponsored  By: 


THE  TMA  ASSOCIATION 
INSURANCE  AGENCY,  INC. 

1089  Bailey  Avenue 
Chattanooga,  Tennessee  37404 
E-mail:  tma@assoe-admin.com 
Website:  assoc-admin.com 


Spread  your  wings  in  the 
Air  National  Guard ! 


•Top  Knife* 

Experience  advanced  training  in  fighter  medicine.,  including  an 
opportunity  to  fly  missions  in  an  F-  16  Fighting  Falcon. 

•Aerospace  Medicine  School* 

Learn  the  latest  in  physiology  of  flight,  disaster  medicine  and  flying  safety 
programs.  You  also  will  learn  basic  survival  principles  and  air  crew  life 
support  equipment.  School  may  be  taken  as  part  of  your  medical  school 
or  residency  curriculum  for  pay  and  credit! ! 

•Residency  in  Aerospace  Medicine* 

A sponsored  residency  program  is  available  to  selected  Air  National 
Guard  medical  students. 

•Advanced  Training  and  Education* 

Other  advanced  training  schools  such  as  Advanced  Combat  Life  Support 
keep  you  on  top  of  the  power  curve  in  your  aerospace  medicine  career. 


YES!! 

The  Air  National  Guard  has  a special  opportunity  for  you  as  a flight  surgeon. 

You  may  qualify  if  you  are:  a licensed  practicing  physician  (MD  or  DO), 

a resident  physician  or  a medical  student. 

Your  benefits  as  a member  include: 

•use  of  military  recreation  facilities  for  you  and  your  family. 

•space  available  recreational  travel  on  military  flights. 

•travel  as  part  of  flight  surgeon  assignments. 

• military  survivor  benefits  for  your  family. 

•membership  in  our  generous,  non-contributory  retirement  program, 
•support  for  your  practice  while  on  active  duty. 

•leadership  opportunities  and  promotion. 

If  you  don ’t  call , you  'll  always  wonder! 

1-800-841-5220  or  824-8495x4 

615-399-5597,  5598 

jbaker@tnbna. ang.af.mil,  csievers@fljax.ang.af.mil 

♦ We  have  the  best  part-time  jobs  in  America ♦ 


TMA  Leadership  1999-2000 


Officers  of  the  Association 

James  Chris  Fleming  MD 

President 

956  Court  Ave.,  Memphis  38163 

Phone:  (901)  684-1847 

Charles  R.  Handorf,  MD 

Vice-President  - West 

1211  Union  Ave.,  Memphis  38104 

Phone:  (901)  726-7182 

Barrett  F.  Rosen,  MD 

President-Elect 

301  21st  Ave.  North,  Nashville  37203 

Phone:  (615)  329-6600 

Robert  C.  Patton,  MD 

Secretary-Treasurer 

135  W.  Ravine  Road,  Kingsport  37660 
Phone:  (423)  246-6777 

George  L.  Eckles  Jr,  MD 

Vice-President  - Middle 

1004  N.  Flighland  Ave.,  Murfreesboro  37130 
Phone:  (615)  893-4480 

Sam  J.  Williams  III,  MD 

Speaker  - House  of  Delegates 

1610  Shore  View  Lane,  Hixson  37343 
Phone:  (423)  493-6988 

Phyllis  A.  Miller,  MD 

Vice-President  - East 

182  N.  Crest  Road,  Chattanooga  37404 
Phone:  (423)  870-3700 

David  E.  McKee,  MD 

Vice-Speaker  - House  of  Delegates 

610  W.  Due  West  Ave.,  Madison  371 15 
Phone:  (615)  868-4091 

Board  of  Trustees 

Subhi  D.  Ali,  MD 

Member  (Middle) 

P.O.  Box  786,  Waverly  37185 
Phone:  (931)  296-7788 

Reuben  A.  Bueno,  MD 

Member  (Middle) 

201 1 Murphy  Ave.,  Nashville  37203 
Phone:  (615)  329-3919 

James  Chris  Fleming,  MD 

(See  Officers  above) 


Robert  C.  Patton,  MD 

(See  Officers  above) 

J.  Fred  Ralston  Jr,  MD 

Vice-Chair,  Board  of  Trustees 
207  S.  Elk  Ave.,  Fayetteville  37334 
Phone:  (931)  433-2551 

Wiley  T.  Robinson,  MD 

Member  (West) 

220  S.  Claybrook,  Memphis  38103 
Phone:  (901)  725-7139 


David  G.  Gerkin,  MD 

Immediate  Past-President 

2300  Lakemoor  Drive,  Knoxville  37920 

Phone:  (423)  609-0002 

John  J.  Ingram  III,  MD 

Member  (East) 

P.O.  Box  5358,  Maryville  37802 
Phone:  (423)  982-0092 


Barrett  F.  Rosen,  MD 

(See  Officers  above) 

Vincent  A.  Viscomi,  MD 

Member  (East) 

2205  McCallie  Ave.,  Chattanooga  37404 
Phone:  (423)  698-2435 

Sam  J.  Williams  III,  MD 

(See  Officers  above) 


James  D.  King,  MD 

Chair,  Board  of  Trustees 

181  South  Y Square,  Selmer  38375 

Phone:  (901)  645-7932 

Mack  A.  Land,  MD 

Member  (West) 

5905  Lynnbrier  Ave.,  Memphis  38120 
Phone:  (901)  685-3490 

David  E.  McKee,  MD 

(See  Officers  above) 


Special  Advisors  to  the 
TMA  Board  of  Trustees 

Brenda  G.  Seals 

TMA  Alliance  President 

9225  Double  Eagle  Lane,  Knoxville  37922 

Home  Phone:  (423)  531-0974 

Richard  G.  Lane,  MD,  Chairman 

77V  Council  on  Medical  Specialty  Societies 
2105  Edward  Curd  Lane,  Franklin  37067 
Office:  (615)  794-8700 


Delegates  to  the  AMA 


Charles  Ed  Allen,  MD 
Robert  E.  Bowers,  MD 
Clarence  R.  Sanders,  MD 
Hugh  Francis  Jr.  MD 
Allen  S.  Edmonson,  MD 
Francis  W.  Gluck  Jr,  MD 
James  Chris  Fleming,  MD 
David  G.  Gerkin,  MD 


Johnson  City 
Chattanooga 
Gallatin 
Memphis 
Memphis 
Nashville 
Memphis 
Knoxville 


Alternate  Delegates 
to  the  AMA 


John  R.  Nelson  Jr,  MD 
Virgil  H.  Crowder  Jr,  MD 
Ann  H.  Price,  MD 
Charles  W.  White  Sr,  MD 
Robert  C.  Patton,  MD 
Donald  B.  Franklin,  MD 


Knoxville 

Lawrenceburg 

Nashville 

Lexington 

Kingsport 

Chattanooga 


AMA  Young  Physician 
Section  Delegates 

Tara  Sturdivant,  MD  (Delegate) 

Knoxville 

Steven  G.  Flatt,  MD  (Delegate) 

Cookeville 

Jeff  L.  Douglas,  MD  (Alt.  Delegate) 

Kingsport 

Charles  W.  White  Jr.  MD  (Alt.  Delegate) 

Lexington 


Councilors 

1st  District — Burgin  E.  Dossett  Jr,  MD 

Johnson  City,  Chair 

2nd  District — Leon  J.  Bogartz,  MD 

Knoxville,  Secretary 

3rd  District — Donna  K.  Hobgood,  MD 

Chattanooga 

4th  District — Frederick  S.  Rayne,  MD 

Cookeville 

5th  District — B.  Keith  Robison,  MD 

Tullahoma 

6th  District — Robert  W.  Herring  Jr,  MD 

Nashville 

7th  District — James  C.  King,  MD 

Columbia 

8th  District — Lee  M.  Carter,  MD 

Huntingdon 

9th  District — Kenneth  R.  Maloney,  MD 

Dyersburg 

10th  District — Lee  R.  Morisy,  MD 

Memphis 
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Committee  Members 


Communications  & Public  Relations 

Directs  TMA 's  internal  and  external  com- 
munications projects  and  procedures, 
oversees  the  CARE  Program — TMA 's 
long  range  public  relations  plan 
Robert  A.  Vegors,  MD,  Chair  Jackson 
Stuart  M.  Polly,  MD  Memphis 

George  S.M.  Cowan  Jr.,  MD  Memphis 

Charles  R.  Handorf,  MD  Memphis 

Joel  R.  Locke,  MD  Franklin 

Frank  A.  Perry  Jr,  MD  Nashville 

Jill  F.  Chambers,  MD  Nashville 

Karen  B.  Duffy,  MD  Madison 

J.  Fred  Ralston  Jr,  MD  Fayetteville 

Tedford  S.  Taylor,  MD  Elizabethton 
William  R.  McKissick,  MD  Knoxville 
Gordon  A.  Herrald,  MD  Chattanooga 
TMAA  Representative: 

Marcia  G.  Young  Winchester 

Constitution  and  Bylaws 

Reviews  proposed  changes  to  the  TMA 
Constitution  & Bylaws  and  prepares  for 
presentation  to  the  House  of  Delegates 
Albert  J.  Grobmyer  III,  MD  Memphis 

C.  Eugene  Jabbour,  MD  Memphis 

William  B.  Harwell  Jr,  MD,  Chair 

Nashville 

David  R.  Yates,  MD  Hermitage 

John  R.  Nelson  Jr.  MD  Knoxville 

George  H.  Wood,  MD  Knoxville 

Practice  Management  & 
Managed  Care 

Monitors  Tennessee’s  managed  care  mar- 
ket and  industry  policies,  commercial  in- 
surance, and  all  facets  of  office  practice 
management 

George  L.  Burruss,  MD  Memphis 

Guy  J.  Photopulos,  MD  Memphis 

George  W.  Wood  II,  MD  Memphis 

David  H.  Knott,  MD  Memphis 

Lee  R.  Morisy,  MD  Memphis 

John  B.  Phillips,  MD  Parsons 

Subhi  D.  Ali,  MD  Waverly 

Steven  G.  Flatt,  MD  Cookeville 

Robert  W.  Herring  Jr.,  MD  Brentwood 

John  W.  Lamb,  MD,  Chair  Nashville 

B.J.  Smith,  MD  Dickson 


Tennessee  Medical  Foundation 

Subhi  D.  Ali,  MD  Waverly 

Charles  Ed  Allen,  MD  Johnson  City 

William  C.  Anderson,  MD  Nashville 

James  T.  Galyon.  MD  Memphis 

Sherri  Gray,  MS  Nashville 

John  R.  Nelson  Jr.,  MD,  President 

Knoxville 

Evelyn  B.  Ogle,  MD,  Vice-President 

Memphis 

Gary  D.  Olbrich,  MD  Nashville 

Walter  Puckett  III,  MD  Chattanooga 

Howard  L.  Salyer,  MD  Nashville 

Paul  R.  Stumb,  MD,  Secretary/Treasurer 

Nashville 

Kenneth  F.  Tullis,  MD  Memphis 


K.  Shannon  Tilley,  MD  Nashville 

John  J.  Ingram  III,  MD  Maryville 

Vincent  B.  Tolley,  MD  Sevierville 

Phyllis  A.  Miller,  MD  Hixson 

Continuing  Medical  Education 

Administers  TMA ’s  program  of  intrastate 
accreditation  of  CME  sponsors 
Keith  Kirby,  MD  Humboldt 

Oscar  M.  McCallum,  MD  Henderson 

William  M.  Poston,  MD  Memphis 

Frank  L.  White,  MD  Memphis 

John  W.  Hayden  Jr.,  MD  Memphis 

Lon'ie  S.  Burnett,  MD  Nashville 

John  E.  Gerber,  MD  Nashville 

Alvin  H.  Meyer  Jr,  MD  Hermitage 

Jefferson  Pennington  Jr,  MD,  Chair 

Nashville 

Frederick  S.  Rayne,  MD  Cookeville 

Cynthia  C.  Youree,  MD  Nashville 

Winston  P.  Caine  Jr,  MD  Chattanooga 

Christopher  R.  Morris,  MD  Kingsport 

Frederic  R.  Mishkin,  MD  Kingsport 

J.  Mack  Worthington,  MD  Chattanooga 

John  B.  Thomison,  MD  (Ex-Officio) 

Nashville 

Special  Medical  Issues 

Monitors  industry  activities  which  are 
medically  specialized  in  scope 
John  R.  Hill,  MD  Memphis 

Mack  A.  Land,  MD,  Chair  Memphis 

Timothy  Linder,  MD  Selmer 

Jesse  C.  Woodall  Jr,  MD  Memphis 

George  L.  Eckles  Jr,  MD  Murfreesboro 


Organized  Medical  Staff  Section 

Gregory  H.  Boling,  MD  Lawrenceburg 
Diedre  Cagle,  MD  Gallatin 

Edward  W.  Capparelli,  MD  Newport 
Michael  C.  Thomas,  MD  Hermitage 
Randy  L.  Denton  Jr.,  MD  Kingston 
William  H.  Edwards  Jr.,  MD  Nashville 
Charles  L.  Frost,  MD  Bolivar 

David  G.  Gerkin,  MD,  Vice-Chair 

Knoxville 

Charles  M.  Gill  Jr.,  MD  Lebanon 
Hugh  Green,  MD  Carthage 

Leonard  H.  Hines,  MD  Memphis 
Thomas  K.  Hall,  MD  Oneida 

Michael  H.  Hartsell,  MD  Greeneville 
Laura  E.  Higgins,  MD  Sevierville 
David  H.  Knott,  MD,  PhD  Memphis 
H.  Lebron  Lackey,  MD  Dyersburg 
Robert  S.  Lazar,  MD  Covington 

Wendell  V.  McAbee,  MD  McMinnville 
David  E.  McKee,  MD  Madison 

Luis  C.  Pannocchia,  MD  New  Tazewell 
Stuart  M.  Polly,  MD,  Chair 

Memphis 

Lloyd  E.  Robinson,  MD  Memphis 
Alexander  S.  Townes,  MD  Nashville 
Vincent  A.  Viscomi,  MD  Chattanooga 
Gary  J.  Wolf,  MD  Lewisburg 

Charles  T.  Womack,  MD  Cookeville 


Richard  G.  Lane,  MD 
James  S.  Powers,  MD 
William  Schaffner,  MD 

L.  Diane  Allen,  MD 
Mark  D.  Anderson,  MD 


Franklin 

Nashville 

Nashville 

Ooltewah 

Chattanooga 


Rural  Physicians 

Monitors  issues  concerning  physicians  in 
non-metropolitan  practice  locations 
Lee  M.  Carter,  MD  Huntingdon 

Loren  A.  Crown,  MD  Covington 

Robin  M.  Floyd,  MD  Martin 

William  M.  Rodney,  MD  Memphis 

Charles  W.  White  Jr,  MD  Lexington 

Norman  L.  Henderson  Lawrenceburg 

Wendy  J.  Long,  MD  Nashville 

W.  Joel  Pedigo  Jr,  MD  Clarksville 

J.  Mack  Worthington,  MD  Chattanooga 
Edward  W.  Capparelli,  MD,  Chair 

Parrottsville 

Roy  C.  Ellis,  MD  Harrogate 

Electronic  Information  Oversight 

Oversees  the  development  of  TMA ’s  elec- 
tronic communications  and  Medwire, 
TMA ’s  Internet  home  page 
Richard  E.  McLendon,  MD  Memphis 

Subhi  D.  Ali,  MD  Waverly 

Thurman  L.  Pedigo,  MD  Nashville 

Russell  B.  Leftwich,  MD  Nashville 

Harold  F.  Vann,  MD  Nashville 

Robert  R.  Casey,  MD  Oak  Ridge 

Chet  M.  Gentry,  MD  Sparta 

Clark  E.  Julius,  MD,  Chair  Knoxville 

Donald  E.  Robinson,  MD  Cleveland 

Andrew  N.  Vernon,  MD  Chattanooga 

Membership 

Directs  TMA 's  membership  operations,  includ- 
ing projects  for  recruitment  and  retention 
Evelyn  B.  Ogle,  MD  Memphis 

Lee  M.  Carter,  MD  Huntingdon 

Donald  T.  McKnight,  MD  Jackson 


IMPACT  Board  of  Directors 

1st  District — Mary  Jane  Gibson,  MD 

Johnson  City 

2nd  District — Clark  E.  Julius,  MD 

Knoxville 

3rd  District — William  E.  Rowe,  MD 

Chattanooga 

4th  District — Robert  E.  Nichols,  MD 

Crossville 

5th  District — Ronald  E.  Overfield,  MD 

Nashville 

6th  District — Charles  T.  Womack,  MD 

Cookeville 

7th  District — James  D.  King,  MD 

Chair,  Selmer 

8th  District — John  W.  Hale,  MD 

Union  City 

9th  District — Gayle  E.  Woodson,  MD 

Memphis 

TMAA  Representative: 

Barbara  Trautman  Germantown 
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John  E.  Chapman,  MD  Nashville 

Ronald  E.  Overfield,  MD,  Chair  Nashville 
Thomas  R.  Duncan,  MD  Brentwood 
David  G.  Gerkin,  MD  Knoxville 

Robert  C.  Patton,  MD  Kingsport 

J.  Mack  Worthington,  MD  Chattanooga 


Interprofessional  Liaison 

Maintains  effective  relations  with  other 
professional  groups  concerned  with  the 
practice  of  medicine 

Charles  R.  Handorf,  MD  Memphis 

Dirk  G.  Franzen,  MD,  Jackson 

Charles  E.  Jordan  III,  MD,  Chair 

Cookeville 

Alfred  G.  Kasselberg,  MD  Nashville 


Tennessee  Medical 
Education  Fund 

Subhi  D.  Ali,  MD.  Vice-Chair 

Waverly 

Charles  Ed  Allen,  MD,  Chair 

Johnson  City 

John  J.  Ingram  III,  MD  Maryville 
Robert  L.  Jackson,  MD  Memphis 
William  L.  Hickerson,  MD  Memphis 
Nat  E.  Hyder  Jr.,  MD  Johnson  City 
Joel  R.  Locke,  MD  Franklin 

E.  Conrad  Shackleford  Jr.,  MD 

Secretary-Treasurer,  Hendersonville 
Sam  J.  Williams  III,  MD  Chattanooga 


Barbara  Nabrit-Stephens,  MD  Brentwood 
Joseph  B.  Cofer,  MD  Chattanooga 

Michael  S.  Phillips,  MD  Kingsport 

Legislation 

Develops  TMA  's  legislative  strategies  and 
positions  for  the  Tennessee  General  As- 
sembly and  Congress 
Dist  1 — David  K.  Garriott,  MD  Kingsport 
Dist  2 — David  G.  Gerkin,  MD  Knoxville 
Dist  3 — David  R.  Barnes,  MD 

Chattanooga 

Dist  4 — J.  Fred  Ralston  Jr,  MD 

Fayetteville 

Dist  5 — William  B.  Harwell  Jr,  MD 

Nashville 

Dist  6 — Joel  R.  Locke,  MD  Franklin 
Dist  7 — James  D.  King,  MD  Selmer 
Dist  8 — Michael  A.  McAdoo,  MD  Milan 
Dist  9 — Jesse  C.  Woodall  Jr,  MD,  Chair 

Memphis 

TMAA  Representative: 

Sheila  Anne  Herring  Brentwood 

Governmental  Medical  Services  & 
Third  Party  Payors 

Oversees  TennCare,  Medicare,  and  broad 
third  party  issues  as  they  relate  to  these 
programs;  and  issues  surrounding  pro- 
grams for  the  uninsured  population 
Martin  I.  Herman,  MD  Cordova 

Timothy  Linder,  MD,  Chair  Selmer 


Karl  B.  Rhea  Sr,  MD 
Robert  R.  Cleveland,  MD 
Robert  L.  Neaderthal,  MD 
H.  Stanford  Sanders,  MD 
Mark  A.  Akins,  MD 
Leon  J.  Bogartz,  MD 
Mary  M.  Headrick,  MD 
Tara  Sturdivant,  MD 
Iris  G.  Snider,  MD 
Douglas  J.  Springer,  MD 
Dennis  L.  Stohler,  MD 


Somerville 
Murfreesboro 
Nashville 
Nashville 
Murfreesboro 
Knoxville 
Oak  Ridge 
Knoxville 
Athens 
Kingsport 
Chattanooga 


Young  Physician  Section 

Chair 

Charles  White  Jr.,  MD  Lexington 

Chair-Elect 

Jeffrey  J.  Gleason,  MD  Columbia 

Secretary 

F.  Bart  Bradley,  MD  Bristol 

TMA  East  Tenn.  Delegate 
Tara  Sturdivant,  MD  Knoxville 

TMA  East  Tenn.  Alt.  Delegate 

Jeff  L.  Douglas,  MD  Kingsport 

TMA  Middle  Tenn.  Delegate 

Steven  G.  Flatt,  MD  Cookeville 

TMA  Middle  Tenn.  Alt.  Delegate 
Ty  Webb,  MD  Sparta 

TMA  West  Tenn.  Delegate 

Daniel  S.  Boyd,  MD  Memphis 

TMA  West  Tenn.  Alt.  Delegate 

Kenneth  H.  McCarley,  MD  Cleveland 


Have  You  Hit 
Your  Homepage 
Lately? 

TMA’s  homepage  MEDWIRE  (www.medwire.org)  provides 
members  with  access  to  electronic  information  produced  by 
the  TMA  and  makes  finding  web  information  from  other 
sources  a breeze. 

Through  our  five  main  sections: 

□ What’s  New?  □ 

□ Membership  Services  □ 

□ Other  Organizations 

you  can  contact  staff  and  the  TMA  leaders,  find  the  lastest 
newsletters  and  articles,  press  releases,  jumps  to  other 
medical  organizations,  background  information  on  hot  topics 
and,  soon  to  come,  data  on  members  (in  a members-only 
area)  and  the  search  engine  Excite  to  help  make  your  search 
for  information  even  easier. 

www.medwire.org 


TMA  Today 
To  Your  Health 


W©W 

wh°'s  on  the  v/eto 

Jump  to  other 
health-related 
organizations 

♦ 

Read  articles  from 
The  Chart  and 
Tennessee  Medicinel 

♦ 

Check  out  the  latest 
TMA  press  releases 

♦ 

Email  government  officials 

M @M 

«"°re  on  me^'re 


Tennessee  Medicine  - June,  1999 


235 


Component  Society  Officers 


Bedford  County  Medical  Society 

Frank  L.  Jayakody,  MD,  President 
PO  Box  905,  Shelby ville  37160 
Phone:  (931)  685-9000 

Terrell  D.  Blanton,  MD,  Secretary 
PO  Box  106,  Shelbyville  37162 
Phone:  (931)  684-3504 

Benton-Humphreys  County 
Medical  Society 

Robert  1.  Bourne  Jr,  MD,  President 
101  Hospital  Drive,  Camden  38320 
Phone:  (901)  584-2020 

Subhi  D.  Ali,  MD,  Secretary 
PO  Box  786,  Waverly  37185 
Phone:  (931)  296-7788 


Blount  County  Medical  Society 

Donald  E.  Jones,  MD,  President 
PO  Box  5778,  Maryville  37802 
Phone:  (423)  977-5584 

Robert  W.  Booher,  MD,  Secretary 
232  Associates  Blvd,  Alcoa  37701 
Phone:  (423)  982-7396 

Bradley  County  Medical  Society 

Thomas  W.  McGuire,  MD,  President 
2415  Chambliss  Ave  NW,  Cleveland  3731 1 
Phone:  (423)  472-5401 

Edward  M.  Mclntire,  MD,  Secretary 
400  Berrywood  Trail,  Cleveland  37312 
Phone:  (423)472-3201 

Buffalo  River  Valley 
Medical  Society 

Thomas  M.  Hamilton,  MD,  President 
PO  Box  250,  Parsons  38363 
Phone:  (901)  847-3031 

John  P.  Crider,  MD,  Secretary 
PO  Box  277,  Parsons  38363 
Phone:  (901)  847-3271 

Campbell  County  Medical  Society 

Elijah  G.  Cline  Jr,  MD,  President 
PO  Box  1441,  LaFollette  37766 
Phone:  (423)  562-2211 

Lee  J.  Seargeant  Jr,  MD,  Secretary 
PO  Box  1381,  LaFollette  37766 
Phone:  (423)  562-2236 

Carter  County  Medical  Society 

Tedford  S.  Taylor,  MD,  President 
404  Bemberg  Road,  Elizabethton  37643 
Phone:  (423)  543-3127 

Scott  O.  Caudle,  MD,  Secretary 
1503  W Elk  Ave,  Elizabethton  37643 
Phone:  (423)  543-8619 

Evelyn  Dugger,  Executive  Secretary 
1501  W Elk  Ave,  Elizabethton  37643 
Phone:  (423)  542-1300 


Chattanooga-Hamilton  County 
Medical  Society 

L.  Diane  Allen,  MD,  President 
5623  Main  St,  Ooltewah  37363 
Phone:  (423)  238-5668 

Donald  B.  Franklin  Jr,  MD,  Secretary 
979  E Third  St,  Chattanooga  37403 
Phone:  (423)  778-7036 

Mr.  William  Hicks,  Executive  Director 
1917  E Third  St,  Chattanooga  37404 
Phone:  (423)  622-2872 


Fentress  County  Medical  Society 

Baley  F.  Allred,  MD,  President 
PO  Box  40,  Jamestown  38556 
Phone:  (931)  879-8139 

R.  Leonard  Carroll,  MD,  Secretary 
1 14  Duncan  St,  Jamestown  38556 
Phone:  (931)  879-9854 

Franklin  County  Medical  Society 

Thomas  A.  Smith,  MD,  President/Secretary 
186  Hospital  Road,  Winchester  37398 
Phone:  (931)  967-9680 


Cocke  County  Medical  Society 

Edward  W.  Capparelli,  MD,  President 
PO  Box  99,  Parrottsville  37843 
Phone:  (423)  625-1300 


Greene  County  Medical  Society 

Philip  A.  Marino  Jr,  MD,  President 
1410  Tusculum  Blvd,  Greeneville  37745 
Phone:  (423)  787-7120 


James  D.  Jordan,  MD,  Secretary 
434  Fourth  St,  Newport  37821 
Phone:  (423)  625-8533 

Coffee  County  Medical  Society 

Olan  B.  Kemp,  MD,  President 

100  Wm  Northern  Blvd,  Tullahoma  37388 

Phone:  (931)454-0489 

Mittur  N.  Ramprasad,  MD,  Secretary 
509  N Atlantic,  Tullahoma  37388 
Phone:  (931)455-6720 

Consolidated  Medical  Assembly  of 
West  Tennessee 

Gilbert  E.  Woodall  Jr,  MD,  President 
686  W Forest  Ave,  Jackson  38301 
Phone:  (901)  423-4353 

Donald  T.  McKnight,  MD,  Secretary 
28  Medical  Center  Drive,  Jackson  38301 
Phone:  (901)427-9971 

Mr.  Ross  Guthrie,  Executive  Secretary 
3828  Brownsville  Hwy,  Jackson  38301 
Phone:  (901)423-0878 

Cumberland  County  Medical  Society 

Robert  E.  Nichols,  MD,  President 
PO  Box  548,  Crossville  38557 
Phone:  (931)  484-5141 

Pierre  K.  Berry,  DO,  Secretary 
421  S Main  St,  Crossville  38555 
Phone:  (931)  456-9434 

DeKalb  County  Medical  Society 

Melvin  L.  Blevins,  MD,  President/Secretary 
PO  Box  667,  Smithville  37166 
Phone:  (615)  597-4049 


Orville  W.  Swamer,  MD,  Secretary 
1021  Coolidge  St,  Greeneville  37743 
Phone:  (423)  787-7000 

Hardin  County  Medical  Society 

Gade  Rao,  MD,  President 
PO  Box  26,  Savannah  38372 
Phone:  (901)  925-4100 

John  D.  Lay,  MD,  Secretary 

1900  B Wayne  Road,  Savannah  38372 

Phone:  (901)  925-4973 

Hawkins  County  Medical  Society 

Manuel  S.  Verzosa,  MD,  Secretary 
851  Locust  St,  Rogersville  37857 
Phone:  (423)  272-8176 

Clara  Brooks,  Executive  Secretary 
Hawkins  Cty  Mem  Hosp,  Rogersville  37857 
Phone:  (423)  272-2761 


Henry  County  Medical  Society 

Roger  T.  Swanson,  MD,  President 
18  Green  Valley  Drive,  Paris  38242 
Phone:  (901 ) 642-0822 


!1 


Glen  S.  Garrett,  MD,  Secretary 
300  Hospital  Circle,  Paris  38242 


Phone:  (901 ) 642-0822 


Knoxville  Academy  of  Medicine 

Richard  J.  DePersio,  MD,  President 

1932  Alcoa  Hwy,  Knoxville  37920 

Phone:(423)  521-8050  ) 


j, 


Clint  T.  Doiron,  MD,  Secretary 
101  Blount  Ave,  Knoxville  37920 
Phone:  (423)  673-9656 


Sonnie  Bridgford,  Executive  Vice-President 
422  W Cumberland  Ave,  Knoxville  37902 
Phone:  (423)  524-4676 


Dickson  County  Medical  Society 

Jeffrey  Gordon,  MD,  President 
1 1 1 Hwy  70  East,  Dickson  37055 
Phone:  (615)  446-5121 


Lakeway  Medical  Society 

Ernesto  Mejia,  MD,  President 
405  McFarland  St,  Morristown  37814 
Phone:  (423)  587-3630 


Van  F.  Mills,  MD,  Secretary 
1 1 1 Hwy  70  East,  Dickson  37055 
Phone:  (615)446-5121 


Sunil  T.  Ramaprasad,  MD,  Secretary 
705  McFarland  St,  Morristown  37814 
Phone:  (423)  586-5567 


h 
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Lawrence  County  Medical  Society 

Haresh  H.  Khatri,  MD,  President 
PO  Box  982,  Lawrenceburg  38464 
Phone:  (931)762-5115 

Leon  E.  Everett,  MD,  Secretary 

2121  N.  Locust  Ave,  Lawrenceburg  38464 

Phone:  (931)  762-1800 

Lincoln  County  Medical  Society 

William  R.  Jones,  MD,  President 
222  Main  Ave  South,  Fayetteville  37334 
Phone:  (931)  433-2551 

Paul  D.  Sain,  MD,  Secretary 

222  Main  Ave  South,  Fayetteville  37334 

Phone:  (931)433-0505 

Maury  County  Medical  Society 

Lucy  Y.  Dirr,  MD,  President 
1222  Trotwood  Ave,  Columbia  38401 
Phone:  (931)  388-5114 

Charles  B.  Bramlett,  MD,  Secretary 
1811  Kara  Court,  Spring  Hill  37 1 74 
Phone:  (931)  381-1441 

McMinn  County  Medical  Society 

Ronald  A.  Leo,  MD,  President 
PO  Box  70,  Athens  37371 
Phone:  (423)  745-6575 

William  G.  Morris,  MD,  Secretary 
503  W Madison  Ave,  Athens  37303 
Phone:  (423)  745-5277 

Memphis-Shelby  County 
Medical  Society 

Charles  R.  Handorf,  MD,  President 
1211  Union  Ave,  Memphis  38104 
Phone:  (901)  726-7182 

Lee  R.  Morisy,  MD,  Secretary 

6025  Walnut  Grove  Road,  Memphis  38120 

Phone:  (901)  685-6066 

Mr.  Michael  Cates,  CAE,  Executive  Director 
1067  Cresthaven  Road,  Memphis  28119 
Phone:  (901)761-0200 

Monroe  County  Medical  Society 

Hasmukh  V.  Kanabar,  MD,  President 
71 1 Crestview  Drive,  Madisonville  37354 
Phone:  (423)  442-5288 

Montgomery  County  Medical  Society 

David  B.  Williams,  MD,  President 
150  Ussery  Road,  Clarksville  37043 
Phone:  (931)  647-6305 

Marie  Garrett,  Executive  Secretary 
1771  Madison  St,  Clarksville  37043 
Phone:  (931)  551-1155 

Nashville  Academy  of  Medicine 

Lonnie  S.  Burnett,  MD,  President 
B1 100  VUMC  North,  Nashville  37232 
Phone:  (615)  322-7358 

Tracey  E Doering,  MD,  Secretary 
1 10  Westover  Park  Court,  Nashville  37215 
Phone:  (615)  284-2155 


Margaret  Click,  Executive  Director 
205  23rd  Ave  North,  Nashville  37203 
Phone:  (615)  327-1236 

Northwest  Tennessee 
Academy  of  Medicine 

James  H.  Wolfe,  MD,  President 
PO  Box  1296,  Dyersburg  38025 
Phone:  (901)  287-2276 

James  W.  Shore,  MD,  Secretary 
117  Kennedy  Drive,  Martin  38237 
Phone:  (901)  587-9511 

Overton  County  Medical  Society 

Vincent  L.  Fromke,  MD,  President 
PO  Box  609,  Livingston  38570 
Phone:  (931)  823-4016 

Matthew  J.  Gaspar,  MD,  Secretary 
PO  Box  550,  Livingston  38570 
Phone:  (931)  823-1266 

Fem  Savage,  Executive  Secretary 
315  Oak  St,  Livingston  38570 
Phone:  (931)  823-5611 

Putnam  County  Medical  Society 

Craig  J.  Mailman,  MD,  President 
652  N Cedar  Ave,  Cookeville  38501 
Phone:  (931)  520-1850 

Donald  W.  Tansil,  MD,  Secretary 
585  N Pickard  Ave,  Cookeville  38501 
Phone:  (931)  528-7531 

Roane-Anderson  County 
Medical  Society 

Mark  G.  Bowles,  MD,  President 
200  New  York  Ave,  Oak  Ridge  37830 
Phone:  (423)  483-1093 

Rosalind  M.  Cadigan,  MD,  Secretary 
200  New  York  Ave,  Oak  Ridge  37830 
Phone:  (423)  481-8050 

Becky  Lew,  Executive  Secretary 

988  Oak  Ridge  Turnpike,  Oak  Ridge  37830 

Phone:  (423)  482-2466 

Robertson  County  Medical  Society 

Paul  D.  Hartzheim,  MD,  Secretary 

101  E Mooreland  Drive,  Springfield  37172 

Phone:  (615)  384-1070 

Rutherford  County-Stones  River 
Academy  of  Medicine 

James  L.  Rungee  Jr,  MD,  President 
1010  N Highland  Ave,  Murfreesboro  37130 
Phone:  (615)  896-6800 

Mark  A.  Akins,  MD,  Secretary 

1004  N Highland  Ave,  Murfreesboro  37130 

Phone:  (615)  893-4480 

Scott  County  Medical  Society 

William  R.  Turner,  MD,  President 
PO  Box  4609,  Oneida  37481 
Phone:  (423)  569-6396 

Maxwell  E.  Huff,  MD,  Secretary 
220  S Cross  St,  Oneida  37841 
Phone:  (423)  569-8554 


Smith  County  Medical  Society 

Ronald  J.  Barriault,  MD,  President 
41  Morris  Lane,  Carthage  37030 
Phone:  (615)735-2744 

Hugh  E.  Green,  MD,  Secretary 
PO  Box  319,  Carthage  37030 
Phone:  (931)  735-8001 

Sullivan  County  Medical  Society 

Dennis  C.  Samuel  Jr,  MD,  President 
1 Medical  Park  Blvd,  Bristol  37620 
Phone:  (423)  844-4925 

M.  Bart  Bradley,  MD,  Secretary 
3183  W State  St,  Bristol  37620 
Phone:  (423)  968-7555 

Elaine  Simone,  Executive  Secretary 
PO  Box  238,  Kingsport  37662 
Phone:  (423)  224-5012 

Sumner  County  Medical  Society 

Michael  E.  Green,  MD,  President 
1207  Lake  Rise  Overlook,  Gallatin  37066 
Phone:  (615)  452-1602 

Tipton  County  Medical  Society 

Jimmie  L.  Beasley,  MD,  President 
PO  Box  911,  Covington  38019 
Phone:  (901)476-1155 

John  P.  Martin,  MD,  Secretary 
1999  Hwy  51  South,  Covington  38019 
Phone:  (901)476-4457 

Washington-Unicoi-Johnson  County 
Medical  Association 

Avtar  S.  Dhaliwal,  MD,  President 

408  State  of  Franklin  Rd,  Johnson  City  37601 

Phone:  (423)  929-7141 

Marian  L.  Bertotti,  MD,  Secretary 

3404  Honeywood  Drive,  Johnson  City  37604 

Phone:  (423)  926-8888 

Beatrice  Hudswell,  Executive  Secretary 
400  State  of  Franklin  Rd,  Johnson  City  37604 
Phone:  (423)461-6447 

White  County  Medical  Society 

Saad  Rahman,  MD,  President 
399  Sewell  Road,  Sparta  38583 
Phone:  (931)  738-9048 

Ty  T.  Webb,  MD,  Secretary 

500  Brewington  Road,  Sparta  38583 

Phone:  (931)738-4465 

Williamson  County  Medical  Society 

Bernard  L.  Burgess  Jr,  MD,  President 
100  Covey  Drive,  Franklin  37064 
Phone:  (615)  794-8900 

Elliot  H.  Himmelfarb,  MD,  Secretary 
802  Franklin  Road,  Brentwood  37027 
Phone:  (615)  791-2639 

Wilson  County  Medical  Society 

Kenneth  Anderson,  MD,  President 
PO  Box  190,  Lebanon  37088 
Phone:  (615)444-4070 

Robert  A.  Redden,  MD,  Secretary 
1405  Baddour  Pkwy,  Lebanon  37087 
Phone:  (615)449-3312 
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News  and  Views 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

Carter  County  Medical  Society 

John  L.  Freeman,  MD,  Elizabethton 

Chattanooga-Hamilton  County  Medical  Society 

Timothy  P.  Davis,  MD,  Chattanooga 
Ronald  H.  Peeler,  MD,  Chattanooga 

Franklin  County  Medical  Society 

Richard  M.  McKnight,  MD,  Winchester 

Giles  County  Medical  Society 

Angelina  1.  Alejandrino,  MD,  Ardmore 

Nashville  Academy  of  Medicine 

Charles  B.  Beck,  MD,  Madison 
James  O.  Fordice,  MD,  Nashville 
James  R.  McFerrin,  MD,  Nashville 
John  H.  Proctor,  MD,  Nashville 
Donna  R.  Scindidge,  MD,  Nashville 
David  C.  Waggoner,  MD,  Nashville 
H.  K.  Yates,  MD,  Nashville 


Charles  S.  Scott,  MD,  age  75.  Died  April  17,  1999.  Graduate  of 
University  of  Arkansas  College  of  Medicine.  Member  of 
Lakeway  Medical  Society. 


J.  Raymond  Tindall,  MD,  age  45.  Died  March  27,  1999.  Gradu- 
ate of  University  of  South  Florida  College  of  Medicine.  Mem- 
ber of  Lakeway  Medical  Society. 

Billy  Joe  Vinson,  MD,  age  69.  Died  March  20,  1999.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Maury  County  Medical  Society. 

John  D.  Winebrenner,  MD,  age  98.  Died  April  10,  1999.  Gradu- 
ate of  Indiana  University  School  of  Medicine.  Member  of  Knox- 
ville Academy  of  Medicine. 


Personal  News 


Jeffrey  Marvel,  MD,  Tullahoma,  has  been  elected  a Fellow  of 
the  American  Academy  of  Cosmetic  Surgery. 


S 

J; 


AMA  Physician  Recognition  Awards 


Putnam  County  Medical  Society 

Ahmad  H.  Altabbaa,  MD,  Sparta 

Roane-Anderson  County  Medical  Society 

Christina  H.  Crater,  MD,  Gainesville,  FL 
Clary  P.  Foote,  MD,  Harriman 
David  S.  Saunders,  MD,  Harriman 

Scott  County  Medical  Society 

Adrian  L.  Uy,  MD,  Oneida 

Sullivan  County  Medical  Society 

Gregory  Corradino,  MD,  Kingsport 
Mark  C.  Dixon,  MD,  Kingsport 
Jeffrey  N.  Jones,  MD,  Bristol 
Donald  A.  Lakatosh,  MD,  Kingsport 
Lissy  Thomas,  MD,  Kingsport 


In  Memoriam 


Joe  D.  Beals,  MD,  age  68.  Died  April  15,  1999.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Knox- 
ville Academy  of  Medicine. 

John  “Jack"  Thomas  Moore,  MD,  age  76.  Died  April  19,  1999. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Putnam  County  Medical  Society. 

Thomas  Richard  Puryear,  MD,  age  80.  Died  March  29,  1999. 
Graduate  of  Vanderbilt  University  School  of  Medicine.  Mem- 
ber of  Wilson  County  Medical  Society. 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  March,  1999.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1 ; for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1 . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 
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Irshad  A.  Ahmad,  MD,  Johnson  City 
Frances  A.  Berry’,  MD,  Lawrenceburg 
John  R.  Bertuso,  MD,  Kingsport 
Susan  H.  Bryant,  MD,  Nashville 
James  P.  Craig,  MD,  Elizabethton 
Mary  S.  David,  MD,  Dyersburg 
Robert  H.  Dunnebacke,  MD,  Jackson 
Jordan  W.  Eggers,  MD,  Germantown 
Mohan  M.  Gehi,  MD,  Memphis 
Samuel  W.  Huddleston,  MD,  Johnson  City 
Eugene  L.  Kavanagh,  MD,  Morristown 
Craig  A.  Lapham,  MD,  Johnson  City 
James  J.  Madden,  MD,  Nashville 
Richard  K.  McDavid,  MD,  Johnson  City 
James  R.  McFerrin,  MD,  Nashville 
Debra  L.  McGinn,  MD,  Kingsport 
Sarada  N.  Misra,  MD,  Knoxville 
Octavio  J.  Pinell,  MD,  Kingsport 
R.  Henry'  Richards,  MD,  Bristol 
John  C.  Rylands,  MD,  Knoxville 
Brian  R.  Swenson,  MD,  Nashville 
Otis  S.  Warr,  III,  MD,  Memphis 
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CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Special  Conferences/Seminars 


Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 


July  19-23 

i Oct.  7-9 
' Oct.  15-16 
Oct.  22-23 

" Dec.  3-4 


22nd  Annual  Contemporary  Clinical  Neurology  Sym- 
posium— Hilton  Head  Island,  SC 
5th  Annual  Fall  Neonatology  Symposium 
Phonosurgery  Workshop 

Laryngovideostroboscopy  & Therapeutic  Implications 
Workshop 

25th  Annual  High-Risk  Obstetrics  Seminar 


For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


Name:  Joseph  E.  Rich,  MD  (Harriman) 

Violation:  Unprofessional/unethical  conduct;  indirectly  vio- 
lating a provision  or  lawful  order  of  the  Board;  negligence  and 
incompetence. 

Action:  License  placed  on  two  years  probation;  assessed  civil 
penalties  totaling  $1,100. 

Name:  Karen  J.  Smiley,  MD  (Lexington) 

Violation:  Unprofessional/unethical  conduct;  a pattern  of 
continued  or  repeated  malpractice,  negligence,  or  incompetence. 

Action : Per  agreed  order,  license  placed  on  three  years  pro- 
bation; assessed  civil  penalty  of  $4,000  which  is  waived  upon 
compliance;  mandated  continuing  education  for  36  weeks. 


Tennessee  Medicine  Policy 

Tennessee  Medicine  publishes  the  actions  of  the  Board  of  Medi- 
cal Examiners  directly  from  the  Department  of  Health’s  monthly 
sunshine  notice.  TMA  policy  calls  for  Tennessee  Medicine  to 
print  corrections,  retractions,  or  case  updates  as  they  are  re- 
ceived from  the  Department  of  Health.  Physicians  whose  case 
results  are  overturned  or  modified  by  either  the  Board  of  Medi- 
cal Examiners  or  final  judicial  action  may  request,  through  ap- 
propriate supporting  documentation,  that  Tennessee  Medicine 
print  an  update  in  the  next  possible  publication. 


University  of  Tennessee 

Continuing  Education  Schedule 

Knoxville 

July  28-31  4th  Annual  Internal  Medicine  Conference — Pigeon 
Forge 

Sept  24-25  4th  Annual  Cardiology  Update  1999 
Nov  1 1 4th  Annual  Pediatric  Emergency  Medicine  & Trauma 
Sympsosium 

Nov  16-18  Advanced  Cardiac  Life  Support  Course 
Nov  30-Dec  1 Pediatric  Advanced  Life  Support  Course 

For  information  contact  Mr.  Mike  Spikes,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Board  of  Medical  Examiners 


Minutes  - March  1999 

Name:  Juancho  C.  Bautista,  MD  (Chattanooga) 

Violation:  Unprofessional  conduct,  pattern  of  repeated  neg- 
ligence or  incompetence,  and  failed  to  give  Board  office  a change 
of  address. 

Action:  Per  agreed  order,  license  restricted;  assessed  civil 
penalty  of  $750;  DEA  license  revoked. 

Name:  Gary  Gesualdi,  MD  (Chattanooga) 

Violation:  Unprofessional  conduct;  violated  condition  pre- 
viously placed  on  license. 

Action:  License  restricted;  mandated  participation  in  reha- 
bilitation. 


CAA 

Carolyn  Avery  & 
Associates,  Inc. 

♦ TMA  Physician 
Services  Workshop 
Coordinator 

♦ Employee  Personnel 
Manuals 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 


POB  159012  • Nashville,  TN  3721 5-9012 

(615)383-6321  • Fax  (615)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment” 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 

Physicians  utilized  in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis  and  Arlington  Salary 
potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two  year  fellowship  in  Developmental  Disabilities 
encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Bemie  Simons,  Superintendent 

Lee  Thomas,  Superintendent 

Clover  Bottom  Developmental  Center 

Lakeshore  Mental  Health  Institute 

275  Stewarts  Ferry  Pike 

5908  Lyons  View  Pike 

Nashville,  TN  37214 

Knoxville,  TN  37919 

Telephone:  (615)  231-5372 

Telephone:  (423)  584-1561 

Fax:  (615)  231-5396 

Fax:  (423)  450-5203 

Max  Jackson,  Superintendent 

Russell  Vatter,  Superintendent 

Arlington  Developmental  Center 

Moccasin  Bend  Mental  Health  Institute 

1 1293  Memphis- Arlington  Road 

100  Moccasin  Bend  Road 

Arlington,  TN  38220-5022 

Chattanooga,  TN  37402 

Telephone:  (901)  745-7575 

Telephone:  (423)  785-2271 

Fax:  (901)  745-7272 

Fax:  (423)  785-3333 

Henry  C.  Meece,  Superintendent 

Elizabeth  Littlefield,  Superintendent 

Greene  Valley  Developmental  Center 

Western  Mental  Health  Institute 

P.O.  Box  910 

Highway  64  West 

Greeneville,  TN  37744-0910 

Bolivar,  TN  38074 

Telephone:  (423)  787-6568 

Telephone:  (901)  658-5141 

Fax:  (423)  787-6574 

Fax:  (901)658-2783 

Joe  Carobene,  Superintendent 

Pete  Davidson,  Superintendent 

Middle  TN  Mental  Health  Institute 

Memphis  Mental  Health  Institute 

221  Stewarts  Ferry  Pike 

865  Poplar  Avenue 

Nashville,  TN  37214 

Memphis,  TN  38174-0966 

Telephone:  (615)  902-7532 

Telephone:  (901)  524-1200 

Fax:  (615)  902-7541 

Fax  (901)  543-6055 

Pat  Womack,  Recruitment 

710  James  Robertson  Parkway 

1 1th  Floor  Andrew  Johnson  Tower 

Nashville,  TN  37243 

Telephone:  (615)  741-8912 

Fax  (615)  741-4567 

These  24  hour  facilities  offer  stable  and  challenging  settings  serving  children  and  adults  who  have 
developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations,  work  with 

an  excellent  team  of  professionals. 

The  State  of  Tennessee  is  an  equal  opportunity  employer 

Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for  each 
additional  word.  Count  as  one  word  all  single  words,  two 
initials  of  a name,  single  numbers,  groups  of  numbers,  hy- 
phenated words,  and  abbreviations.  Advertisers  may  utilize 
a box  number  for  confidentiality,  if  desired,  in  care  of  Ten- 
nessee Medicine,  PO  Box  120909,  Nashville,  TN  37212- 
0909.  Use  of  this  box  in  an  ad  will  add  eight  words  to  the 
total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication,  and 
will  be  subject  to  approval.  No  phone  orders  will  be  ac- 
cepted. Payment  must  accompany  order.  Each  listing  will  be 
removed  after  its  first  publication  unless  otherwise  instructed. 
Fee-for-service  agency  advertisements  are  not  accepted  in 
this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

Part-time  or  full-time  position.  Opening  for  a full-time  BC/BE 
PEDIATRIC  EMERGENCY  PHYSICIAN  to  join  four  other  board 
certified  pediatric  emergency  physicians.  We  will  consider  BC  or 
emergency  residency  trained  physician  or  pediatrician  with 
emergency  medicine  experience.  For  more  information,  fax 
your  CV  to  Dr.  Dale  Kile  at  T.C.  Thompson  Children’s  Hospital  in 
Chattanooga,  TN  at  423/778-3240  or  call  800/825-7002,  exten- 
sion 6060. 


MORRISTOWN,  TENNESSEE 

18-YEAR  THRIVING  SOLO  PRACTICE 

Between  TVA  Lakes,  in  the  foothills  of  the  Smokies 
Available  immediately  for  a special  BC/BE  FP  or  IM 
Staff  and  office  ready  to  go 
Marcus  Welby,  M.D.,  anyone? 

Established,  broad-based  revenue  stream. ..with  salary 
guarantee. ..diversified  industry.  Small  town  values,  big  city 
vision. ..the  practice  you’ve  always  wanted  in  a city  you’ll  love! 

Call  Katy  Tindall  (423)  581-3490  or  (423)  587-2173 
FAX  (423)  581-0657;  e-mail  water@lcs.net 


INTERNIST  NEEDED 
Jackson, Tennessee 

Wanted,  board-certified  experienced  Internist  to  work 
in  Jackson,  Tennessee  area.  Competitive  salary. 

Please  send  curriculum  vitae  to: 

Diana 
P.O.  Box  9 

Jackson,  TN  38302-0009. 


Immediate 
\ Emergency 
/ Medicine 
Opportunities 


Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available 
in  emergency  departments  throughout  Tennessee, 
Kentucky,  Virginia  and  Georgia.  Physicians  who  are 
board  eligible  or  certified  in  Emergency  Medicine  or 
a primary  care  specialty  with  Emergency  Medicine 
experience  and  current  ACLS  and  ATLS  certifications 
will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid 
malpractice  insurance. 

For  more  information,  fax  your  CV  to 
(423)  693-4064  or  call  Jackie  Thurman  at 

1-800-577-7707 

ECC 

EMERGENCY  COVERAGE 

CORPORATION 

A Team  Health  Affiliate 

www.team-health.com 


Your  EM  Career 
and  Team  Health — 
A Perfect  Fit. 


Want  to  practice  in  a Level  I trauma  center  or  a community 
hospital  with  a low  volume?  Maybe  you  prefer  a pediatric  or 
academic  facility  ? No  matter  what  type  of  opportunity  you're 
looking  for.  Southeastern  Emergency  Physicians,  an  affiliate  of 
Team  Health,  can  meet  your  needs.  Headquartered  in  Knoxville, 
we  currently  have  both  full-  and  part-time  Emergency 
Medicine  opportunities  throughout  the  state  of  Tennessee. 

All  opportunities  with  Southeastern  Emergency  Physicians 
provide  competitive  compensation,  paid  malpractice  insurance  and 
a flexible  schedule  with  no  on-call.  No  J-l  opportunities  available. 


TEAM 

HEALTH 


For  more  information  on  these  opportunities, 
please  call  Lee  Ann  Long  at 

1-800-909-8366. 


www.team-health.com 
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Need  a Vehicle? 

I’ll  Save  you  Time  and  Money! 

THINKING  ABOUT  A CAR,  TRUCK,  VAN  OR  SPORT  UTILITY  VEHICLE? 
THEN  BUY  OR  LEASE  FROM  MILLER  ROBINSON... 


FOR  6 G 


REASONS 


1 ALL  MAKES  AND  MODELS  OF  VEHICLES  AVAILABLE 

2 PERSONALIZED  SERVICE  - that  you  won't  get  anywhere  else. 

3 TOP  DOLLAR  FOR  YOUR  TRADE-IN  no  classified  ads  or 
haggling  with  tire  kickers. 

4 YOU  CHOOSE  WHERE  WE  CLOSE  THE  SALE  OR 
LEASE  TRANSACTION  -your  home  or  office,  our  office,  wherever 
it’s  convenient  for  you. 

5 YOU  PAY  NO  ADDITIONAL  FEES  FOR  MY  SERVICES 

6 BUYING  OR  LEASING  A VEHICLE  HAS  NEVER  BEEN 
EASIER 


MILLER  ROBINSON 

391-3000 

HOOVER  & ASSOCIATES 

AUTO  LEASING/SALES 
217  DONELSON  PIKE 
NASHVILLE,  TN  37214 
615-391-3000 
FAX  615-391-0158 


List  of  Advertisers 

Air  National  Guard  232 

Alamo  Rent-A-Car,  Inc 1 96 

BlueCross  BlueShield  of  Tennessee 212 

BTS  (Business  Technology  Solutions) 193 

Carolyn  Avery  & Associates,  Inc 239 

Corazon  Holdings,  LLC 241 

Emergency  Coverage  Corporation 241 

GerAssist,  Inc 192 

Hologic 194 

Hoover  and  Associates 242 

Passport  Health  Communications 214 

State  Volunteer  Mutual  Insurance  Company 244 

Team  Health 24 1 

Tennessee  Consultation  Center 21 1 

TN  Dept.  Mental  Health  & Mental  Retardation 240 

TMA  Physician  Services,  Inc 190 

The  TMA  Association  Insurance  Agency,  Inc 23 1 , 243 

Tindall,  Katy 24 1 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Editor, 
John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover  letter 
should  identify  one  author  as  correspondent  and  should  include  his  complete  address  and 
phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must  be  typewritten, 
double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow  wide  margins  on  each 
page  to  facilitate  editing.  Pages  should  be  numbered  and  clipped  together  but  not  bound. 
Along  with  the  typed  manuscripts,  we  encourage  you  to  submit  an  IBM-compatible  3-1/ 
2"  high-density  diskette  containing  the  manuscript  in  WordPerfect  or  ASCII  format  the 
transmittal  letter  should  identify  the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work.  Although 
rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medicine  is  not 
responsible  for  loss.  Accepted  manuscripts  become  the  permanent  property  of  Tennes- 
see Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a con- 
dition of  acceptance,  shall  execute  a conveyance  transferring  copyright  ownership  of  such 
material  to  Tennessee  Medicine.  No  contribution  will  be  published  unless  such  a convey- 
ance is  made. 

References— References  should  be  limited  to  20  for  major  communications  and  10  for 
case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive  order, 
not  alphabetically.  Personal  communications  and  unpublished  data  should  be  included  only 
within  the  text.  The  following  data  should  be  typed  on  a separate  sheet  at  the  end  of  the 
paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of  journal  abbreviated 
according  to  Index  Medicus,  volume  number,  first  and  last  pages,  and  year  of  publication. 
Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al:  Cancer  in  parents  of  children  with 
cancer.  /V%//Afe</333:1594-1599, 1995. 

Illustrated  Material — Illustrations! preferably  5 x 7 in.  glossy  photos)  should  be  identified 
on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word  "top,”  and  must 
be  accompanied  by  descriptive  legends  typed  on  a separate  sheet.  Tables  should  be  typed 
on  separate  sheets,  be  numbered,  and  have  adequately  descriptive  titles.  Each  illustration 
and  table  must  be  cited  in  numerically  consecutive  order  in  the  text.  The  Editor  will 
determine  the  number  of  illustrations  and  tables  to  be  used.  Illustrations  will  not  be 
returned  unless  specifically  requested.  Materials  taken  from  other  sources  must  be 
accompanied  by  a written  statement  from  both  the  author  and  publisher  giving  Tennessee 
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President's  Comments 


James  Chris  Fleming,  MD 


Be  a Participant,  Not  a Victim 

The  practice  of  medicine  is  evolving  and  changing  at  such  a rapid  pace  that  it  is  imperative 
for  physicians  to  be  involved  in  organized  medicine.  In  this  state  of  Tennessee,  it  makes  sense 
to  me  that  the  easiest  and  most  productive  way  to  have  a voice  in  the  involvement  of  orga- 
nized medicine  is  through  participation  in  the  local,  state,  and  national  levels  of  our  medical 
societies.  This  seems  to  be  a clear  choice  to  me.  However,  I am  speaking  after  many  years  of 
active  involvement  with  TMA  and  a strong  feeling  that  TMA  has  been  a strong,  positive  voice 
for  physicians  in  this  state. 

As  I have  attended  meetings  throughout  the  state  in  preparation  to  be  TMA  president,  it 
appears  to  me  that  physicians  can  choose  to  be  either  victims  or  participants  in  this  medical 
evolution  (revolution)  that  we  are  experiencing.  Just  what  is  the  definition  of  a physician 
victim?  This  physician  sits  on  the  sidelines,  usually  accepting  what  changes  occur,  occasion- 
ally muttering  “medicine  has  been  sold  out;  this  organization  should  have  said”  (this  or  that); 
“this  group  doesn’t,  can’t,  or  won’t  represent  my  views.”  We  each  know  physician  victims. 

On  the  other  hand,  there  are  physician  participants;  physician  activists,  if  you  will.  This 
physician  is  not  willing  to  accept  what  comes  along.  This  physician  participant  actively  antici- 
pates change  and  influences  the  direction  of  that  change.  These  activists  make  their  opinions 
known,  not  by  complaining  but  by  offering  constructive  insight  and  alternatives.  They  work 
within  the  system  and  take  an  active  part  in  shaping  and  molding  the  system.  We  each  know 
physician  participants. 

The  TMA  needs  you  to  be  a physician  participant.  As  president  of  the  TMA,  I feel  that  it  is 
TMA’s  job  to  provide  physicians  in  this  state  with  accurate,  useful,  up-to-date  information  and 
for  TMA  to  provide  members  with  names  of  appropriate  people  to  contact  and  provide  ways  to 
facilitate  this  contact.  TMA  can  provide  members  with  the  “talking  points”  which  have  the 
most  impact. 

What  does  TMA  need  from  its  active  members?  TMA  needs  participants  who  can  give  input, 
point  out  new  issues  that  involve  the  practice  of  medicine,  and  pinpoint  new  directions  in 
which  managed  care  is  turning.  Member  input  is  probably  the  most  important  assistance  that 
TMA  can  ask  for.  How  can  an  organization  make  positive  policy  without  positive  input  from  its 
members? 

As  president  of  the  TMA,  I am  asking  for  your  help  to  participate  in  the  process  of  organized 
medicine.  Let  us  work  together  this  year  to  change  this  good  organization  into  a better,  even 
more  effective  one.  I have  practiced  medicine  for  nearly  20  years,  and  I understand  that  there  are 
intervals  during  the  life  of  your  practice  when  you  have  more,  less,  or  little  time  to  be  an  active 
participant.  Nonetheless,  regarding  member  participation,  there  are  times  when  members  can 
serve  on  committees,  travel  to  Nashville,  and  lobby  legislators.  There  are  times  when  writing  a 
letter,  making  a phone  call,  or  sending  an  e-mail  is  absolutely  the  most  participation  possible 
for  a member. 

As  your  president,  I am  asking  you  to  take  an  inventory  of  your  time.  Weigh  the  strength  of 
your  participation  and  give  as  much  support  as  you  can  to  TMA  this  year.  To  maintain  the 
quality  practice  of  medicine,  each  physician  should  be  actively  involved;  therefore,  let  us  all 
work  together  with  our  colleagues  to  be  participants  in  the  quality  practice  of  medicine,  and 
not  be  the  victims  of  inactivity. 
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Editorials 


John  B.  Thomison,  MD 


Alexander  the  Great,  or, 
Bringing  Up  Nations 

Far  called  our  navies  melt  away- 
On  dune  and  headland  sinks  the  Fire- 
Lo,  all  our  pomp  of  yesterday 
Is  one  with  Nineveh  and  Tyre! 

Rudyard  Kipling.  Recessional 

To  start  with,  this  essay  is  only  tangentially  about  Alexander,  if  that  much.  It  also  is  not  even 
about  Macedonia,  except  to  observe  that  Macedonia  has  been  in  the  news  a lot  lately.  Those 
who  speak  of  Macedonia,  even  those  who  live  there,  seem  to  be  divided  as  to  exactly  where  it  is 
or  why.  About  all  I know  about  it  is  that  it  is  either  adjacent  to  or  actually  a part  of  Greece,  and 
also  next  to  Yugoslavia,  which  is  currently  not  to  its  advantage.  Something  more  than  a couple 
of  millennia  ago  it  had  a ruler  named  Philip,  whose  chief  claim  to  fame  was  that  he  begat  a son 
named  Alexander,  known  as  “the  Great.”  Alexander  was  great  as  a general,  among  other  things, 
and  conquered  the  then  known  world.  Had  he  not  taken  sick  and  died  at  a relatively  young  age 
somewhere  in  the  Indus  River  valley,  there’s  no  telling  what  the  map  would  look  like  today.  It 
was  at  least  partly  because  he  was  a military  genius  that  he  was  called  the  Great,  but  I think  it 
was  mostly  because  of  something  else. 

As  you  read  through  the  Old  Testament  of  the  Bible  in  the  part  that  is  the  history  of  Israel, 
you  are,  or  at  least  I always  was,  struck  by  God’s  alleged  orders  that  any  defeated  enemy  was  to 
be  totally  wiped  out.  Period.  No  person  or  any  item  belonging  to  the  deceased,  including  mates 
or  progeny,  was  to  remain  extant  on  the  face  of  the  Earth.  It  is  easy  to  understand  the  reasoning 
behind  that  decree.  You  didn’t  have  to  worry  about  that  enemy  anymore,  and,  more  to  the  point, 
their  household  gods  either.  Of  course,  those  orders  were  seldom  carried  out  to  the  letter.  And  so 
the  more  attractive  women  and  the  gold  were  more  often  spared  than  not.  The  consequences  of 
that  were  predictable. 

I have  in  my  long  years  on  this  Earth  seen  some  desperately  poverty  stricken  places,  such  as 
in  the  rural  South,  I’m  ashamed  to  acknowledge,  in  Latin  America,  and  in  various  places  in  the 
Far  East.  Madagascar,  though,  which  I visited  in  March  just  past,  just  might  take  the  prize.  For 
those  of  you  unfamiliar  with  it,  as  it  seems  some  are  (“Madagascar?”  they  asked  me.  “Just 
where  on  Earth  is  that?  And  •Why  would  anyone  go  there?”).  Madagascar  is  the  very  large, 
exceedingly  lovely  island  off  the  East  coast  of  equatorial  Africa,  populated  by  a handsome, 
beguilingly  simple  and  forthright  people  of  uncertain,  and  in  fact  disputed,  origins,  thought  to 
be  a mixture  of  Indonesian,  Indian,  and  African  blood,  with  perhaps  some  Portuguese  and  later 
on  some  French  thrown  in.  The  island  had  the  misfortune  to  be  a French  colony  until  the  people 
declared  their  independence  a few  decades  ago.  The  populace  is  now  destitute,  the  roads  are  in 
appalling  disrepair,  with  virtually  no  earth  moving  equipment  to  mend  them,  and  the  towns  are 
made  up  largely  of  hovels  and  dilapidated  relics  of  former  French  glory.  Despite  abundant 
natural  wonders,  for  want  of  modern  facilities  tourism  is  nonexistent.  Worse,  the  island’s  boun- 
tiful  natural  resources  are  being  plundered. 

Some  years  ago  I visited  Tahiti,  which  always  had  been,  and  still  is,  my  idea  of  Heaven  on 
Earth,  though  that  distinction  has  been  recently  challenged.  The  hotel  in  Papeete,  in  which  I 
stayed  perhaps  20  years  ago,  had  been  built  by  an  American  company,  despite  its  being  situated,  j 
in  a French  possession,  the  reason  being  that  owing  to  its  policy  of  employing  local  workers,  the 
American  contractor  was  the  low  bidder.  The  only  Americans  in  the  work  force  were  to  be  the; 
foremen  and  the  management.  The  laborers  would  be  Tahitian.  The  French  contractors,  on  the! 


Tennessee  Medicine  ~ July,  1999 


A 


250 


other  hand,  would  have  had  a much  higher  cost,  as  they  were  to  have  employed  only  workers 
imported  from  France,  on  the  theory  that  locals  of  whatever  origin  were  both  unreliable  and 
uneducable.  To  depend  exclusively  on  French  workers,  and  therefore  to  leave  behind  them  a 
destitute  economy,  has  been  characteristic  of  the  French  throughout  their  colonial  system.  Such 
was  the  fate  of  Madagascar. 

A few  hundred  miles  to  the  north  of  Madagascar  lies  another  tropical  paradise,  the  Seychelles, 
a cluster  of  granitic  islands  rising  some  four  thousand  meters  from  the  ocean  floor,  with  a 
population  similar  to  that  of  Madagascar.  But  there  the  similarity  ends.  The  towns  are  neat  and 
the  populace  prosperous,  with  a thriving  economy.  Like  Madagascar,  the  Seychelles  are  a new 
nation,  having  received  their  independence  from  Britain  just  a few  decades  ago. 

As  he  marched  eastward,  conquering  army  after  army,  instead  of  laying  waste  the  country- 
side and  slaying  the  inhabitants,  Alexander  the  Great  simply  organized  satrapies,  leaving  be- 
hind a governor  and  a small  Macedonian  garrison,  choosing  to  Hellenize  the  population  and 
leave  behind  civilized,  free  peoples  instead  of  rebellious,  ignorant  slaves.  It  was,  one  might  say, 
perhaps  the  reverse  of  the  old  truism,  “If  you  can’t  lick  ’em,  join  ’em.”  For  Alexander,  it  was, 
“When  you  lick  ’em,  get  ’em  to  join  you.”  It  works  better.  It  is  a mark  of  greatness  to  get  them 
to  join  up.  But  the  true  mark  of  greatness  is  to  want  them  to. 

Alexander  conquered  armies  from  some  very  advanced  civilizations,  and  rather  than  destroy 
those  nations  and  their  culture,  Alexander  simply  exported  the  Greek  civilization,  making  it 
available  to  his  conquests,  in  the  meantime  adopting  some  of  their  better  aspects,  without  drain- 
ing the  resources  of  the  conquered. 

I have  neither  the  space  nor  the  knowledge  of  history,  nor  even  the  desire,  to  enter  into  a 
discussion  of  the  consequences  of  the  various  roads  taken  through  the  millennia  to  conquest 
and  reconstruction  or  the  lack  of  it.  But  looking  toward  home,  a number  of  nations  were  to 
benefit  from  the  American  Revolution,  the  anniversary  of  which  we  commemorate  this  month. 

Foremost  among  the  beneficiaries  were  of  course  the  thirteen  American  colonies,  which 
were  bound  together  only  loosely  by  a common  desire  to  escape  the  tyranny  of  the  English 
crown.  Forging  a nation  of  those  disparate  colonies  required  some  four-score  years  more  and  a 
civil  war.  But  July  4,  1776  was  a start.  Their  cause  was  aided  by  England’s  involvement  on 
another  front  in  a war  on  the  European  continent,  and  by  military  aid  from  France,  England’s 
major  foe. 

The  secondary  beneficiary  of  the  revolution,  though,  was  England  itself,  and  consequently 
the  entire  British  Empire.  King  George  III  had  looked  to  the  American  colonies  to  enrich  his 
own  exchequer,  but  the  successful  revolt  proved  to  England’s  crown  and  parliament  that  such  a 
policy  was  counterproductive.  Consequently,  the  tertiary  beneficiaries  were  the  remaining  Brit- 
ish colonies,  and  ultimately  the  British  Commonwealth  of  Nations.  Though  one  by  one  the 
various  members  of  the  Commonwealth  have  become  independent  nations,  among  them  Canada, 
Australia,  India,  and  now,  most  recently,  Scotland,  they  still  retain  ties  to  Britain.  On  the  other 
hand,  Spain,  which  first  subjugated  and  then  plundered  the  New  World,  sank  into  oblivion.  The 
French  were  driven  from  their  vast  holdings  in  the  Far  East  in  the  “10  000  Day  War”  in  French 
Indo-China,  its  last  phase  being'  familiar  to  us  as  the  Vietnam  War,  in  which  we,  rightly  or 
wrongly,  involved  ourselves.  ^ 

“It  is  more  blessed  to  give  than  to  receive.”  This  is  the  word  of  the  Lord  to  his  people.  It  is  not 
simply  a suggestion.  After  the  Second  World  War,  under  the  Marshall  Plan,  fathered  by  General 
of  the  Armies  George  Catlett  Marshall,  Chief  of  Staff  during  the  war  and  then  afterwards  the 
Secretary  of  State,  the  United  States  spent  billions  of  dollars  reviving  the  lands  and  the  econo- 
mies of  our  erstwhile  enemies,  on  the  theory  that  it  was  sounder  economic  policy  to  help  them 
recover  than  to  keep  them  on  the  dole.  A wag  once  said  the  best  way  to  become  a rich  nation  is 
to  fight  a war  with  the  United  States.  Maybe  so.  But  whether  or  not  the  United  States  acted 
entirely  out  of  enlightened  self-interest,  as  many  have  suggested,  the  consequent  flourishing  of 
the  economies  of  Germany  and  Japan  made  the  United  States  the  primary  economic  power  in 
the  world. 
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That  it  is  better  to  give  than  to  receive  is  a hard  lesson  to  learn,  and  is  foolish  on  its  face.  Its 
roots  in  America  are  to  be  found  in  the  enlightened  thoughts  of  John  Jay,  James  Monroe,  James 
Madison,  Alexander  Hamilton,  Thomas  Jefferson,  and  others,  that  appear  in  the  Federalist 
Papers,  and  which  are  the  foundation  of  the  Constitution  of  the  United  States.  That  constitution 
has  been  adopted  virtually  intact  by  many  new  nations  of  the  world,  including  many  if  not  all 
former  members  of  the  fragmented  former  Soviet  Union,  even  though  they  have  as  yet  little 
understanding  of  its  meaning  and  implications. 

History  is  rife  with  what  ifs.  Except  for  the  American  Revolution,  with  its  Declaration  of 
Independence  and  the  Constitution  of  the  United  States  eventuating  from  it,  founded  as  they 
were  on  Judeo-Christian  principles,  and  wise  enlightened  men  dedicated  to  the  realization  of 
the  principles  expressed  in  them,  the  thirteen  North  American  colonies,  considering  the  diver- 
sity of  their  origins,  might  have  wound  up  like  the  Balkan  states  or  Ireland.  Furthermore,  had 
our  Union  failed  in  the  American  Civil  War,  what  became  the  United  States  of  America  as  we 
know  it  might  instead  have  ended  up  as  just  another  internecine  war  zone.  But  they  did  not  fail, 
and  as  a consequence,  what  remained  of  the  British  Empire  continued  to  flourish  through  Britain’s 
policy  of  guiding  the  efforts  of  the  local  populations  into  appropriate  channels. 

And  so  we  have  Madagascar  and  the  Seychelles,  two  of  the  most  gloriously  endowed  bits  of 
God’s  universe,  as  examples  of  the  effects  of  two  divergent  colonial  policies.  One  of  them  is 
today  a tropical  paradise.  The  other  is  only  a potential  paradise  with  dwindling  reserves  and 
attractions,  which,  owing  to  man’s  cupidity,  is  struggling  just  to  stay  afloat. 

Judge  of  the  Nations,  spare  us  yet, 

Lest  we  forget,  lest  we  forget! 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (6 1 5)  665-25 1 6 in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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Provider  Profiles  On-Line — 
Making  Health  Care  Choices 
Easier  for  Consumers 

Brenda  Williams 


In  days  gone  by,  choosing  a health  care  specialist  was  as 
simple  as  calling  the  local  doctor — no  need  to  ask  for  refer- 
ences or  check  backgrounds,  they  were  like  a member  of  the 
family.  In  the  days  of  preferred  provider  lists  and  ever-chang- 
ing insurance  plans,  it’s  an  odds-on  bet  the  patient  will  be 
treated  by  a stranger.  Never  comfortable  with  that  prospect, 
patients  have  resorted  to  polling  friends  and  co-workers,  es- 
sentially flipping  a coin  to  choose  a provider. 

That  may  change  in  Tennessee  with  the  passage  of  the 
“Health  Care  Consumer  Right-to-Know  Act  of  1 998.”  Under 
this  legislation,  patients  will  be  able  to  go  on  the  Internet  or 
dial  a toll-free  telephone  number  to  access  the  latest  infor- 
mation about  health  care  providers,  managed  care  organiza- 
tions, and  facilities.  Supporters  say  the  system,  tentatively 
called  the  “Health  Care  Provider  Information  Unit,”  was  de- 
signed to  make  choosing  a provider  an  easier  task. 

Accuracy  and  Fairness 

“The  first  priority  we  had  was  to  get  as  much  accurate, 
important  information  about  health  care  providers  out  to  con- 
sumers,” says  State  House  Rep.  Sherry  Jones  (D-Nash),  a 
primary  sponsor  of  the  measure.  “The  second  thing  we  wanted 
to  do  was  be  absolutely  fair  to  the  health  care  providers  with 
the  information  that  we  requested  from  them.” 

What  kind  of  information?  The  law  asks  for  a complete 
profile,  including  a provider’s  education,  training,  specialty 
board  certification,  hospital  privileges,  insurance  plans  ac- 
cepted, professional  awards  and  community  service,  and  a 
thorough  accounting  of  any  disciplinary  action  or  lawsuits. 

Providers  defined  by  the  legislation  include  physicians, 
specialists,  physician  assistants,  dentists,  chiropractors,  po- 
diatrists, optometrists,  dietitians,  pharmacists,  nurse  practi- 
tioners, therapists  and  psychologists,  among  others.  Jones  says 
every  group  affected  by  the  legislation  was  consulted  during 
the  legislative  process.  “They  all  had  an  opportunity  to  look 
at  it  and  have  input  before  the  final  bill  was  drafted.  They  all 
agreed  to  it.” 

Brenda  Williams  is  a freelance  writer  based  in  Nashville. 


HOUSE  BILL  NO.  2583 

SECTION  1 . The  title  of  this  act  is,  and  may  be 
cited  as  the  “Health  Care  Consumer  Right-to-Know 
Act  of  1998.” 

SECTION  2.  Health  care  is  a valuable  commod- 
ity, and  the  health  care  consumer  needs  to  make 
informed  decisions  when  making  health  care 
choices.  Due  to  the  current  trends  in  health  care, 
patients  have  a close  relationship  with  their  health 
care  provider  and  must  depend  on  the  provider  for 
most  of  their  health  care  needs.  Health  care  con- 
sumers need  to  know  as  much  as  possible  before 
committing  their  health  care  to  such  provider.  Like- 
wise current  trends  make  decisions  about  which 
managed  care  organizations  to  choose  equally 
important  to  health  care  consumers.  Because  of 
the  foregoing  reasons  and  because  of  the  increas- 
ing concerns  over  the  quality  of  health  care,  the 
General  Assembly  finds  that  a system  should  be 
established  to  provide  public  access  to  informa- 
tion about  certain  health  care  providers  and  man- 
aged care  organizations  in  this  State. 

TMA  Supports  ’’Right  to  Know” 

That  includes  the  Tennessee  Medical  Association.  TMA’s 
Director  of  Government  Affairs  Scott  Smith  says  the  Asso- 
ciation took  part  in  drafting  the  measure  and  fully  supports 
provider  profiles  as  spelled  out  by  the  bill.  “It's  important  for 
people  seeking  medical  care  to  have  a way  to  get  information 
about  their  physician  regarding  training  and  any  expertise 
they  might  have,  so  they  can  match  their  needs  with  the  ex- 
pertise of  a particular  physician.”  As  for  the  negative  marks 
against  a doctor,  Smith  says  consumers  are  entitled  to  that 
information  as  well.  “We  feel  that  if  disciplinary  action  has 
been  taken,  then  it’s  currently  public  information  through 
Health-Related  Boards  at  the  state  level.  It’s  another  way  for 
consumers  to  have  access  to  important  information.” 
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HRB  Promises  Accountability 

Diane  Smithson,  Director  of  Health-Related  Boards  for 
the  Tennessee  Department  of  Health,  agrees  on  both  counts, 
but  assures  that  providers  will  have  the  last  word.  She  prom- 
ises the  information  will  be  carefully  compiled;  doctors  and 
other  health  care  providers  will  have  multiple  chances  to  check 
and  double-check  the  accuracy  of  their  profiles.  “We’re  go- 
ing to  send  all  licensees  a confirmation  sheet.  They  fill  out 
the  questionnaire,  we  put  it  in  the  computerized  profile,”  she 
says,  adding  that  this  process  is  currently  underway.  “We  print 
out  the  profile  and  do  a mass  mail-out;  providers  can  read  it, 
correct  or  change  it,  and  send  it  back  to  us.  And  the  law  re- 
quires them  to  update  the  profile  regularly.” 

So  far,  Smithson  says  reaction  from  the  health  care  com- 
munity has  been  mostly  positive.  “This  is  not  a bad  thing,” 
she  emphasizes,  saying  doctors  can  use  the  profile  to  build 
their  image.  “People  can  go  on-line  and  learn  all  about  their 
provider  or  hospital.  You  can  see  how  good  doctors  are, 
where  they  went  to  school,  any  publications  they’ve  contrib- 
uted to,  even  if  they  do  volunteer  work  or  coach  a soccer  team. 
They  can  toot  their  own  horns  and  it’ll  all  be  there  for  every- 
body to  see.” 

Making  Health  Care  Choices  Easier 

Back  at  the  State  House,  Rep.  Jones  emphasizes  that  the 
goal  was  to  equip  Tennesseeans  to  make  informed  choices  for 
their  own  health  care. 

“The  project  was  really  designed  to  get  as  much  good  in- 
formation to  consumers  as  possible,  and  to  give  health  care 
providers  an  opportunity  to  include  information  they  felt  was 
important  to  people  who  are  choosing  who’s  going  to  take  care 


of  them,”  she  says,  adding  that  the  data  was  already  available 
through  various  agencies,  but  the  process  was  cumbersome. 

“Most  consumers  probably  didn’t  know  where  to  go,  or 
didn’t  want  to  walk  through  the  paperwork  it  took  to  get  this 
information,”  Jones  explains.  “Everything  was  too  scattered; 
it  was  too  difficult  to  get  this  same  information.  We’re  trying 
to  make  it  easier.” 

“Easier”  means  that  Tennesseeans  will  soon  be  able  to  take 
their  provider  search  to  the  Internet,  through  the  Health-Re- 
lated Boards  Web  site  at  www.state.tn.us/health.  Jones  points 
out  there  are  still  many  Tennesseeans  who  don’t  have  Internet 
access;  those  consumers  will  be  able  to  access  much  of  the 
same  data  via  a 1-800  phone  line. 


Profiles  Still  Under  Construction 


State  health  officials  say  both  will  be  eased  into  service  as 
soon  as  possible,  hopefully  by  summertime.  Smithson  says 
it’s  a big  undertaking.  “I  don’t  know  if  we’re  gonna  make  it, 
but  we’re  still  trying,”  she  laughs.  “It’s  still  in  the  design  stage. 
It’s  a major  project,  bigger  than  anybody  ever  thought  of,  I 
think.”  Jones  agrees  that  the  “Health  Care  Provider  Informa- 
tion Unit”  is  a work  in  progress.  “We  passed  the  bill  last  year, 
but  still  have  a few  things  to  tidy  up.  As  we  begin  the  process 
of  putting  it  on-line  we  find  there  are  some  areas  we  need  to 
fix.”  Both  say  this  high-tech,  streamlined  approach  is  long 
overdue. 

With  a few  clicks  of  the  mouse,  patients  will  be  able  not 
only  to  find  a provider  who  fits  their  needs  and  their  insur- 
ance plan,  but  they’ll  know  more  personal  information.  The 
on-line  introduction  will  hopefully  make  doctors  and  patients 
feel  less  like  strangers  in  the  examining  room.Q 


[ MOVING?  Send  Us  Your  Address  [ 

Please  notify  us  six  weeks  in  advance. 

| Old  Address  I 

| Name I 

| Address I 

| City/State/Zip I 

New  Address 

Address  ! 

City/State/Zip | 

Effective  Date  of  New  Address 

Send  to:  TMA,  PO  Box  120909,  Nashville,  TN  37212-0909 

I I 
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Rising  Health  Care  Costs: 
Is  This  the  Turning  Point? 


Terry  Tyler,  Jl);  Barbara  A.  Alvey 


Last  year  was  a turbulent 
year  for  the  nation’s  health 
care  system,  and  for  the  em- 
ployer-sponsored health  plans 
that  insure  millions  of  US 
workers  and  their  families. 

After  years  of  running  be- 
low the  medical  component 
of  the  Consumer  Price  Index 
(MCPI),  health  benefit  costs 
in  1998  rose  6.1% — nearly 
twice  as  fast  as  the  MCPI. 

The  average  cost  of  cov- 
ering active  employees  and 
retirees  topped  $4,000  for  the 
first  time,  rising  to  $4, 1 64  per 
employee  from  $3,924  in 
1997,  according  to  the  13th 
annual  National  Survey  of 
Employer-Sponsored  Health 
Plans,  a nationally  represen- 
tative survey  of  employers 
with  10  or  more  workers  con- 
ducted each  year  by  William 
M.  Mercer,  Inc. 

Skyrocketing  prescription 
drug  costs  played  a signifi- 
cant role,  with  employers  re- 
porting average  increases  of 
1 3.8%  ( 15.5%  for  those  em- 
ployers with  more  than  500 
employees).  However,  the 
overall  cost  increase  also  re- 


Terry  Tyler,  JD,  is  a principal  and  senior  managing  consultant  at 
William  M.  Mercer,  Inc.  He  specializes  in  the  development, 
implementation,  and  communication  of  corporate  compensation 
and  benefit  programs.  Barbara  A.  Alvey  is  a principal  in  the 
HealthCare  and  Group  Benefits  Practice  at  William  M.  Mercer, 

Inc.  She  concentrates  in  the  design,  pricing,  and  administration  of 
group  health  and  welfare  benefits  and  flexible  benefit  programs. 


fleets  the  end  of  the  five-year  migration  of  employees  out  of 
traditional  indemnity  plans  into  the  managed  care  arena  of 
provider  discounts  and  utilization  controls,  and  the  aging  of 
the  US  work  force. 

At  $3,758,  the  South’s  per  capita  health  care  benefit  cost 
remains  about  1 1%  lower  than  the  national  average.  However, 
it  is  spiraling  upward  at  a faster  clip — 7.2%  from  1 997  to  1 998. 

While  HMOs  (health  maintenance  organizations)  have  the 
lowest  cost  of  any  health  plan  type  nationally,  this  is  not  true 
in  the  South.  In  the  South,  the  average  PPO  cost  for  active 
employees  is  virtually  the  same  as  the  average  HMO  cost, 
and  is  over  16%  less  than  the  average  cost  of  point-of-ser- 
vice  plans  (HMO  style  plans  that  provide  out-of-network 
benefits,  commonly  referred  to  as  POS  plans).  This  may  ex- 
plain, at  least  in  part,  why  the  South  has  lagged  behind  other 
regions  of  the  United  States  in  embracing  the  most  managed 
forms  of  health  care.  In  fact,  Southern  workers  are  opting  for 
less  restrictive  health  plans.  In  1 998,  enrollment  in  HMO  and 
POS  plans  in  the  South  fell  from  49%  to  44%.  However,  PPO 
enrollment  rose  4 points,  capping  a 78%  increase  since  1994. 

Nationally,  employers  are  bracing  for  continued  health  ben- 
efit cost  increases.  Nearly  75%  of  the  4,200  employers  sur- 
veyed expect  costs  to  rise  even  more  this  year — by  an  aver- 
age of  9%. 

These  findings  give  one  cause  to  reflect  on  whether  man- 
aged care  in  the  United  States  has  reached  a watershed.  Is 
this  a bump  in  the  road  to  a managed  care  health  system,  or  a 
turning  point? 

Changing  Fortunes  for  IIMO  and  POS  Plans 

Although  the  overall  decline  in  employee  enrollment  in 
HMOs  and  POS  plans  is  a recent  phenomenon,  the  apparent 
causes  are  significant.  First,  the  migration  out  of  indemnity 
plans — the  major  source  of  HMO/POS  enrollment  growth  in 
these  past  years — has  essentially  ended,  with  only  13%  of 
employees  nationwide  still  enrolled  in  indemnity  plans.  And 
the  old  assumption,  that  PPOs  would  ultimately  yield  to  the 
more  restrictive  forms  of  managed  care,  isn’t  panning  out. 

Why  are  PPOs  drawing  participants  from  HMO-based 
plans?  One  reason  may  be  simply  that  public  sentiment  has 
turned  against  HMOs.  Rightly  or  wrongly,  the  media  seems 


Nearly  4,200  employ- 
ers, representing  17.2 
million  employees,  re- 
sponded to  William  M. 
Mercer’s  employer 
health  care  survey. 
This  survey,  the  larg- 
est and  most  compre- 
hensive of  its  kind, 
provides  an  accurate 
picture  of  US  em- 
ployer-provided health 
care  benefits. 

William  M.  Mercer, 
Inc,  one  of  the  nation’s 
leading  consulting  or- 
ganizations, assists 
employers  in  the  ar- 
eas of  human  resource 
strategy  and  imple- 
mentation. Headquar- 
tered in  New  York  and 
with  offices  in  40  US 
cities,  the  firm  is  the 
US  operating  com- 
pany of  William  M. 
Mercer  companies 
LLC,  a worldwide 
consulting  organiza- 
tion serving  clients 
from  offices  in  27 
countries. 
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Annual  change  in  average  total  health 
benefit  cost,  1987-1998 

COST  FOR  ACTIVE  AND  RETIRED  EMPLOYEES 


bent  on  hammering  home  the  message  that  limiting  provider 
choice  and  providing  oversight  of  providers’  treatment  deci- 
sions adversely  affects  quality  of  care.  During  1998,  Con- 
gress seemed  poised  to  enact  legislation  addressing  restricted 
access,  patient  and  provider  communications,  and  expanded 
appeals  processes;  although  no  major  legislation  was  enacted, 
the  issues  are  back  this  year.  The  HMO  pullback  from  Medi- 
care risk  contracts — interpreted  by  some  as  an  admission  of 
their  failure  to  manage  the  cost  of  providing  care  to  the  retiree 
population — has  further  eroded  confidence  in  these  plans. 

Cost  Increases  May  Fuel  the  Fire 

With  public  support  for  the  HMO  concept  showing  signs 
of  weakening,  cost  increases  come  at  a bad  time.  The  ongo- 
ing merger  and  acquisition  activity  in  the  managed  care  in- 
dustry has  reduced  competition  in  many  markets  without 
creating  the  seamless  national  HMO  network  that  large  em- 
ployers had  been  waiting  for.  While  this  has  certainly  elimi- 
nated some  weak  players,  it  also  has  reduced  employers’  bar- 
gaining power  in  some  markets. 

Except  in  a few  markets,  the  cost  savings  delivered  by 
HMO-based  plans  have  come  primarily  from  reductions  in 
provider  reimbursements.  Although  some  plans  are  making 
attempts  to  implement  clinical  protocols  as  a way  to  provide 
effective  and  cost-efficient  care,  most  rely  heavily  on  the  use 
of  the  primary  care  physician  gatekeeper. 

Other  cost  drivers  are  beyond  the  control  of  the  managed 
care  industry:  advances  in  technology  (particularly  in  pharma- 
ceuticals and  biotechnology),  the  aging  population,  and  a more 
demanding  consumer  population.  In  addition,  as  with  other 
sectors  of  the  economy  in  the  late  1990s,  the  demand  for  spe- 
cialized labor  in  health  care  has  outstripped  the  supply,  result- 
ing in  higher  costs  to  maintain  the  same  level  of  quality.  Physi- 
cians at  the  same  time  have  become  more  sophisticated  in  their 
negotiations  with  managed  care  organizations. 


On  the  Horizon 

The  volatile  health  care  marketplace  does  not  inspire  long- 
term predictions.  But  it  seems  likely  that  1 998’s  cost  increase 
is  the  start  of  a trend.  While  HMOs  are  clearly  effective  in  a 
few  markets,  it  may  be  that  the  original  managed  care  con- 
cept simply  doesn't  fit  the  underlying  health  care  delivery 
system  in  much  of  the  nation.  If  so,  either  the  health  care 
delivery  system  or  managed  care  plans  must  change.  We  be- 
lieve it  will  be  the  latter. 

Advances  in  information  technology  may  be  part  of  the 
solution,  permitting  plans  to  replace  unpopular  gatekeepers 
with  electronic  concurrent  review.  Additionally,  sophisticated 
uses  of  information  technology  may  lead  to  better  informa- 
tion on  the  impact  of  treatment  patterns  on  medical  outcomes 
resulting  in  the  most  efficient  and  highest  quality  health  care. 
Elements  of  managed  care,  such  as  disease  management  pro- 
grams, may  be  applied  in  the  fee-for-service  environment  to 
provide  a more  symptomatic  solution  to  managing  health  care  f 
costs. 

Other  leading-edge  employer  initiatives  may  focus  on  man- 
aging the  total  cost  of  non-occupational  medical  conditions. 
For  example,  some  employers  have  begun  including  work 
force  productivity  measures  in  calculating  their  overall  health 
care  costs,  and  using  managed  time  loss  and  integrated  dis- 
ability plans  to  manage  total  cost.  In  1998,  we  also  saw  an 
increase  in  the  number  of  employers  contracting  directly  with 
providers,  both  in  non-urban  areas  and  in  environments  with 
mature  but  unresponsive  managed  care  plans. 

We  believe  that  the  next  few  years  will  provide  health  care 
purchasers  with  a bumpy  ride  as  rising  costs  clash  with  con- 
sumer demands  for  less  “managed”  care.  Whether  this  con- 
flict will  spawn  a new  generation  of  health  plans — plans  that  j 
rely  less  on  insurance  carriers  and  managed  care  organiza- 
tions and  more  on  the  individual  or  collective  efforts  of  em- 
ployers and/or  health  care  providers — remains  to  be  seen.G 
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Medical  Management  information  systems. 
Increase  effectiveness  in  today’s  changing 
healthcare  environment.  Streamline  data. 
Increase  revenue.  Access  the  vital  signs  of 
your  business. 


IS  YOUR  PRACTICE  IN  PEAK  CONDITION? 

Are  you  spending  more  time  documenting 
patient  care  than  giving  it?  Does  claims 
paperwork  clog  up  your  computer  system? 
Does  bureaucracy  keep  you  from  focusing 
on  what  you  do  best  - namely,  practice 
medicine?  If  so,  then  we  can  help. 


Business  Technology  Solutions,  Inc. 

specializes  in  helping  medical  offices 
use  technology  to  become  more 
efficient  and  profitable.  We  make  it 
easy  for  you  to  access,  process  and 
store  vast  amounts  of  information. 
Maintain  patient  records.  Track 
claims.  Connect  with  colleagues.  And 
use  the  Internet  for  research 
and  collaboration. 


The  first  step  is  an  analysis  of  your 
current  system.  So  call  us  today  and 
schedule  a free  evaluation  with  your 
solution  provider  at  Business 
Technology  Solutions,  Inc.  We  can 
help  get  your  practice  into  peak  condition. 


1*877*  938*4072 


1*423*938*0901 


1*423*947*4922 


www.btsonline.com 
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Poverty  and  Health: 

A Simple  Matter  of  Money? 

David  M.  Minis,  MD;  Lisa  M.  Klesges,  PhD 


Introduction 

In  the  previous  two  papers  in  this  series,  we  examined  the 
health  care  implications  of  two  conditions — race  and  health 
insurance  (J  Tenn  Med  Assn  91 :455-457,  1998  and  92:85-87, 
1999).  We  now  turn  to  a third  condition — poverty — and  ad- 
dress the  following  questions.  First,  is  there  a sound  relation- 
ship between  poverty  and  related  measures  of  socioeconomic 
status  and  health?  Second,  is  the  relationship  a simple  reflec- 
tion of  lack  of  money  and  financial  access  to  the  health  care 
system?  And  third,  what  are  other  factors  leading  to  the  asso- 
ciation of  poverty  and  poor  health? 

Does  Poverty  Lead  to  Poor  Health? 

The  answer  to  this  first  question  is  a clear  and  compelling 
“yes.”  Poverty  and  poor  health  have  been  linked  since  the  stud- 
ies in  France  by  Villerme  in  1 840.  More  recent  studies  confirm 
this  relationship  in  the  United  States.  Sorlie  et  al1  reported  that, 
based  on  an  analysis  of  530,000  persons  aged  25  years  or  more, 
men  aged  25  through  64  years  with  family  incomes  of  $50,000 
or  more  had  mortality  rates  only  30%  of  the  rates  of  those  with 
incomes  under  $5,000.  McDonough  et  al2  computed  adjusted 
odds  ratios  for  all-cause  mortality  for  groups  with  incomes 
ranging  from  under  $15,000  per  year  to  over  $70,000.  The 
relative  odds  of  dying  during  a 17-year  follow-up  period  were 
2.96  times  as  great  for  the  group  with  incomes  under  $ 1 5,000 
as  for  the  group  with  incomes  over  $70,000.  Similarly,  the 
odds  of  dying  were  1 .78  and  1 .38  times  as  great  for  groups 
with  incomes  of  $20, 001  to  $30,000  and  of  $50,001  to  $70,000, 
respectively,  as  for  the  group  with  incomes  over  $70,000.  Thus, 
the  association  between  income  and  mortality  is  greatest  at 
lower  income  ranges,  but  the  strength  of  the  relationship  re- 
mains high  even  at  relatively  high  income  levels. 

This  relationship  between  poverty  and  health  at  the  level 
of  individual  persons  also  exists  at  aggregate  levels.  For  ex- 
ample, living  in  a poverty  area  increases  the  risk  of  death  by 
as  much  as  78%  over  living  in  nonpoverty  areas?  Living  in 
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Harlem  is  associated  with  a survival  rate  for  black  men  that  is 
much  lower  than  that  of  the  overall  US  population;  the  sur- 
vival rate  for  black  men  is  equivalent  to  that  of  citizens  of 
Bangladesh.4  Others  have  shown  relationships  between  low 
income  and  higher  death  rates  due  to  specific  diseases  such 
as  cardiovascular  disease  and  cancer,  lower  use  of  preventive 
and  routine  health  care  services,  lower  use  of  tertiary  care 
procedures  such  as  cardiac  catheterization  and  cardiac  sur- 
gery, and  higher  inpatient  hospital  costs. 

It  is  particularly  disturbing  that  the  impact  of  poverty  is 
increasing,  despite  rising  health  care  expenditures  and  ex- 
panding efforts  to  reform  health  care  finance  and  delivery 
systems.  Pappas  et  aP  demonstrated  that  the  negative  impact 
of  low  income  on  mortality  more  than  doubled  between  1 960 
and  1 986.  As  summarized  by  Ginzberg,6  “The  starkest  impres- 
sion . . . was  the  incontrovertible  fact  that  notwithstanding 
$350  billion  of  incremental  annual  expenditures  over  the  de- 
cade (of  the  1980s),  the  poor  and  the  homeless  did  not  ben- 
efit appreciably.  In  fact,  access  to  health  care  for  these  mar- 
ginal groups  actually  declined.” 

Is  the  Relationship  a Matter  of  Money? 

A first  choice  of  an  explanation  for  the  relationship  be- 
tween low  income  and  poor  health  is  financial.  Perhaps  the  i 
poor  simply  cannot  afford  or  do  not  have  access  to  health 
insurance,  and  they  thus  suffer  the  consequences  of  the  unin-  !i 
sured  as  discussed  in  the  last  Health  Policy  Report.  The  poor 
are  less  likely  than  others  to  have  employer-sponsored  insur- 
ance  because  they  are  either  unemployed,  employed  by 
smaller  companies  that  do  not  offer  insurance,  or  are  offered 
insurance  but  decline  it  because  of  its  cost.  They  are,  how- 
ever, more  likely  to  have  public  insurance,  e.g.,  Medicaid, 
but  this  coverage  is  less  likely  than  other  forms  of  insurance 
to  lead  to  adequate  access  to  care  because,  among  other  rea- 
sons, low  payments  to  providers  restrict  access  to  physicians,  i 

That  lack  of  money  to  buy  insurance  is  not  the  sole,  and 
possibly  not  the  predominant,  cause  of  poor  health  is  sug- 
gested by  several  sets  of  data.  First,  the  relationship  between  i 
health  and  measures  of  socioeconomic  status  other  than  in- 
come is  strong.  Poor  health  exists  among  the  uneducated,  the 
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unskilled,  and  the  unmarried  living  alone.1  For  example,  per- 
sons with  five  to  seven  years  of  education  have  a 38%  greater 
likelihood  of  dying  within  12  years  than  do  those  with  12 
years  of  education.  These  relationships  have  been  summa- 
rized as  “life  is  short  where  its  quality  is  poor.”7 

A nonfinancial  basis  is  also  supported  by  several  natural 
experiments  in  which  expanding  insurance  coverage  to  the 
poor  did  not  lead  to  improved  health  measures.  In  1 985,  Ten- 
nessee expanded  Medicaid  eligibility  to  cover  all  married 
women  during  pregnancy.  Although  the  number  of  mothers 
with  Medicaid  coverage  increased  by  32%,  neither  the  per- 
centage of  women  receiving  first  trimester  medical  attention, 
nor  measures  of  neonatal  outcome  (e.g.,  birth  weight  and 
neonatal  mortality)  improved/  In  Canada,  which  has  long- 
standing universal  health  insurance  coverage,  socioeconomic 
disparities  in  the  use  of  Pap  smears  and  mammograms  are 
comparable  to  those  in  the  United  States.1' And,  as  noted  above, 
income  based  differences  in  mortality  predated  development 
of  insurance,  and  indeed  effective  medical  care. 

Another  set  of  data  arguing  against  a simple  economic 
barrier  is  the  relationship  between  income.equality  and  health 
care.  Health  measures  are  not  only  inversely  related  to  abso- 
lute levels  of  income,  but  are  also  inversely  related  to  mea- 
sures of  income  inequality  within  a population.  This  inequal- 
ity has  been  quantified  by  the  Robin  Hood  Index — the 
proportion  of  aggregated  income  that  must  be  taken  from 
households  with  incomes  above  the  mean  and  given  to  house- 
holds with  incomes  below  the  mean  to  result  in  equality  of 
incomes.1"  A 1%  rise  in  the  Robin  Hood  Index  results  in  an 
increase  in  total  mortality  rate  of  21.7  deaths  per  100,000 
population.  Finally,  as  noted  above,  in  rich  countries,  those 
at  the  bottom  of  socioeconomic  scale  have  poorer  health  than 
those  at  the  upper  end,  even  though  their  absolute  income  is 
greater  than  that  of  the  middle  class  of  less  wealthy  countries 
who  have  better  health. 

What  Other  Factors  Are  Responsible? 

The  lack  of  a straightforward  relationship  between  pov- 
erty, insurance  coverage,  and  health  requires  that  we  look 
deeper  for  possible  causes.  That  the  cause  is  a complex  one 
is  suggested  by  the  persistence  of  a relationship  between  pov- 
erty and  health  over  several  centuries  during  which  the  health 
issues  facing  the  poor  have  changed.  That  relationship  existed 
in  the  1 8th  century,  when  the  major  risk  for  disease  was  poor 
sanitation  leading  to  infectious  diseases,  as  well  as  in  the  20th 
century,  when  the  risks  include  smoking,  poor  diet,  and  lack 
of  exercise  as  causes  of  cardiovascular  diseases  and  cancer. 

This  persistence  despite  changing  risk  factors  and  ex- 
panded availability  of  heath  care  services  suggests  that  there 
are  “fundamental  social  causes”11  of  disease  that  affect  the 
poor  regardless  of  the  specific  health  risks  prevalent  in  any 
time  period.  These  fundamental  causes  may  be  defined  as 
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“resources  such  as  knowledge,  money,  power,  prestige,  and 
social  connections  that  strongly  influence  people’s  ability  to 
avoid  risks  and  to  minimize  the  consequences  of  disease  once 
it  occurs.  Because  of  the  very  general  utility  of  these  social 
and  economic  resources,  fundamental  causes  are  linked  to 
multiple  disease  outcomes  through  multiple  risk-factor 
mechanisms,”  and  “those  who  command  the  most  resources 
are  best  able  to  avoid  the  risks  and  take  advantage  of  the  pro- 
tective factors  . . . .”n 

Numerous  elements  of  this  “fundamental  cause”  have  been 
demonstrated  to  be  pathways  leading  from  lower  socioeco- 
nomic status  to  poor  health.  One  explanation  for  the  endur- 
ing relationship  between  social  inequalities  and  health  is  that 
of  early  environment  and  social  structure,  where  economic 
disadvantage  not  only  has  an  early  impact  on  childhood  but 
also  accumulates  over  time.  For  example,  disadvantaged  par- 
ents often  have  infants  of  low  birth  weight  and  poor  health, 
which  in  turn  are  related  to  disadvantages  in  early  and  later 
adulthood  with  associated  excesses  in  morbidity  and  mortal- 
ity. Specifically,  adult  coronary  heart  disease  has  been  re- 
lated to  past  rates  of  mortality  from  diarrhea12  and  with  poor 
nutrition  early  in  life.12  Uncertainty  remains,  however,  as  to 
the  extent  that  poor  health  of  children  explains  their  lack  of 
social  mobility  to  higher  income  levels,  or  whether  early  so- 
cial circumstances  influence  later  disease  rates  by  persistence 
of  early  disease  correlates  and  behavioral  patterns. 

Living  conditions  and  environmental  exposure  to  chemi- 
cals and  pathogens  at  home  and  at  work  appear  to  be  more 
hazardous  in  the  economically  disadvantaged.14  Workers  in 
the  lower  social  classes  are  more  likely  to  be  employed  by 
factories,  mines,  and  heavy  industry,  where  inhalation  and 
exposure  to  pathogens,  chemicals,  and  injurious  conditions 
are  more  likely  than  for  workers  in  higher  social  classes. 
Additionally,  housing  for  the  poor  has  a higher  likelihood  of 
fire  and  crime  injury,  and  is  more  likely  to  contain  pesticides 
and  to  be  located  near  waste  sites  and  landfills  that  may  in- 
crease exposure  to  airborne  and  waterborne  pollutants.  The 
Alameda  County  study  has  shown  that  after  controlling  for 
behavioral  factors  (e.g.,  health  practices,  psychologic  factors, 
and  social  networks)  and  socioeconomic  forces  (e.g.,  income, 
medial  care,  employment,  education),  poverty  area  residence 
retained  a significant  association  with  all-cause  mortality.1'’ 

Differences  in  health  behavior  is  yet  another  potential  fun- 
damental cause  of  health  differentials  in  the  poor.  Chronic 
disease  risk  factors  such  as  smoking,  alcohol  intake,  and  sed- 
entary behavior  are  significantly  higher  in  socially  and  eco- 
nomically disadvantaged  youth.1'1  This  behavior  persists  and 
is  strongly  related  to  socioeconomic  status  in  adulthood.  In 
the  Whitehall  studies  of  British  Civil  Service,  higher  smok- 
ing rates,  less  prevalent  exercise,  and  poorer  diet  were  all 
strongly  associated  with  decreased  social  class.17 

Finally,  psychosocial  factors  may  explain  differentials  in 
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health  for  the  economically  disadvantaged.  Relationships 
between  life  stress  and  increased  susceptibility  to  cancer  and 
infectious  illness,  and  to  higher  rates  of  chronic  disease  mor- 
bidity and  mortality  are  well  documented.18  The  economi- 
cally disadvantaged  experience  more  chronic  and  life  event 
stress  than  do  those  with  higher  socioeconomic  status.  In  fact, 
poverty  is  considered  a chronic  stressor  on  many  assessments 
of  social  stress  measures.  Stress  relationships  are  complex 
and  may  influence  health  by  direct  negative  physiologic  ef- 
fects, by  a relationship  to  poorer  health  behavior,  and  by  a 
decreased  likelihood  of  seeking  health  care  services. 

Due  to  a lack  of  social  resources  and  the  perception  of 
social  interactions,  effects  of  psychological  stress  in  the  eco- 
nomically disadvantaged  are  potentially  more  profound  than 
in  individuals  of  higher  income.  Social  cohesion  and  networks 
are  thought  to  act  as  buffers  of  episodic  and  chronic  stress19 
but  such  social  buffers  may  be  lacking  in  the  poor.  Addition- 
ally, in  areas  with  greater  income  disparities,  individuals  re- 
ported their  social  environment  as  more  hostile  and  people 
as  more  untrustworthy,  and  greater  disparities  in  income  were 
related  to  deaths  from  homicide,  accidents,  and  alcohol-re- 
lated causes.20  Previous  research  indicates  that  men  who  rate 
others  as  untrustworthy  are  at  higher  risk  for  aggressive  be- 
havior, have  higher  cardiovascular  arousal  on  challenge,  and 
are  at  higher  risk  for  coronary  heart  disease  than  those  with 
perceptions  of  trust.21 

So  What? 

A final  question  centers  on  the  significance  of  these  find- 
ings. Why  is  it  important  to  understand  health  outcomes  and 
their  correlates  in  certain  subsets  of  the  population  such  as 
the  poor?  A first  answer  reflects  a primary  and  general  role 
of  health  services  research  in  documenting  that  problems  exist. 
As  concluded  by  Sen.  Daniel  Patrick  Moynihan,22  “society 
cannot  act  on  social  problems  until  it  knows  that  it  has  them, 
and  it  often  does  not  know  it  has  them  until  it  can  count  them.” 

Second,  the  range  of  outcomes  helps  define  goals  for  health 
care  improvement.  That  good  health  is  enjoyed  by  some  seg- 
ments of  our  society  provides  compelling  evidence  that  good 
health  can  be  achieved  by  all,  and  the  gap  between  the  high- 
est and  the  lowest  health  outcomes  gives  some  measure  of 
the  potential  for  improvement.  If  all  Americans  were  as 
healthy  as  those  with  the  highest  incomes,  a significant  im- 
provement in  the  overall  health  of  the  nation  would  result. 

Third,  identification  of  the  correlates  of  poor  health  can 
lead  to  hypotheses  concerning  the  causes.  Most  importantly, 
hypotheses  can  lead  to  targeted  and  meaningful  interventions 
aimed  at  improving  the  health  of  the  underserved  groups. 
The  information  sketched  above  suggests,  for  example,  that 
expanding  health  insurance  coverage  will  have  only  a mod- 
est impact  on  the  problem.  Rather,  the  problem  must  be  ad- 
dressed from  multiple  policy  and  practice  perspectives  within 


the  health  care  arena  and  in  other  social  programs.  The  latter 
include  general  education  as  well  as  health  behavior  educa- 
tion and  community-based  health  promotion.  It  has  been  es- 
timated that  adequacy  of  medical  care  accounts  for  only  10% 
of  overall  mortality;  human  biological  factors  and  environ- 
mental factors  each  account  for  20%,  and  lifestyle  factors  are 
responsible  for  the  remaining  50%.21  And  as  summarized  by 
Dutton,24  “if  costs  are  the  problem,  better  health  insurance  is 
the  remedy;  if  inappropriate  health  attitudes  are  the  problem, 
health  educational  programs  are  the  remedy;  if  inadequacies 
in  the  health  delivery  systems  are  the  problem,  structural 
improvements  in  these  systems  are  the  remedy.” 

Finally,  these  studies  highlight  the  important  distinction 
between  “medical  care”  and  “health  care.”  The  former  in- 
cludes services  provided  by  the  medical  and  related  profes- 
sions that  focuses  on  curing  diseases  of  individual  patients, 
whereas  the  latter  includes  all  services  that  improve  health, 
with  emphasis  on  the  health  of  populations.  As  suggested 
here,  medical  care  is  one  part — but  only  one  part — of  health 
care.  The  full  spectrum  of  services  that  affect  health,  either 
of  communities  or  individuals,  is  much  broader,  and  includes, 
for  example,  education,  transportation,  and  social  services. 
All  are  needed — and  must  work  together — if  we  are  to  solve 
complex  problems  such  as  improving  the  health  of  the  poor.G 
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Case  Report 

A 7-year-old  boy  was 
seen  in  a group  practice 
complaining  of  a “cold.”  The 
mother  stated  that  her  son  had 
been  running  a low-grade  fe- 
ver, ad  there  had  been  some 
yellow  drainage  from  his 
nose.  He  had  been  seen  by  this 
group  since  he  was  3 years 
old.  In  the  past  he  had  been 
seen  for  the  usual  upper  res- 
piratory infections,  purulent 
nasal  drainage,  immunization 
visits,  and  minor  injuries. 

On  this  occasion,  he  was 
examined  by  a physician  or 
a nurse  practitioner  (the  rec- 
ord does  not  identify  the  care 
giver).  He  had  an  oral  tem- 
perature of  100.3°F,  his  ears 
were  recorded  as  “clear,”  the 
nasal  mucosa  “slightly  swol- 
len,” and  his  throat  “red.” 
The  chest  was  “clear.”  The 
impression  was  that  the  child 
had  a purulent  rhinitis,  for 
which  a decongestant  was 
prescribed  along  with  an  an- 
tibiotic. He  was  to  return  to 
the  clinic  for  “persistent  or  worsening  symptoms.” 

Two  days  later  there  was  a contact  with  the  clinic,  though 
the  record  does  not  state  whether  it  was  a visit  or  contact  by 
telephone.  The  information  in  the  chart  was  that  the  child 
had  a “persistent”  cough  and  a low-grade  fever.  The  record 
continued,  “Will  phone  in  some  Hycomine  syrup.  RTC  to- 
morrow if  no  improvement.” 

Three  weeks  later  at  2:36  am  there  was  a telephone  en- 
counter documented  by  a registered  nurse.  The  history  ob- 
tained over  the  phone  was  that  the  child  had  “vomited  all 
night  and  now  has  the  dry  heaves.”  The  reported  temperature 
was  101.2°F.  The  mother  stated  that  she  had  tried  some 


Phenergan  syrup  that  she  had  at  home,  but  that  it  had  not 
been  effective.  The  treatment  prescribed  was  that  the  child 
should  not  be  given  any  liquids  for  the  next  two  to  three 
hours,  and  should  have  a Tylenol  suppository  300  mg  every 
three  to  four  hours  for  fever  over  101°F.  The  Phenergan  was 
to  be  repeated  without  water  in  one  hour.  The  instructions 
documented  were  to  call  back  “in  am  if  not  better.” 

Four  hours  later,  at  6:55  am,  there  was  another  telephone 
contact  documented  by  the  same  nurse.  The  mother  reported 
that  the  vomiting  had  stopped  but  that  the  temperature  had 
risen  to  102°F.  The  instructions  documented  were  “Continue 
Tylenol  and  clear  liquids.”  Although  there  was  no  indication 
in  the  record  that  the  mother  had  been  told  to  come  in  for  an 
examination,  the  chart  shows  an  untimed  entry,  “Failed  to 
show  (previously  made  an  appointment).” 

The  following  morning,  6:00  am,  another  telephone  en- 
counter appeared  in  the  record  by  a different  nurse.  The  mother 
reported  that  the  fever  had  been  103.4°F  at  8:00  pm  but  had 
fallen  to  96.1°F.  The  high  fever  had  been  recorded  by  the 
child’s  teen-age  sister.  The  patient  had  begun  to  vomit  again 
and  “he  fell  out.”  There  was  some  loss  of  consciousness.  On 
questioning,  the  mother  did  not  think  that  there  had  been  a 
seizure.  The  child  was  able  to  speak,  and  the  nurse  reported 
that  she  was  able  to  hear  him  over  the  phone.  The  mother 
insisted  that  she  be  allowed  to  bring  her  son  to  the  emergency 
department  (ED).  At  this  point,  the  nurse  on  call  contacted  the 
physician  who  called  the  mother  about  30  minutes  later.  The 
physician’s  note  to  the  record  is  not  timed  but  it  says,  “ED  to 
see  and  treat,”  naming  the  hospital  and  signed  by  the  doctor. 

During  the  interval  between  the  conversation  with  the 
mother  and  the  entry  of  the  note,  the  child  was  brought  to  the 
ED  of  the  Medical  Center  Hospital.  He  was  found  to  be  des- 
perately ill,  in  shock,  and  cold,  but  he  could  speak  to  the 
attendants.  Within  minutes,  he  experienced  cardiac  arrest. 
Two  hours  of  resuscitative  efforts  failed  to  revive  the  child. 

The  physician  arrived  at  the  hospital  90  minutes  after  her 
conversation  with  the  mother.  The  resuscitation  had  already 
begun  and  was  in  progress.  After  the  patient  had  died  the 
physician  wrote  into  the  record  the  details  of  her  conversa- 
tion with  the  mother  and  what  occurred  in  the  ED.  This  note 
is  not  timed!  The  physician  had  been  told  by  the  mother  that 
she  wanted  to  go  to  the  ED.  Her  son  had  been  vomiting  all 
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night  and  had  passed  out  in  the  bathroom.  The  parents  had 
picked  him  up  off  the  floor,  he  had  responded  in  a short 
period  of  time,  and  was  able  to  speak  to  them.  The  physician 
heard  him  speak  over  the  telephone  and  states,  “I  could  hear 
him  answer  simple  questions  mother  asked  him.”  The  mother 
stated  that  the  child’s  temperature  was  very  low.  She  could 
not  get  the  thermometer  to  register  above  92  or  93.  The  pa- 
tient was  said  to  be  very  “lethargic  and  cold.”  There  was  “no 
history  of  anything  else  unusual.”  The  physician  recorded 
that  she  attempted  to  get  the  mother  to  wait  until  she  could 
see  the  boy  in  the  office  which  would  have  been  sooner  than 
he  could  be  seen  in  the  ED,  but  the  mother  insisted  that  her 
son  needed  to  be  seen  in  the  hospital.  At  that  time,  the  phy- 
sician approved  the  ED  visit. 

The  note  recounted  the  history  and  stated  that  the  mother 
had  not  noted  anything  amiss  until  two  days  before  her  son’s 
death.  The  note  did  not  reveal  the  telephone  contacts  with 
the  nurses  which  were  at  least  two,  and  perhaps  three,  in 
number.  The  physician  apparently  did  not  know  about  these 
contacts  with  the  clinic. 

Laboratory  results,  probably  obtained  after  the  resuscita- 
tion had  begun,  showed  CK  1237;  WBC  count  I6,900/cu 
mm.  A blood  culture  revealed  streptococci.  The  chest  x-ray 
showed,  “Possible  early  pulmonary  venous  congestion." 

An  autopsy  was  done  and  the  diagnosis  made  from  the 
microscopic  sections  taken  from  the  heart  was  myocarditis, 
probably  viral  in  origin. 

A lawsuit  was  filed  charging  “failure  to  properly  exam- 
ine, diagnose,  and  treat  the  patient  for  an  upper  respiratory 
infection,  and  as  a direct  and  proximate  result,  the  patient 
died.”  It  further  charged  that  the  actions  of  the  staff  of  the 
clinic  “fell  below  the  acceptable  standard  of  care.”  Damages 
in  the  millions  were  demanded. 

Loss  Prevention  Comments 

This  case  was  reviewed  by  a variety  of  experts,  both  from 
the  defense  and  from  the  plaintiff.  Those  experts  testifying 
for  the  plaintiff  were  very  firm  about  the  negligence  involved 
on  the  part  of  the  clinic  as  a group  and  each  nurse  and  the 
physician  involved.  They  tended  to  discount  the  autopsy 
findings  and  focus  on  the  positive  blood  culture,  the  shock 
that  was  present,  and  the  delays  present  in  getting  attention 
from  the  physician.  The  defense  experts,  on  the  other  hand, 
focused  on  the  autopsy  findings  and  issued  the  opinion  that 
this  was  indeed  a viral  myocarditis  for  which  nothing  could 
have  been  done  even  if  the  child  had  been  seen  earlier.  The 
physicians  had  to  acknowledge  that  the  coordination  of  the 
care  of  this  child  was  virtually  nonexistent.  They  were  aware 
of,  and  commented  on,  the  inadequacy  of  the  record  and  the 
apparent  lack  of  direct  nurse  to  doctor  communication.  How- 
ever, with  the  diagnosis  of  viral  myocarditis,  they  testified 
that  earlier  diagnosis  and  treatment  would  not  have  resulted 


in  a favorable  outcome. 

It  has  been  pointed  out  many  times  that  the  medical  record 
is  either  the  physician’s  best  friend  or  his  worst  enemy  in 
litigation.  The  record  here  was  the  example  of  the  latter. 

Three  weeks  before  he  died,  this  young  person  had  what 
the  record  referred  to  as  “purulent  rhinitis.”  He  was  febrile  for  | 
at  least  48  hours,  developed  a persistent  cough,  was  given 
symptomatic  treatment  along  with  antibiotics.  The  record 
does  not  reveal  whether  or  not  a physician  saw  him  with  that  j 
illness.  We  presume  that  the  doctor  did  see  him  on  the  first 
visit,  but  there  was  at  least  one  subsequent  phone  call  de- 
scribing the  persistent  cough  and  low-grade  fever.  A cough 
medicine  was  prescribed  but  there  was  only  the  note  “RTC  i 
tomorrow  if  no  improvement.”  We  are  left  to  presume  that 
this  phone  contact  was  with  a nurse,  but  it  was  neither  timed 
nor  was  the  care  giver  identified.  It  would  have  been  much 
better  if  there  had  been  a follow-up  visit  at  this  point  to 
assure  that  the  “purulent  rhinitis”  had  cleared.  We  do  not 
know  from  the  record  how  long  the  antibiotic  prescription 
was  to  last,  whether  it  could  be  refilled,  or  when  the  physi- 
cian wanted  to  see  him  again.  Could  this  infection  have  lin- 
gered and  been  the  focus  of  the  streptococcemia  that  the 
defense  insisted  was  the  cause  of  death. 

Then  the  last  48  hours  of  this  child’s  life  was  a nightmare  j 
of  indirect  contact  by  phone,  symptoms  of  “vomiting  all 
night,”  fever  and,  according  to  the  pathologist  who  did  the 
autopsy,  reports  of  “abdominal  and  chest  pain.”  It  is  very 
troubling  that  the  record  does  not  indicate  that  the  physi- 
cian was  aware  of  the  calls  from  the  family,  the  “vomiting  all 
night,”  the  “falling  out,”  or  the  marked  change  in  body  tem- 
perature. From  the  record,  the  physician  only  learned  about 
these  very  frightening  developments  when  she  called  the 
mother  less  than  an  hour  before  her  patient’s  death.  Then 
there  was  that  entry,  again  untimed,  “Failed  to  show  (previ- 
ously made  an  appointment).”  There  was  no  indication  in 
the  record  that  the  mother  was  instructed  to  make  an  ap- 
pointment to  return,  and  yet,  in  the  last  24  hours  of  life,  this 
entry  appears.  One  has  to  question  whether  this  was  not  made 
after  the  fact  of  the  child’s  death.  The  issue  of  pain  in  the 
chest  and  abdomen  was  disputed.  The  mother  asserted  that 
the  treatment  team  was  notified  of  it  whereas  the  clinic  per- 
sonnel denied  it.  In  the  face  of  such  a dispute  of  facts  in  the 
situation  where  there  has  been  the  death  of  a child,  one  can 
be  relatively  sure  that  a jury  will  side  with  the  family  against 
the  physician.  There  was  no  apparent  recognition  by  the 
care  givers  that  the  child  was  probably  severely  dehydrated  | 
due  to  the  “vomiting  all  night.”  Clearly,  this  patient  was  in 
need  of  attention  either  in  the  clinic  or  in  the  ED  of  the 
hospital  at  least  six  to  seven  hours  before  his  death.  Would 
prompt  hydration  intravenously  in  the  ED  have  changed  the 

( Continued  on  page  268) 
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Introduction 

In  1997  the  Metropolitan 
Health  Department  (MHD) 
in  Davidson  County,  Nash- 
ville, Tennessee  launched  a 
pilot  project  of  four  Regional 
Health  Teams,  situated  in 
four  quadrants  of  the  county, 
for  the  purpose  of  identifying 
and  addressing  community 
health  issues.  Four  interdis- 
ciplinary teams  of  six  people 
each  included  nurses,  nutri- 
tionists, environmentalists, 
and  social  workers.  The  four 
teams  undertook  this  study 
as  their  first  county  wide  proj- 
ect. The  purpose  of  the  study 
was  to  identify  barriers  to  full 
immunization  for  children  24 
months  of  age  as  perceived 
by  physicians  and  parents,  and  to  identify  physician  need  or 
desire  for  a Clinical  Application  Software  Assessment 
(CASA).1  The  study  also  identified  barriers  experienced  by  a 
subset  of  MHD  patients,  although  that  was  an  unintended 
by-product  of  the  study. 

Each  year,  the  Tennessee  Department  of  Health  conducts 
an  assessment  of  the  immunization  status  of  the  state’s  chil- 
dren, and  in  1997,  83.3%  of  Davidson  County  children  24 
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months  old  were  fully  immu- 
nized (FI).  The  “Healthy 
People  2000”  goal  for  im- 
munization is  to  increase  the 
rate  for  the  basic  immuniza- 
tion series  among  children 
under  2 years  of  age  to  at 
least  90%. 2 At  a minimum, 
Davidson  County  wanted  to 
meet  this  goal,  with  a long- 
term goal  of  surpassing  it. 

Other  researchers  have 
investigated  barriers  to  im- 
munization. (“Barrier”  is  the 
term  used  in  this  study  to  de- 
scribe an  assortment  of  rea- 
sons why  children  have  not 
received  recommended  im- 
munizations.) Findings  from 
focus  groups  held  with  par- 
ents in  California  and  North 
Carolina  include  a variety  of 
major  barriers  to  on-time  immunizations.  The  California  par- 
ents perceived  major  barriers  to  be  cost,  parental  lack  of 
knowledge  regarding  the  importance  of  vaccines,  and  lim- 
ited office  hours.  These  parents  also  expressed  a need  for 
clear  and  understandable  immunization  schedules.  While 
parents  felt  responsibility  to  make  sure  their  children  were 
immunized,  they  expected  physicians  to  raise  the  issue.  Par- 
ents assumed  health  care  providers  would  screen  immuniza- 
tion status  and  make  recommendations  at  every  visit.  Conse- 
quently, they  relied  upon  the  physician  and  staff  to  immunize 
their  children  in  a timely  manner.  Some  parents  expressed 
apprehension  about  questioning  the  authority  of  the  physi- 
cian, and  teen  parents  did  not  feel  it  was  their  responsibility 


ABSTRACT 

Purpose:  To  identify  physicians’  and  parents’  perceptions  of 
barriers  to  completing  the  immunization  process  by  age  24 
months. 

Methods:  A questionnaire  hand-delivered  to  1 10  physicians 
who  treat  children  yielded  a response  rate  of  83%.  A telephone 
survey  conducted  with  parents  of  a random  sample  of  2,400  chil- 
dren younger  than  three  years  of  age  selected  from  the  county 
birth  records  yielded  an  adjusted  response  rate  of  87%. 

Results:  Physicians’  response  fell  into  two  categories:  those 
with  more  and  less  than  90%  up-to-date  immunizations.  Those 
with  less  than  90%  indicated  that  parental  knowledge  is  the  pri- 
mary reason.  Those  with  more  than  90%  reported  telephone  fol- 
low-up for  missed  appointments.  The  top  three  barriers  reported 
by  parents:  (1)  waiting  time  at  the  clinic  (33%),  (2)  child  too  ill 
at  time  of  appointment  (21%),  and  (3)  insurance  does  not  cover 
immunizations  (16%). 

Conclusions:  There  is  an  opportunity  for  education  interven- 
tion with  physicians,  policy  makers,  and  parents  in  several  key 
areas:  (1)  fact-based  contraindications  to  immunizations,  (2)  ef- 
fective means  of  follow-up,  (3)  accessibility  to  immunization  for 
the  under-insured,  and  (4)  parental  responsibility. 
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to  remind  or  question  the  physician.1  North  Carolina  focus 
groups  held  with  disadvantaged  mothers  identified  barriers 
such  as  lack  of  flexibility  in  scheduling,  employment  con- 
flicts, and  parental  lack  of  knowledge  regarding  the  timing 
of  childhood  immunizations.  They  also  listed  as  barriers  long 
waiting  times  at  and  lack  of  reliable  transportation  to  the  lo- 
cal Health  Department.4 

In  addition  to  focus  group  findings,  a study  conducted  by 
Strobino  et  aF  found  black  children  with  young  mothers  and 
multiple  siblings  living  in  poor  neighborhoods  were  at  high- 
est risk  for  delayed  immunization. 

Studies  examining  physician  practice  through  chart  review 
found  a lack  of  scrutiny  of  the  patient’s  immunization  record 
and  poor  follow-up  as  missed  opportunities  that  result  in  chil- 
dren being  under-immunized.'1  Holt  et  al7  found  inadequate 
screening  at  all  visits  and  a lack  of  adherence  to  the  contrain- 
dication guidelines  to  be  factors  in  missed  opportunities  to 
vaccinate.  Szilagyi  et  alK  determined  the  key  factor  in  missed 
opportunities  was  failure  to  screen  for  immunization  status 
at  all  visits.  Wood  et  al9  observed  that  issues  primarily  under 
the  control  of  the  provider  determine  missed  opportunities. 
The  Weese  and  Krauss  study  (1995)10  reported  that  if  vacci- 
nation had  been  aggressively  offered  at  all  visits,  93%  of  the 
study  population  could  have  been  fully  vaccinated  by  age  2 
years.  They  concluded  that  health  care  providers  should  of- 
fer vaccinations  at  all  visits,  including  acute  and  non-well  • 
visits,  in  order  to  improve  coverage. 

Methods 

We  conducted  a descriptive  exploratory  study  with  two 
subject  groups,  physicians  and  parents.  The  Regional  Health 
Teams,  Immunization  Program  Manager,  and  Evaluation 
Division  Director  of  MHD  together  developed  two  separate 
survey  tools.  The  physician  group  comprised  all  1 10  Davidson 
County  physicians  known  to  treat  children  with  the  excep- 
tion of  those  located  in  zip  code  3721  1.  (Physicians  located 
in  this  zip  code  were  excluded  as  this  area  had  been  identi- 
fied as  a “pocket  of  need”  for  which  there  was  a separate 
plan  for  intervention.)  For  the  parent  sample,  2,400  births 
were  selected  from  county  birth  records  and  stratified  by  zip 
code.  The  age  cohort  was  under  3 years  of  age,  born  July 
1994  through  July  1996  in  Davidson  County.  This  cohort 
was  selected  because  parents  would  either  be  in  the  process 
of  or  completing  or  would  have  just  completed  the  recom- 
mended immunization  series,  and  would  likely  have  greater 
recall.  The  MHD  Evaluation  Division  analyzed  the  data  us- 
ing the  SAS  program  for  personal  computers." 

Physician  Survey.  The  physician  survey  was  designed  to 
determine  practice  characteristics,  knowledge,  and  adherence 
to  immunization  guidelines,  methods  of  communication  with 
parents,  perception  of  barriers,  parents’  experience,  and  de- 
sire for  a CASA  review.  The  data  collection  period  was  Au- 


gust and  September  1997.  The  selected  physicians  and  prac- 
tice groups  received  a prenotification  letter  describing  the 
study  two  weeks  prior  to  hand  delivery  of  the  survey,  with  a 
self-addressed  stamped  envelope  for  return  included.  Ap- 
proximately 75%  of  surveys  were  returned  by  either  mail  or 
fax;  the  research  team  retrieved  the  balance  in  person.  Ninety- 
one  physicians  participated,  yielding  an  83%  response  rate. 

Parent  Survey.  The  parent  survey  was  designed  to  deter- 
mine knowledge  of  immunizations,  utilization  of  the  health 
care  system,  methods  of  communication  with  medical  pro- 
viders, and  perceived  barriers.  A sample  of  2,400  births  was 
selected,  with  the  goal  being  to  complete  1 ,200  surveys.  This 
large  sample  was  chosen  and  stratified  by  zip  code  in  order 
to  get  an  accurate  picture  of  the  four  regions  of  the  county. 
The  research  team  conducted  the  parent  survey  by  telephone. 
Telephone  numbers  were  obtained  from  a combination  of 
sources,  including  directory  assistance,  telephone  book,  and 
MHD  patient  database.  Telephone  interviews  were  conducted 
between  9:00  am  and  8:00  pm,  Monday  through  Saturday  for 
eight  weeks,  from  mid- August  through  mid-October,  1997. 
Completion  of  the  survey  took  approximately  10  minutes  per 
participant.  Parent  participants  were  then  mailed  a letter  of 
thanks  and  a packet  of  discount  coupons  valued  at  from  $3  to 
$5.  Eleven  hundred  eighty  (1,1 80)  surveys  were  completed. 
The  response  rate  was  87%  after  adjusting  for  incorrect  and 
disconnected  telephone  numbers. 

Results 

Physicians.  Thirty-eight  percent  of  physicians  perceived 
that  >91%  of  their  2-year-old  patients  were  fully  immunized 
(FI).  Forty  percent  thought  81%  to  90%  were  FI,  and  the 
balance  perceived  61%  to  80%  were  FI.  When  asked  what 
criteria  they  used  for  deferring  immunizations,  69%  defer 
for  a temperature  >100. 1°F,  although  a portion  of  that  69% 
wrote  in  a higher  temperature.  Twenty  eight  percent  defer 
for  otitis  media,  38%  if  child  has  contact  with  immuno- 
compromised persons,  and  13%  if  the  child  is  taking  antibi- 
otics. Ninety-eight  percent  state  the  physician  makes  the  de- 
cision to  defer. 

When  asked  how  the  practice  reminds  parents  of  upcom- 
ing immunization  needs,  30%  inform  parents  at  visits,  26% 
write  it  on  the  immunization  passport,  18%  use  mail  or  tele- 
phone, and  33%  reported  no  system  in  place. 

For  follow-up  on  missed  immunization  appointments,  72% 
review  the  immunization  status  at  the  child’s  next  visit,  25% 
follow  up  through  mail  and  36%  by  telephone,  and  1 9%  have 
no  system  in  place.  One-half  of  those  who  perceived  >91% 
of  their  patients  were  FI  follow  up  by  telephone.  In  contrast, 
only  26%  of  those  who  perceived  their  patients  <9 1 % FI  use 
the  telephone  for  follow-up. 

When  asked  which  factor  most  prevents  parents  from  ar- 
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ranging  for  vaccination,  46%  stated  parents  do  not  under- 
stand the  need,  and  19%  cited  inadequate  insurance.  Four 
percent  thought  lack  of  transportation  and  advance  appoint- 
ment requirements  created  a harrier,  2%  identified  limited 
clinical  hours,  and  1%  cited  long  wait  times  in  the  office.  In 
addition  to  harriers  specified  in  the  survey,  1 2%  wrote  in  “phi- 
losophy or  religious  beliefs”  in  the  category  of  “other.” 

When  asked  if  there  was  an  interest  in  an  immunization 
assessment  of  patient  records,  47%  responded  yes.  Sixty-four 
percent  of  positive  responses  came  from  those  physicians  who 
believe  their  patients  are  <91  % FI;  only  27%  of  those  >91  % 
FI  believed  they  had  a need  for  a CASA  review. 

Parents.  When  parents  were  asked  “how  important  is  it 
for  children  to  get  immunizations?”  99%  responded  that  it  is 
“very  important.”  Ninety-one  percent  said  someone  at  the 
doctor’s  office  had  told  them  that  getting  shots  on  schedule  is 
important,  and  9 1 % were  able  to  give  an  actual  date  of  the 
last  immunization.  All  parents  believed  they  knew  when  the 
next  shot  was  due.  When  asked  if  the  child  had  health  insur- 
ance, 96%  said  “yes.”  Of  those  with  insurance,  1 1%  said  their 
coverage  did  not  include  shots.  Sixteen  percent  are  uninsured 
for  immunizations,  when  “no  insurance”  is  combined  with 
“insured  but  no  immunization  coverage.”  It  should  be  noted 
that  MHD  gives  all  childhood  immunizations  to  Davidson 
County  residents  at  no  cost. 

Parents  were  asked  how  they  are  informed  that  their  chil- 
dren need  shots.  Twenty-eight  percent  said  through  telephone 
or  mail;  26%  report  the  next  date  is  written  on  the  passport; 
28%  are  informed  while  at  a visit  or  when  scheduling  an  ap- 
pointment. Eleven  percent  reported  receiving  no  reminder. 
When  asked,  “Has  your  child  ever  missed  an  appointment?” 
19%  said  “yes.”  Of  those,  44%  were  contacted,  one-third  by 
mail  and  one-half  by  telephone.  Of  those  parents  who  had 
missed  appointments,  26%  were  <25  years  of  age,  in  con- 
trast with  1 1%  >39. 

Parents  were  asked  “When  getting  shots  for  your  child, 
how  much  of  a problem  have  you  had  with  [various  barri- 
ers]”: transportation  to  the  office  or  clinic  - 8%;  long  wait  at 
office  - 33%;  paying  for  shots  - 10%;  child  too  ill  for  shots  - 
21%.  Parents  were  asked  if  there  was  a problem  with  conve- 
nience of  office  hours  and  12%  said  yes.  Of  these,  52%  said 
after  5:00  pm  would  be  more  convenient.  Seventy  percent  of 
parent  respondents  reported  getting  immunizations  at  the 
physician’s  office;  26%  go  to  MHD. 

Parent/Patrons  of  Metro  Health  Department.  Of  the 
1,180  parents  surveyed,  333  (26%)  stated  their  children  re- 
i ceived  immunizations  from  MHD.  Results  show  that  com- 
pared with  the  general  survey  population,  the  MHD  parent/ 
patron  population  is  younger,  has  more  children  and  is  more 
likely  to  live  at  or  below  the  poverty  level;  also,  they  have 
less  education  and  are  less  likely  to  be  married  or  employed. 

; These  parents  report  more  problems  with  transportation  to 
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the  Health  Department.  Their  children  miss  more  immuni- 
zations due  to  illness  and  they  miss  more  scheduled  immu- 
nizations. Although  parents  miss  more  scheduled  times,  more 
communication  from  the  Health  Department  by  telephone 
and  mail  is  reported.  Of  those  MHD  parents  who  missed  an 
appointed  time,  54%  report  being  contacted.  More  MHD  par- 
ents have  immunization  passports.  There  was  no  difference 
in  understanding  of  importance  of  getting  the  shots  or  know- 
ing the  date  of  the  last  shot. 

Discussion 

This  study  indicates  Davidson  County  parents,  like  par- 
ents elsewhere,  depend  on  the  provider  to  take  the  initiative 
to  vaccinate.  Physicians  and  parents  agree  that  the  doctor 
makes  the  decision  to  defer.  Almost  half  of  physician  respon- 
dents believe  parents  do  not  understand  the  importance  and 
therefore  do  not  arrange  to  get  their  children  immunized.  In 
contrast,  almost  all  parents  verbalize  their  belief  that  child- 
hood immunization  is  very  important,  and  almost  all  believe 
they  know  their  child’s  immunization  status.  Although  phy- 
sicians did  not  see  parent  waiting  time  as  a barrier,  a signifi- 
cant number  of  parents  reported  waiting  to  be  a barrier,  es- 
pecially younger  parents.  Whereas  physicians  did  not  see 
limited  clinic  hours  as  a barrier,  in  contrast,  12%  of  parents 
saw  this  as  a barrier  and  cited  after  5:00  pm  as  more  conve- 
nient. Interestingly,  69%  of  the  parent  respondents  report 
being  employed. 

If  an  appointment  is  missed,  most  parents  get  no  follow- 
up notice  from  the  physician’s  office  other  than  at  the  next 
visit.  At  the  same  time,  the  younger  the  parent,  the  more  fol- 
low-up they  do  receive,  with  telephone  being  the  method 
most  used.  Data  suggest  physician/staff  may  intuitively  or 
from  experience  know  young  parents  need  more  contact  and 
encouragement.  Physicians  and  parents  see  lack  of  insurance 
coverage  as  a barrier,  and  16%  of  children  do  not  have  im- 
munization insurance  coverage.  Employed  and  married  par- 
ents are  more  likely  to  have  private  insurance.  Higher  in- 
come and  higher  level  of  education  corresponds  with  having 
private  insurance,  although  some  insurance  policies  do  not 
cover  immunizations.  More  physicians  who  perceive  their 
patients  are  up  to  date  on  immunizations  have  a system  in 
place  to  follow  up  by  telephone.  Physicians  who  perceive  a 
significant  number  of  their  patients  are  not  up  to  date,  and  do 
not  have  a system  for  follow-up,  wanted  the  CASA  review 
offered  by  the  Health  Department. 

Conclusions/  Reconi  mendations 

This  study  identified  the  following  barriers  that  only  the 
practitioner  can  address:  wait  time  in  the  provider’s  office, 
need  for  clinic  after-hours  for  immunizations,  need  for  bet- 
ter tracking  systems,  and  need  for  adherence  to  contra- 
indications. Parents  need  to  be  educated  to  see  themselves  as 
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partners  with  the  physician  in  the  immunization  process;  per- 
haps they  could  be  encouraged  to  ask  each  time  there  is  a 
clinic  contact  if  an  immunization  is  due.  Perhaps  providers 
could  take  time  out  for  a serious  review  of  contraindications. 
There  is  a need  for  further  investigation  into  the  transporta- 
tion issues  noted  by  the  MHD  parents.  Could  these  barriers 
be  leading  to  missed  opportunities?  To  reduce  missed  oppor- 
tunities, we  recommend  that  practitioners  follow  the  “Stan- 
dards for  Pediatric  Immunization  Practices”12endorsed  by  the 
American  Academy  of  Pediatrics  (AAP),  American  Acad- 
emy of  Family  Physicians  (AAFP),  and  the  Advisory  Com- 
mittee on  Immunization  Practices  (ACIP).  Several  pertinent 
standards  are  abbreviated  below: 

• Fully  responsive  providers  should  consider  offering  im- 
munization services  each  working  day  as  well  as  some  off- 
hours. 

• Waiting  time  should  be  minimal,  and  generally  should 
not  exceed  30  minutes. 

• Providers  should  utilize  all  clinical  encounters  to  screen 
for  needed  vaccines  and,  when  indicated,  vaccinate  children. 

• Parents  should  be  encouraged  to  take  responsibility  to 
complete  the  full  series,  and  should  receive  educational  ma- 
terials at  suitable  reading  levels  in  the  parent's  language. 

• Providers  should  follow  only  true  contraindications,  as 
recommended  by  ACIP  and  AAP. 

• Providers  should  operate  a tracking  system  that  gener- 


ates reminders  as  well  as  recalls  for  overdue  vaccinations. 

• Providers  should  conduct  semi-annual  audits  to  assess 
immunization  coverage  levels  of  their  patient  population. □ 

Acknowledgments 

We  thank  the  Regional  Health  Team  members  for  data  gather- 
ing, Dan  McEachern  for  help  with  day-to-day  management  of  the 
parent  sample,  and  Alica  Haushalter  for  critical  review  of  the  manu- 
script. 

References 

1 . CASA  is  a software  package  developed  by  Centers  for  Disease  Control  and  Prevention  (CDC) 
to  help  monitor  and  improve  immunization  rates.  MHD  immunization  division  will  perform  this 
review  for  county  physicians  upon  request. 

2.  US  Department  of  Health  and  Human  Services.  Public  Health  Service.  Healthy  People  2000: 
National  Health  Promotion  and  Disease  Prevention  Objectives.  Washington.  DC.  US  Government 
Printing  Office,  publication  no.  (PHS)  91-50212.  1991. 

3.  Missed  Opportunities  to  Vaccinate  Children:  A Preventable  Crisis  for  America’s 
Children. Oakland.  Cal.  Children  Now.  1995. 

4.  Lannon  C.  Brack  V.  Stuart  J.  el  al:  What  mothers  say  about  why  poor  children  fall  behind  on 
immunizations:  a summary  of  focus  groups  in  North  Carolina.  Arch  Pediatr  Adolesc  Med  149:1070- 
1075.  1995. 

5 Strobino  D.  Keane  V.  Holt  E.  el  al:  Parental  attitudes  do  not  explain  underimmunization. 
Pediatrics  98 : 1 076- 1 083.  1 996. 

6.  Ball  TM.  Serwint  JR:  Missed  opportunities  for  vaccination  and  the  delivery  of  preventive 
care.  Arch  Pediatr  Adolesc  Med  150:858-861,  1996. 

7.  Holt  E.  Guyer  B.  Hughart  N.  et  al:  The  contribution  of  missed  opportunities  to  childhood 
underimmunizalion  in  Baltimore.  Pediatrics  97:474-480.  1996. 

8.  S/ilagyi  PG.  Rodewald  LE.  Humislon  SG.  el  al:  Reducing  missed  opportunities  for  immuni- 
zations: easier  said  than  done.  Arch  Pediatr  Adolesc  Med  150:1 193-1200,  1996. 

9.  Wood  D,  Schuster  M.  Donald-Sherboume  C.  et  al:  Reducing  missed  opportunities  to  vacci-  f 
nale  during  child  health  visits:  how  effective  are  parent  education  and  case  management'.Mrc/i  Pediatr 
Adolesc  Med  152:238-243.  1998. 

10.  Weese  CB.  Krauss  MR:  A ‘barrier-free’  health  care  system  does  not  ensure  adequate  vacci- 
nation of  2-year-old  children.  Arch  Pediatr  Adolesc  Med  149:1 130-1 135.  1995. 

1 1.  SAS/STAT  User's  Guide,  version  6,  ed  3.  Cary  NC.  SAS  Institute,  Inc..  1990. 

12.  Standards  Pediatric  Immunization  Practices.  Washington.  DC.  US  Dept  of  Health  and  Hu- 
man Services.  1992. 


Loss  Prevention  Case  of  the  Month  . . . 

(Continued  from  page  262) 

outcome  here?  Probably  not,  if  you  accept  the  testimony  of 
the  experts  for  the  physician  and  the  clinic. 

If  this  was  a case  of  myocarditis,  nothing  could  have  been 
done  to  alter  the  outcome.  But  the  record  of  care,  or  lack  of 
it,  was  the  deciding  factor  in  the  willingness  to  settle  during 
the  trial  for  a large  six-figure  number. 

The  complexion  of  this  case  was  painted  by  the  very  ag- 
gressive testimony  of  the  plaintiff  witnesses  that  attacked  both 


the  autopsy  diagnosis  and  the  entire  chain  of  events  because 
of  the  extremely  poor  medical  record. 

We  cannot  win  in  a medical  malpractice  lawsuit  with  r 
record  that  does  not  reflect  the  careful  and  logical  approacl 
to  the  diagnosis  and  treatment  of  our  patients,  a compassion 
ate  response  to  the  patient’s  expressed  need,  or  the  close  co 
ordination  between  the  care  givers  when  there  is  more  thar 
one.Q 
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Bursal  Cyst:  An  Unusual  Axillary  Mass 

David  Graham  MD;  Jeffrey  M.  Resnick  MD 


Introduction 

While  synovial  (or  bursal) 
and  ganglion  cysts  are  com- 
mon, their  presentation  in  the 
axilla  is  extremely  rare.  The 
pathogenesis  of  such  lesions 
is  believed  to  be  the  mucoid 
degeneration  of  fibrous  con- 
nective tissue  of  joint  cap- 
sules or  tendon  sheaths,  oc- 
curring through  either  cryptogenic  means  or  secondarily  due 
to  irritation  or  injury.  Such  cysts  commonly  occur  on  the 
dorsal  or  volar  aspect  of  the  wrist,  flexor  tendon  sheaths,  or 
the  distal  interphalangeal  joints  of  the  fingers.  They  occur 
less  commonly  about  the  dorsum  of  the  foot  or  near  the  knee, 
and  infrequently  about  the  spine,  shoulder,  or  hip.  Their  pre- 
sentation in  the  axilla  has  been  only  rarely  reported. 

Case  Report 

A healthy  29-year-old  white  man  had  a goose  egg-sized 
mass  in  his  right  axilla.  It  caused  him  no  pain  or  limitation  in 
shoulder  mobility,  and  had  not  noticeably  grown  since  its 
appearance  a little  over  a year  before  his  clinic  visit.  He  had 
no  history  of  trauma  to  the  right  arm  or  shoulder,  nor  any 
history  of  arthritis  or  connective  tissue  disease.  He  asked  for 
evaluation  and  desired  removal  of  the  mass  because  it  was 
mildly  annoying. 

On  physical  examination,  a 1 X 1 .5  cm  firm,  mobile,  non- 
tender, discreetly  bordered  and  mildly  protuberant  mass  was 
noted  about  1 cm  distal  to  the  axillary  crease  medially  on  the 
upper  right  arm.  There  were  no  transmitted  pulsations  pal- 
pable through  the  mass.  No  other  axillary  masses  were  pal- 
pable, no  breast  lesions  were  noted,  and  the  remainder  of  the 
examination  was  unremarkable. 

At  surgery,  the  head  of  the  mass  was  found  ensconced  in 
the  subcutaneous  tissues,  deep  to  the  dermis.  Dissection  was 
tedious  as  tenacious  soft  tissue  and  axillary  sheath  adhesions 
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had  formed  with  the  mass, 
which  appeared  grossly  to  be 
a cyst  with  a head  and  a long 
tail  that  went  deep  to  the  pec- 
toral musculature,  narrowing 
to  a pedicle  that  was  directed 
toward  the  axillary  apex,  be- 
tween the  muscular  borders 
and  into  the  region  of  the 
infraglenoid  portion  of  the 
shoulder  joint  capsule.  No  direct  communication  with  the 
joint  space  was  visible,  so  the  stalk  of  the  cyst  was  divided  as 
close  to  the  base  as  possible,  and  the  mass  was  removed. 

The  cyst  contained  the  clear,  viscous,  jelly-like  material 
resembling  that  found  in  ganglion  cysts.  It  was  3.3-cm  long, 


Figure  1.  The  bursal  cyst  is  characterized  by  an  attenuated  synovial  lin- 
ing, a dense  fibrous  wall  that  is  consistent  with  tendon  derivation,  and 
associated  skeletal  muscle.  No  inflammatory  infiltrate  is  evident. 


ABSTRACT 

We  discuss  an  unusual  case  of  a bursal  cyst  presenting  as  an 
axillary  mass  in  a previously  healthy  individual.  Although 
both  bursal  and  ganglion  cysts  not  uncommonly  arise  from 
other  joints,  they  also  rarely  occur  in  the  axilla  as  well.  Cli- 
nicians should  include  cysts  in  their  differential  of  diagnoses 
when  examining  axillary  masses  and  deciding  on  their  ap- 
propriate treatment. 
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with  a tan  surface,  having  a rounded  cystic  head  3.0  cm  in 
diameter  at  one  end  and  an  attached  0.2  cm  diameter  seg- 
ment of  tendon  at  the  other  end.  Histopathologic  examina- 
tion revealed  a cyst  formed  by  a dense  fibrous  wall  and  lined 
by  attenuated  synovial  cells.  The  fibrous  tissue  was  morpho- 
logically consistent  with  tendonous  origin,  as  confirmed  by 
the  transition  to  skeletal  muscle  (Fig.  1).  The  presence  of  an 
epithelial  lining  ruled  out  the  possibility  of  a ganglion  cyst, 
and  therefore  the  mass  was  diagnosed  as  a bursal  cyst. 

The  patient  was  discharged  home  on  the  same  day  as  his 
surgery,  his  incision  healed  primarily,  without  limitation  of 
motion,  and  has  had  no  recurrence  after  a year. 

Discussion 

Most  commonly,  axillary  masses  are  lymph  nodes,  usu- 
ally enlarged  from  tumor  burden  or  an  inflammatory  pro- 
cess. Other  causes  of  axillary  mass  include  hidradenitis  sup- 
purativa sequelae,  lipomas,  furuncles,  and  abscesses.  Cystic 
lesions  of  the  axilla  are  by  comparison  quite  rare. 

The  medical  literature  is  sometimes  imprecise  about  the 
histology  of  axillary  cystic  lesions.  To  date,  only  five  docu- 
mented cases  of  axillary  cysts  known  to  have  arisen  from  the 


shoulder  joint  have  been  reported,  three  of  these  being  histo- 
logically proven  ganglion  cysts.1-2  This  marks  the  sixth  repor- 
ted case  of  a joint-derived  axillary  cyst,  but  the  first  to  explic- 
itly ascribe  a true  bursal  or  synovial  origin,  as  opposed  to  the 
fibrous  pseudocyst  histology  associated  with  ganglion  cysts. 

Synovial  cysts  are  most  frequently  found  about  the  knee, 
and  less  commonly  at  the  elbow,  ankle,  hip,  or  shoulder.  Syn- 
ovial cysts  have  also  been  reported  around  the  spine  and  the 
temporomandibular  joint.2-4  Synovial  cysts  of  the  shoulder 
are  known  to  arise  in  association  with  rheumatoid  arthritis, 
osteoarthritis,  chronic  steroid  use,  Charcot  joint  disease,  and 
trauma  such  as  long-standing  rotator  cuff  tears.5  While  syn- 
ovial cysts  can  arise  from  the  shoulder  girdle,  we  believe  this 
is  the  first  reported  case  of  one  arising  in  the  axilla. □ 
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The  Journal 


Vanderbilt  Morning  Reports 

A 57- Year-Old  Man  With  a Stroke 


Case  Report 

A 57-year-old  white  man  with  a history  of  tobacco  and 
alcohol  abuse  was  found  at  home  unresponsive  and  apneic, 
although  he  had  a pulse.  Emergency  medical  technicians  were 
called  and  he  was  intubated  and  brought  to  Vanderbilt  Uni- 
versity Hospital.  His  wife  reported  that  his  unresponsiveness 
was  not  associated  with  seizure  activity  and  he  had  no  uri- 
nary or  bowel  incontinence.  She  did  note  that  he  could  not 
move  his  right  side  after  arriving  at  Vanderbilt.  There  was  no 
history  of  chest  pain,  palpitations,  fever,  headache,  or  men- 
ingismus.  Over  the  past  week  the  patient  had  experienced 
progressive  shortness  of  breath.  He  had  seen  his  primary  care 
physician  three  days  earlier  and  was  diagnosed  with  hyper- 
tension and  started  on  an  angiotensin-converting  enzyme 
(ACE)  inhibitor. 

On  physical  examination  the  patient  was  afebrile;  his  blood 
pressure  was  140/80  mm  Hg  and  his  pulse  was  123/min.  He 
was  sedated  and  breathing  comfortably  on  a ventilator.  His 
pupils  were  1 to  2 mm  bilaterally  and  poorly  reactive.  His 
neck  was  supple  and  his  lung  fields  were  clear.  His  cardiac 
examination  revealed  tachycardia  with  a regular  rhythm  and 
a 2/6  systolic  murmur  heard  best  at  the  lower  sternal  border 
that  increased  with  inspiration.  His  neurologic  examination 
revealed  decreased  motor  tone  on  the  right.  His  deep  tendon 
reflexes  were  decreased  on  the  right  and  he  had  a right 
Babinski  reflex. 

The  patient’s  admitting  blood  chemistries  were  normal  and 
a urinary  drug  screen  was  negative.  An  EKG  revealed  sinus 
tachycardia  and  a chest  film  was  normal.  A head  CT  was 
normal  but  an  MRI  of  the  head  performed  the  following  day 
revealed  gyral  edema  and  swelling  within  the  left  middle  ce- 
rebral and  left  anterior  cerebral  arterial  distribution,  scattered 
foci  of  ischemia  within  the  left  cerebellar  hemisphere,  and 
mass  effect  with  7 mm  of  midline  shift  from  left  to  right. 
These  findings  were  consistent  with  multiple  acute  non-hem- 
orrhagic  cerebral  infarctions. 

An  investigation  into  the  etiology  of  the  patient’s  stroke 
revealed  no  significant  carotid  artery  disease  by  ultrasound 
examination.  A transesophageal  echocardiogram  showed  no 
valvular  disease  or  intracardiac  thrombi,  but  it  did  reveal 
moderate  tricuspid  regurgitation  and  a markedly  increased 
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pulmonary  artery  systolic  pressure  of  67  mm  Hg.  Because  of 
a concern  of  an  intracardiac  shunt,  a saline  contrast  echo- 
cardiogram was  performed  showing  right-to-left  shunting 
consistent  with  a patent  foramen  ovale.  Lower  extremity 
Doppler  studies  revealed  a right-sided  deep  venous  throm- 
bosis. He  was  subsequently  given  an  anticoagulant  and  is  cur- 
rently undergoing  rehabilitation  for  his  multiple  strokes. 

Discussion 

This  is  a dramatic  case  of  paradoxical  embolism  (PDE). 
The  cause  of  the  patient’s  multiple  cerebral  infarctions  was 
likely  an  embolic  event  that  originated  from  his  right  lower 
extremity,  entered  the  right  heart,  crossed  over  to  the  left  side 
via  a patent  foramen  ovale  (PFO),  and  traveled  to  the  cerebral 
circulation.  Pulmonary  hypertension  in  this  patient  was  attrib- 
uted to  recurrent  pulmonary  emboli.  PDE  occurs  when  an 
embolus  enters  the  systemic  circulation  from  the  venous  sys- 
tem through  a right-to-left  shunt,  most  commonly  a PFO.1'4 
In  adults,  the  foramen  ovale  is  an  embryologic  remnant  re- 
sulting from  the  incomplete  closure  of  the  ostium  secundum 
by  the  septum  primum.  In  the  fetus,  the  septum  primum  acts 
as  a flap  valve  ensuring  unidirectional  blood  flow  from  right 
to  left,  but  in  the  postnatal  period,  when  left  atrial  pressure 
exceeds  right  atrial  pressure,  the  septum  primum  closes  the 
ostium.  During  the  first  year  of  life,  fibrous  adhesions  form  a 
permanent  seal.  When  this  process  fails  to  form  completely, 
a PFO  results.  In  most  instances,  PFOs  are  insignificant  be- 
cause left  atrial  pressure  continues  to  keep  the  foramen  ovale 
closed.  However,  when  right  atrial  pressure  increases,  as  dur- 
ing a valsalva  maneuver,  cough,  or  pathologic  conditions  of 
the  lung  and  heart  (such  as  pulmonary  hypertension),  the  fo- 
ramen ovale  can  become  patent.1 

Reports  on  the  incidence  of  PFO  range  from  15%  to  as 
high  as  30%, 2 but  the  incidence  of  PDE  related  to  PFO  is 
unknown.  Nonetheless,  one  series  demonstrated  that  the  eti- 
ology of  stroke  in  younger  adult  patients  was  undefined  in  as 
many  as  35%  of  cases,  and  that  the  incidence  of  PFOs  in 
these  patients  is  significantly  higher  than  young  persons  with- 
out cerebrovascular  accidents  (40%  vs.  10%). 3 

Although  a definitive  diagnosis  of  PDE  can  be  made  only 
by  visualization  of  an  embolus  trapped  in  a right-to-left  shunt, 
the  combination  of  thromboembolic  venous  disease,  evidence 
for  systemic  embolic  disease  without  an  obvious  cardiac  or 
arterial  source,  and  a sufficient  pressure  gradient  to  result  in 
a right-to-left  shunt,  is  highly  suggestive  of  PDE.4 

There  are  four  treatment  options  for  patients  with  PDE 
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resulting  from  a PFO.  These  are  antiplatelet  agents,  antico- 
agulation, transcatheter  closure  of  the  PFO,  and  surgical  clo- 
sure.1 Since  there  have  been  no  randomized  clinical  trials 
evaluating  the  efficacy  of  these  therapeutic  options,  decisions 
concerning  specific  therapy  for  individual  patients  must  be 
made  after  assessing  the  risks  and  benefits.  One  study  sug- 
gests that  surgical  closure  prolongs  quality-adjusted  life  ex- 
pectancy better  than  other  options.1  If  the  expected  mortality 
is  higher  than  1.5%  for  surgical  closure,  however,  those  au- 
thors suggest  chronic  anticoagulation  as  an  alterative.1  That 


study  also  suggested  that  the  transcatheter  placement  of  an 
umbrella  device  in  the  inferior  vena  cava  could  represent  the 
ideal  therapeutic  option,  since  it  is  permanent  and  yet  less 
invasive  than  surgery.1 
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A 29-Year-Old  Woman  With 
Crampy  Abdominal  Pain 


Case  Report 

A 29-year-old  white  woman  in  previously  good  health  pre- 
sented herself  for  evaluation  of  four  weeks  episodic,  crampy, 
middle  and  lower  abdominal  pain.  The  pain  had  waxed  and 
waned  over  the  previous  month,  but  had  never  completely 
resolved.  She  had  seen  her  local  physician  on  the  first  day  of 
symptoms  and  had  an  abdominal  ultrasound  study  that  was 
reportedly  normal.  She  was  given  a diagnosis  of  viral  gastro- 
enteritis, but  returned  to  her  physician  after  symptoms  per- 
sisted for  three  weeks.  Repeat  abdominal  sonography  was 
again  normal.  Treatment  was  begun  using  omeprazole  for  pre- 
sumed gastritis,  but  therapy  was  stopped  after  one  week  be- 
cause her  symptoms  persisted.  On  the  morning  of  admission 
she  had  an  episode  of  abdominal  pain  associated  with  vom- 
iting. Her  past  medical  history  was  notable  for  a recent  diag- 
nosis of  hypertension,  for  which  the  angiotensin  converting 
enzyme  (ACE)  inhibitor  lisinopril  had  been  started  one  month 
earlier.  She  was  a married  homemaker  who  did  not  use  to- 
bacco or  alcohol.  Her  review  of  systems  was  unremarkable; 
in  particular,  she  noted  no  other  gastrointestinal  symptoms. 
She  also  denied  a history  of  facial  or  tongue  swelling. 

Physical  examination  showed  a pleasant  woman  in  mild 
distress  from  abdominal  discomfort.  She  was  afebrile,  her 
blood  pressure  was  160/100  mm  Hg,  pulse  100/min,  and  res- 
piratory rate  18/min.  Her  heart  and  lungs  were  normal,  and 
her  abdomen  was  soft  and  not  distended  but  was  diffusely 
tender.  She  had  diminished  bowel  sounds.  There  were  no 
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abdominal  masses  or  organomegaly,  and  her  stool  was  heme- 
negative. Her  pelvic  examination  was  normal.  Her  labora- 
tory examination  revealed  a negative  pregnancy  test,  and 
normal  serum  electrolytes,  amylase,  lipase,  and  liver  enzymes. 
Her  blood  counts  were  normal  except  for  an  elevated  WBC 
count  with  left  shift;  her  urinalysis  was  unremarkable.  A re-  j 
peat  abdominal  ultrasound  study  was  normal,  but  abdominal 
CT  revealed  marked  and  diffuse  thickening  and  edema  of  the  j 
small  bowel  wall  and  ascites  in  the  pelvis. 

On  further  questioning,  the  patient  recalled  that  her  symp- 
toms began  approximately  one  day  after  taking  the  initial  dose 
of  lisinopril  and  her  abdominal  pain  persisted  thereafter.  The 
lisinopril  was  discontinued  and  her  symptoms  resolved  com-  1 
pletely  within  48  hours.  Treatment  for  blood  pressure  con-  ’ 
trol  was  subsequently  started  using  a calcium  channel  blocker, 
and  she  has  had  no  recurrent  abdominal  symptoms. 

Discussion 

This  is  a case  of  small  bowel  angioedema  due  to  therapy 
with  the  ACE  inhibitor  lisinopril.  Angioedema  is  a well-recog- 
nized,  though  uncommon,  adverse  effect  of  ACE  inhibitors, 
occurring  in  approximately  0.2%  of  patients  receiving  these 
agents.  Angioedema  commonly  manifests  itself  as  swelling  of 
the  tongue,  lips,  and  mucous  membranes.  In  severe  cases  it  can  j 
cause  acute  respiratory  distress,  airway  obstruction,  and  even 
death.  The  mechanism  is  poorly  understood.'  It  is  also  known 
to  occur  in  conjunction  with  angioedema  of  other  cases.2 1 
Angioedema  has  been  associated  with  all  ACE  inhibitors,  and 
has  also  been  observed  with  angiotensin-II  receptor  blockers.4 

Angioedema  of  the  gastrointestinal  tract  is  a less  frequent 
and  less  well-recognized  complication  of  ACE  inhibitor  | 
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The  Journal 


Department  of  Health  Report 

Immunization  Program  Update 


Jerry  Narramore 

New  School  Immunization  Requirements 

Beginning  with  the  fall  semester  of  1999,  students  enter- 
ing kindergarten  are  required  to  show  proof  of  immunization 
against  hepatitis  B.  This  requirement  is  the  result  of  legisla- 
tion passed  in  1997.  The  overall  effect  of  this  new  require- 
ment will  not  be  significant.  Immunization  against  hepatitis 
B has  been  part  of  the  recommended  infant  immunization 
schedule  since  1992,  and  over  90%  of  children  have  com- 
pleted their  series  by  2 years  of  age. 

Proof  of  two  doses  of  MMR  vaccine  continues  to  be  re- 
quired for  entry  into  kindergarten,  4th,  8th,  and  12th  grades. 
The  second  dose  is  also  required  for  full-time  college  students. 
Part-time  college  students  (defined  as  those  taking  less  than 
1 2 academic  hours)  are  not  now  required  to  have  the  vaccine. 

Vaccine  News 

The  1999  National  Immunization  Schedule,  developed 
jointly  by  the  AAA,  AAFP,  and  ACIP.  recommends  the  first 
two  doses  of  polio  vaccine  in  infants  be  the  inactivated  vac- 
cine (IPV).  Previous  recommendations  had  advised  that  par- 
ents be  counseled  about  the  risks  and  benefits  of  the  oral  and 
inactivated  polio  vaccines.  Historically,  vaccine  associated 
polio  (VAPP)  almost  always  occurred  after  the  reception  of 
the  first  dose  or  second  dose  of  oral  polio  vaccine.  The  use  of 
the  IPV/OPV  schedule  will  essentially  eliminate  VAPP.  Con- 
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cerns  that  parents  would  reject  the  extra  injection  when  IPV 
is  used,  or  would  prefer  some  other  vaccine  because  of  the 
extra  injection,  proved  to  be  unfounded. 

Rotavirus  vaccine  is  now  approved  for  use  in  infants  be- 
ginning at  2 months  of  age.  The  vaccine  is  not  recommended 
for  use  in  children  over  12  months  of  age  and  the  three-dose 
series  should  not  be  started  after  7 months  of  age.  The  vac- 
cine is  not  currently  available  in  public  clinics.  Negotiations 
between  the  manufacturer  and  CDC  to  provide  the  vaccine 
in  public  clinics  is  ongoing. 

New  ACIP  Summary  Released 

The  Advisory  Committee  on  Immunization  Practices  has 
released  its  summary  of  recommendations  from  the  February 
17  meeting.  Among  these  are  the  recommendations  of  the  use 
of  Lyme  disease  vaccine,  hepatitis  A vaccine,  and  expanded 
recommendations  for  the  use  of  varicella  vaccine.  A copy  of 
the  summary  is  available  from  the  Tennessee  Immunization 
Program.  If  a copy  is  desired,  contact  Jerry  Narramore  at 
800-342- 1813  or  e-mail  at  inarramore2@mail.state.tn.us. 

Program  Notes 

The  Immunization  Program  now  has  over  200  physicians 
on  its  e-mail  list.  This  allows  the  program  to  communicate 
with  physicians  when  there  is  information  which  needs 
to  be  disseminated  quickly.  If  you  wish  to  be  placed  on 
the  list  please  contact  the  Immunization  Program  at 
jnarramore2  @ mail,  state,  tn.us  or  tfinke@  mail  .state.  tn.us.G 


Vanderbilt  Morning  Report  . . . 

(Continued  from  page  272) 

therapy.5'7  Complaints  commonly  include  severe  intermittent 
abdominal  pain,  nausea,  vomiting,  and  watery  diarrhea.  Pa- 
tients may  have  leukocytosis,  fever,  chills,  and  even  perito- 
neal signs.  Radiographic  evaluation  of  patients  suspected  of 
having  bowel  angioedema  should  include  a small  bowel 
barium  series  or  CT  of  the  abdomen  and  pelvis.  Frequently, 
these  studies  reveal  bowel  wall  edema  and  ascites,  as  was 
seen  in  this  patient.  Symptoms  usually  occur  within  48  hours 
of  drug  initiation,  continue  while  the  drug  is  being  adminis- 
tered, and  resolve  24  to  48  hours  after  discontinuation.8  □ 


, i 
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News  and  Views 


TMA  Alliance  Report 

Meeting  the  Challenges  and 
Making  Changes  for  the  Next  Century 

We  are  all  feeling  the  effects  of  a changing  medical  profes- 
sion. We  see  it  in  the  ways  our  spouses  are  practicing  medicine, 
the  way  it  is  being  legislated,  and  the  way  our  communities 
perceive  it. 

The  medical  alliance,  which  began  as  a social  organization, 
has  become  an  invaluable  and  irreplaceable  part  of  our  spouses’ 
profession.  Fund-raising,  health  fairs,  drug  awareness,  teen  preg- 
nancy, “Growing  Healthy”  school  education  programs,  legisla- 
tive activities,  and  domestic  violence  are  only  a few  of  the  ways 
we  have  worked  to  bring  medicine’s  message  to  the  public.  We 
cannot  let  this  message  die.  Ours  is  a society  that  speaks  vol- 
umes in  its  silence. 

The  three  challenges  that  in  particular  face  us  today,  and  that 
we  would  like  to  highlight  in  the  TMAA  this  year,  are  organ 
and  tissue  donor  awareness,  violence  among  children  (especially 
gun  violence),  and  domestic  violence.  We  will  be  focusing  on 
each  of  these  in  future  publications. 

When  I joined  the  medical  alliance  over  1 1 years  ago  it  was 
the  “right”  thing  to  do.  I felt  volunteering  was  an  important  part 
of  my  life.  I still  do.  Please  encourage  your  spouse  to  join  us  in 
the  TMAA  this  year.  Together  we  can  meet  the  medical  chal- 
lenges and  help  to  make  changes  in  the  next  century. 

Brenda  Seals 

TMAA  President  1999-2000 


In  Memoriam 


Joseph  Robert  Bowman,  MD,  age  92.  Died  April  27,  1999.  Gradu- 
ate of  Vanderbilt  University  School  of  Medicine.  Member  of 
Washington-Unicoi-Johnson  County  Medical  Association. 

Joseph  Gerard  Bind,  MD,  age  87.  Died  May  8,  1999.  Graduate 
of  Georgetown  University  School  of  Medicine.  Member  of  Nash- 
ville Academy  of  Medicine. 

Newton  F.  Garland,  MD,  age  83.  Died  April  22,  1999.  Graduate 
of  University  of  South  Carolina  College  of  Medicine.  Member 
of  Washington-Unicoi-Johnson  County  Medical  Association. 

William  Rule  III,  MD,  age  87.  Died  May  17,  1999.  Graduate  of 
University  of  Pennsylvania  School  of  Medicine.  Member  of 
Knoxville  Academy  of  Medicine. 

Clarence  Crane  Woodcock,  MD,  age  79.  Died  May  8,  1999. 
Graduate  of  Vanderbilt  University  School  of  Medicine.  Mem- 
ber of  Nashville  Academy  of  Medicine. 


Personal  News 


Keith  L.  Goldberg,  MD,  Springfield,  has  been  certified  as  a Dip- 
lomate  of  the  American  Board  of  Surgery. 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  April,  1999.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1 . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Michael  T.  Beckham,  MD,  Hermitage 
Thomas  C.  Caldwell,  MD,  Hixson 
Lawrence  L.  Cohen,  MD,  Memphis 
Jeffrey  L.  Douglas,  MD,  Kingsport 
Neil  B.  Edwards,  MD,  Memphis 
David  B.  Elias,  MD,  Chattanooga 
Larry  G.  Graham,  MD,  Johnson  City 
Julian  C.  Heitz,  MD,  Nashville 
James  M.  Hudgins,  MD,  Hendersonville 
Fred  A.  Hurst,  MD,  Knoxville 
Stephen  M.  Kimbrough,  MD,  Johnson  City 
George  H.  Latta,  MD,  Memphis 
Robert  L.  Neaderthal,  MD,  Nashville 
Dewey  G.  Nemec,  MD,  Nashville 
Richard  A.  Obenour,  MD,  Knoxville 
Jung  T.  Park,  MD,  Whitwell 
George  E.  Smith,  MD,  Oak  Ridge 
John  B.  Thomison  Jr.,  MD,  Brentwood 
Rena  M.  Thomison,  MD,  Nashville 
Robert  L.  Wingate,  MD,  Bolivar 
Laura  E.  Witherspoon,  MD,  Chattanooga 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

Greene  County  Medical  Society 

James  A.  Swenson,  MD,  Greeneville 

Knoxville  Academy  of  Medicine 

L.  David  Graham,  MD,  Knoxville 
John  P.  Little,  MD,  Knoxville 

Memphis-Shelby  County  Medical  Society 

Bruce  L.  Fetterman,  MD,  Memphis 
Tammy  L.  Heinly,  MD,  Memphis 
Henry  G.  Herrod,  MD,  Memphis 
Joseph  E.  Holley  Jr,  MD,  Memphis 
Michael  S.  Kinnard,  MD,  Memphis 
Margarita  Lamothe,  MD,  Memphis 
Herbert  L.  Lindsay,  MD,  Cordova 
Stephen  T.  Lutz,  MD,  Memphis 
Frederick  Pelz,  MD,  Memphis 
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Jerome  N.  Sheridan,  MD,  Memphis 
Martha  K.  Tibbs,  MD,  Memphis 
Galen  G.  Van  Wyhe,  MD,  Memphis 
Hershel  P.  Wall,  MD,  Memphis 
George  E.  Woodman,  MD,  Memphis 
David  E.  Young,  MD,  Memphis 

Nashville  Academy  of  Medicine 

John  C.  Richier,  MD,  Nashville 

Overton  County  Medical  Society 

Thomas  A.  Kowal,  MD,  Gainesboro 

Sullivan  County  Medical  Society 

Elena  Y.  Aguas,  MD,  Blountville 

Washington-Unicoi-Johnson  County  Medical  Association 

Marilyn  A.  Bishop,  MD,  Johnson  City 
Jeffrey  A.  Glezer,  MD,  Johnson  City 
Ronald  S.  McCord,  MD,  Johnson  City 

Williamson  County  Medical  Society 

Kelly  S.  Bennie,  MD,  Franklin 
Anne  B.  Hawkins,  MD,  Franklin 
Charles  T.  Marable,  MD,  Franklin 


TMA  Board  of  Trustees  Meeting  Minutes 

April  8 and  10, 1999 

The  following  is  a summary  of  actions  taken  by  the  Board  of 
Trustees  of  the  Tennessee  Medical  Association  at  its  regular 
second  quarter  meetings  held  in  conjunction  with  the  TMA 
Annual  Meeting  in  Nashville,  April  8 and  10,  1999. 

THE  BOARD: 

Director  of  TennCare.  Heard  an  address  from  Brian  Lapps 
Sr.,  newly  appointed  Director  of  TennCare. 

Approval  of  Minutes.  Approved  the  minutes  of  the  first 
quarter  Board  meeting  held  January  22,  1999.  Approved  the 
minutes  and  confirmed  the  actions  of  the  Executive  Committee 
conference  call  held  February  24,  1999. 

Definition  of  Consult.  Received  a report  from  Dr.  Fleming 
concerning  the  recent  writing  campaign  asking  for  a definition 
of  consult  from  Medicare  carriers.  Dr.  Fleming  noted  that  the 
Physician  Liaison  Committee  and  the  CPT  Panel  were  in  agree- 
ment that  consults  should  be  defined  according  to  CPT  codes 
and  cautiously  anticipated  correspondence  from  HCFA  noting 
the  same. 

Quarterly  Reports.  Received  quarterly  reports  from:  Ten- 
nessee Delegation  to  the  AMA,  TMA  Physician  Services,  Inc., 
TMA  Alliance,  TMA  Young  Physician  Section,  Tennessee  Coun- 
cil on  Medical  Specialty  Societies,  IMPACT,  and  SVMIC. 

Tennessee  Medical  Foundation.  Agreed  to  (1)  contribute 
l $1,000  to  the  Tennessee  Suicide  Prevention  Conference;  (2) 
j endorse  the  names  of  Mr.  W.  Lipcomb  Davis  Jr.,  and  Mrs. 
Ginny  B.  Rogers  for  consideration  of  reappointment  to  theTMF 
Endowment  Fund  Board;  and  (3)  endorse  the  Physician  Lead- 
ership on  National  Drug  Policy  Consensus  Statement. 

Dues  Payments.  Approved  the  concept  of  accepting  TMA 
dues  payments  by  credit  card. 


Rebate  Program.  Approved  a pilot  project  to  increase  mem- 
bership by  offering  a rebate  program  to  qualifying  component 
medical  societies. 

Xantus  Health  Plan  Network.  Received  a report  concern- 
ing the  developments  of  the  receivership  of  Xantus  Health  Plan 
Network.  Agreed  to  submit  a resolution  to  the  House  of  Del- 
egates stating  the  concern  of  the  TMA  on  the  financial  stability 
of  all  MCOs  in  the  TennCare  program. 

State  Appointments.  Agreed  to  submit  the  following  names 
for  consideration  of  appointment  to  the  Board  for  Licensing 
Health  Care  Facilities:  Drs.  Virgil  Crowder  Jr.,  Lawrenceburg 
(for  reappointment);  Fred  Hurst,  Knoxville;  and  Mary  Yarbro, 
Nashville. 

2000  Leadership  Summit.  Agreed  to  meet  at  the  Franklin/ 
Marriott  Cool  Springs  Hotel  in  Franklin,  Tenn.,  providing  avail- 
able space  requirements  mirror  that  of  the  1999  meeting. 

1999  Resolutions.  Reviewed  all  resolutions  and  Bylaw 
amendments  that  would  be  presented  to  the  House  of  Delegates, 
and  took  positions  on  each. 

First  Quarter  Financial  Statement.  Reviewed  and  accepted 
the  first  quarter  financial  statement  as  presented. 

The  Executive  Committee  met  via  conference  call  on  Febru- 
ary 24  and  took  the  following  actions: 

Administration’s  Fair  Tax  Proposal.  Agreed  to  vigorously 
oppose  the  tax  bill  as  proposed.  Directed  staff  to  notify  the  mem- 
bership of  TMA’s  position  and  talking  points. 

Specialty  Society  Guidelines.  Approved  the  guidelines  for 
statewide  medical  specialty  society  representation  in  the  TMA 
House  of  Delegates  and  directed  staff  to  develop  a by  law  for  the 
Board’s  approval  in  April. 

AMA  Minority  Affairs  State  Coordinator.  Agreed  to  sub- 
mit the  name  of  Dr.  Louis  Bernard,  Nashville,  for  consideration 
of  appointment  as  Tennessee’s  state  coordinator  to  the  AMA’s 
Minority  Affairs  Consortium. 

State  Appointment.  Took  under  consideration  the  two  posi- 
tions to  be  filled  on  the  Board  of  Medical  Examiners.  The  Ex- 
ecutive Committee  agreed  to  submit  the  names  of  Drs.  Robert  C. 
Ripley,  Nashville  (for  reappointment);  George  L.  Eckles  Jr., 
Murfreesboro;  and  William  B.  Harwell  Jr.,  Nashville.  For  the 
second  position  the  Executive  Committee  agreed  to  submit  the 
names  of  Drs.  Travis  C.  Bolton,  Covington  (for  reappointment); 
Hugh  Francis  Jr.,  Johnson  City;  and  Evelyn  Ogle,  Memphis. 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association.  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with 
patients,  participation  in  clinical  rounds  and  diagnostic  procedures. 
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interaction  with  faculty  and  housestaff,  access  to  the  Medical  Center 
Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/Seininars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Oct.  7-9  5th  Annual  Fall  Neonatology  Symposium 
Oct.  15-16  Phonosurgery  Workshop 

Oct.  22-23  Laryngovideostroboscopy  & Therapeutic  Implications 
Workshop 

Dec.  3-4  25th  Annual  High-Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine.  D-82 1 1 MCN,  Nashville,  TN  37232,  Tel.  (6 1 5) 
322-4030. 

University  of  Tennessee 

Continuing  Education  Schedule 

Knoxville 

Sept  24-25  4th  Annual  Cardiology  Update  1999 
Nov  1 1 4th  Annual  Pediatric  Emergency  Medicine  & Trauma 
Sympsosium 


Nov  16-18  Advanced  Cardiac  Life  Support  Course 
Nov  30-Dec  1 Pediatric  Advanced  Life  Support  Course 

For  information  contact  Mr.  Mike  Spikes,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and  departments  I 
in  the  medical  school  to  allow  practicing  physicians  to  participate  in  I 
the  service’s  activities  for  a period  of  one  day  to  one  week.  This 
program  provides  an  opportunity  for  physicians  to  study  in  depth 
for  a specified  period.  The  schedule  of  activities  is  individualized  in  ; 
response  to  the  physician’s  request  by  the  participating  department. 
The  experience  includes  conferences,  ward  rounds,  audiovisual 
materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational  ! 
experience  including  lunch  and  parking  at  Meharry  Medical  College.  ; 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award,  i 
AAFP.  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses,  ; 
PhD.,  Director  of  Continuing  Education,  Meharry  Medical  College,  ! 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208.  Tel.  (615)  327-6235.  ; 


East  Tennessee  State  University  James  H.  Quillen 
College  of  Medicine  Department  of  Psychiatry  and 
Office  of  Continuing  Medical  Education  present 

Behavioral  Health  in  Primary  Care: 
From  the  Cradle  to  the  Grave 

Three  parallel  interactive  workshops  in  this  CME  activity  will  be 
held  dealing  with  adult,  child,  and  geriatric  issues. 

October  15-16,  1999 
Centre  at  Millennium  Park 
State  of  Franklin  Road,  Johnson  City, Tennessee 

For  more  information,  please  contact  the  Office  of  Continuing  Medi- 
cal Education  at  ETSU  Box  70559,  Johnson  City,  TN  37614-0559 
or  phone  423-439-8026  or  (800)  222-ETSU. 


Are  You  Reading 
This  Ad? 

So  are  THOUSANDS  of  others. 
Reach  over  6,500  physicians  with  a 
display  ad  in  the  TENNESSEE  MEDICINE 

For  further  information  contact 
Tennessee  Medical  Association 
PO  Box  120909,  Nashville,  TN  37212-0909 

(615)  385-2100 


MAKE  IT 


7 days  a week,  24  hours  a day 

AVERITT 

AIR  CHARTER 

Read y to  go  when  you  are 

Nashville  International  Airport 
1-800-519-4222 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for  each 
additional  word.  Count  as  one  word  all  single  words,  two 
initials  of  a name,  single  numbers,  groups  of  numbers,  hy- 
phenated words,  and  abbreviations.  Advertisers  may  utilize 
a box  number  for  confidentiality,  if  desired,  in  care  of  Ten- 
nessee Medicine,  PO  Box  120909,  Nashville,  TN  37212- 
0909.  Use  of  this  box  in  an  ad  will  add  eight  words  to  the 
total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication,  and 
will  be  subject  to  approval.  No  phone  orders  will  be  ac- 
cepted. Payment  must  accompany  order.  Each  listing  will  be 
removed  after  its  first  publication  unless  otherwise  instructed. 
Fee-for-service  agency  advertisements  are  not  accepted  in 
this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 


Part-time  or  full-time  position.  Opening  for  a full-time  BC/BE 
PEDIATRIC  EMERGENCY  PHYSICIAN  to  join  four  other  board 
certified  pediatric  emergency  physicians.  We  will  consider  BC  or 
emergency  residency  trained  physician  or  pediatrician  with 
emergency  medicine  experience.  For  more  information,  fax 
your  CV  to  Dr.  Dale  Kile  at  T.C.  Thompson  Children’s  Hospital  in 
Chattanooga,  TN  at  423/778-3240  or  call  800/825-7002,  exten- 
sion 6060. 


FAMILY  PHYSICIAN  to  associate  with  and  buy  well-established 
practice  in  thriving  town  of  McMinnville  in  Middle  Tennessee. 
Please  send  CV  to:  Applicants,  418  Oak  Hill  Drive,  McMinnville, 
TN  37110. 


Full-time  position  as  PSYCHIATRIC  MEDICAL  DIRECTOR  at  a 

progressive  Healthcare  system  in  Clarksville,  TN.  Small-town 
atmosphere,  but  close  enough  to  Nashville  for  dinner.  We  value 
physician  input  to  continue  development  and  expansion  of  our 
outpatient  and  hospital-based  services.  Wonderful  opportunity 
to  jump  right  into  a ready-made  practice  situation,  in  a physi- 
cian-friendly community.  An  excellent  compensation  package  is 
available.  Please  call  Pat  Sewell  at  931/551-1561  or  615/777- 
3355  or  FAX  931/551-1565. 


MORRISTOWN,  TENNESSEE 

18-YEAR  THRIVING  SOLO  PRACTICE 

Between  TVA  Lakes,  in  the  foothills  of  the  Smokies 
Available  immediately  for  a special  BC/BE  FP  or  IM 
Staff  and  office  ready  to  go 
Marcus  Welby,  M.D.,  anyone? 

Established,  broad-based  revenue  stream. ..with  salary 
guarantee. ..diversified  industry.  Small  town  values,  big  city 
vision. ..the  practice  you've  always  wanted  in  a city  you’ll  love! 

Call  Katy  Tindall  (423)  581-3490  or  (423)  587-2173 
FAX  (423)  581-0657;  e-mail  water@lcs.net 


Your  EM  Career 
and  Team  Health — 
A Perfect  Fit. 


Want  to  practice  in  a Level  I trauma  center  or  a community 
hospital  with  a low  volume?  Maybe  you  prefer  a pediatric  or 
academic  facility?  No  matter  what  type  of  opportunity  you're 
looking  for.  Southeastern  Emergency  Physicians,  an  affiliate  of 
Team  Health,  can  meet  your  needs.  Headquartered  in  Knoxville, 
we  currently  have  both  full-  and  part-time  Emergency 
Medicine  opportunities  throughout  the  state  of  Tennessee. 

All  opportunities  with  Southeastern  Emergency  Physicians 
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President’s  Comments 


A Job  Well  Done 

What  defines  the  practice  of  medicine?  This  question  can  be  answered  scientifically  and 
socially,  but  politically  the  state  of  Tennessee  has  answered  it  by  17  of  34  votes  in  the  Senate 
and  50  of  100  votes  in  the  House.  Every  physician  should  understand  that  the  practice  of  medi- 
cine is  defined  by  the  Medical  Practice  Act  of  Tennessee  constructed  by  the  State  Legislature. 

James  Chris  Fleming,  MD  The  TMA  knows  this  quite  well  and  to  that  end  has  established  a Legislative  Committee  that 

monitors  every  bill  and  regulation  and  makes  a stance  for  the  TMA.  The  TMA  has  lobbyists — 
I dislike  the  word  lobbyist,  so  let’s  say  staff  members — who  help  us  get  our  views  and  points 
across.  We  also  have  contact  doctors — individual  physicians  who  are  willing  to  develop  rela- 
tionships with  individual  legislators.  We  also  have  grass  roots  callers  who  contact  legislators  on 
particular  issues. 

This  year,  approximately  300  bills  with  items  pertaining  to  medicine  were  introduced  into 
the  Legislature.  Dr.  Jesse  Woodall  and  Dr.  Jim  King,  along  with  the  legislative  staff,  have  helped 
coordinate  the  legislative  effort.  I wish  to  thank  them,  as  well  as  our  entire  legislative  group, 
doctors,  staff,  and  other  societies  for  a job  well  done.  The  TMA  should  be  proud  of  its  legisla- 
tive achievements. 

The  “wins”  include  several  reforms  for  TennCare,  such  as  (1)  the  Prompt  Pay  law,  which 
requires  TennCare  MCOs  either  to  pay  within  a reasonable  time  or  to  detail  the  problems  with 
a particular  claim;  (2)  the  MCO  disclosure  law,  which  requires  TennCare  MCOs  to  reveal  per- 
sons and  entities  with  which  they  were  financially  affiliated  as  of  March  1,  1999;  and  (3)  fund- 
ing for  the  TennCare  Program,  to  help  make  up  for  losses  that  physicians  routinely  incur  in 
caring  for  TennCare  enrollees.  Other  wins  include  negotiating  with  the  Sundquist  Administra- 
tion and  officials  to  keep  them  from  taxing  health  care  services  or  physicians’  practices  dispro- 
portionately. On  the  defensive  side,  TMA  worked  hard  to  keep  podiatrists  from  extending  their 
scope  of  practice  into  the  realm  of  orthopedic  ankle  surgery  and  beyond,  and  to  prevent  psy- 
chologists from  prescribing  drugs  to  patients  (see  the  June  1999  TMA  Chart  for  more  details). 

The  TMA  actively  engages  in  the  legislative  process  on  behalf  of  the  health  of  the  people  of 
Tennessee,  our  patients.  This  month,  we  should  take  time  to  thank  the  doctors  and  staff  who 
coordinated  our  legislative  efforts  for  a job  well  done. 

I invite  you  to  join  with  us  in  the  next  legislative  cycle.  Imagine  what  we  could  change  if  all 
the  physicians  in  Tennessee  took  a few  minutes  of  their  time  to  write,  call,  e-mail,  and/or  meet 
with  our  legislators.  We  could  begin  to  change  health  care  back  to  “Good  Medicine”  and  place 
our  patients’  best  interests  first. 
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The  Good  01  Days— or  the 
New  Ones?  Whose  Decision? 


Support  bacteria.  They’re  the  only  culture  some  people  have. 

Attribution? 

. . . country  music,  the  backbone  of  Nashville’s  cultural  and  economic  heritage  . . . 

Nashville  Tennessean , June  16,  1999 

People  are  given  to  looking  wistfully  at  the  past  as  though  it  were  something  to  grasp  and 
preserve  forever.  That  stems  from  man’s  propensity,  as  a means  of  preserving  his  sanity,  to 
forget  how  things  really  were,  muting  the  bad  and  fortifying  the  good  to  the  extent  that  eventu- 
ally the  bad  never  happened  and  good  was  ubiquitous.  For  instance,  it  has  become  tempting 
lately  to  consider  that  lying  was  invented  by  President  Clinton.  Millennia  earlier  in  the  Garden 
of  Eden,  the  serpent,  the  Author  of  Lies,  on  being  rebuffed  by  Adam,  allowed,  “Yea,  hath  God 
said  . . . ?”  Whether  or  not  you  believe  that  to  be  fact,  or  allegory  instead,  lying  has  been  around 
as  long  as  there  have  been  people — or  maybe  longer.  Thievery  and  murder  followed  close  after, 
along  with  or  even  because  of  fornication  and  adultery,  and  all  have  abounded  ever  since.  So 
much  for  mortal  sin.  It  lakes  a while  for  truths  like  that  to  sink  in. 

When  I was  a boy  growing  up  on  Lookout  Mountain,  an  acquaintance  who  was  a few  years 
my  senior  got  a blister  on  his  heel  while  playing  tennis,  and  just  days  later  he  was  dead  from 
“blood  poisoning.”  There  were  as  yet  no  antibiotics  to  ameliorate  his  streptococcal  infection, 
sulfonamides  being  still  a few  years  away  in  the  future.  Now  such  mishaps  are  no  more  than 
that.  Of  course  we  have  now  gone  through  countless  generations  of  germicides  just  to  stay 
ahead  of  the  remarkable  ability  of  organisms  to  adapt  to  adversity.  So  far  we  have  been  success- 
ful, though  occasionally  a new  kid  arrives  on  the  block  to  keep  the  investigators  hopping,  and 
while  we  may  indeed  be  captain  of  our  soul  if  that  is  our  wish,  we  seem  still  to  be  as  far  from 
becoming  the  master  of  our  fate  as  the  bugs  are  that  we  have  set  out  to  destroy. 

One  of  the  definitions  of  a heritage  is  something  that  has  been  passed  down  from  preceding 
generations.  To  begin  with,  mankind’s  heritage  is  all  of  the  forbidden  things  codified  in  the  Ten 
Commandments.  They  are  built  into  us  by  one  means  or  another,  whether  you  believe  by  origi- 
nal sin  or  some  other  mechanism.  However  that  may  be,  there  they  are.  Various  means,  most  of 
them  related  to  religion,  have  developed  as  a part  of  our  heritage  to  counteract  our  more  nefari- 
ous characteristics.  Since  one  of  the  definitions  of  religion  is  “a  cause,  a principle,  or  an  activity 
pursued  with  zeal  or  conscientious  devotion,”  God  does  not  necessarily  have  to  enter  into  it,  or 
at  least  not  consciously,  the  cause  itself  becoming  a religion,  as,  for  example,  with  Communism. 
The  state  of  the  physical  universe,  including  our  environment,  both  inner  and  outer,  is  a part  of 
our  heritage  as  well,  as  is  hard  work  to  gain  superiority  over  both  it  and  our  baser  instincts.  I 
know  it’s  popular  these  days  to  blame  one’s  base  actions  on  everything  else  than  an  inherently 
base  nature,  thereby  relieving  criminals  of  all  responsibility.  Well,  I'm  not  getting  into  that 
fight.  Each  individual  has  still  to  be  held  accountable  for  his  actions.  Period.  But  I digress. 

I was  reading  in  the  Wall  Street  Journal  the  other  day  about  a group  in  Montana  that  is  trying 
to  preserve  the  true  heritage  of  the  West,  bemoaning  its  dilution  and  corruption  by  rich  pseudo- 
Western  newcomers  who  are  engaged  in  such  pursuits  as  buying  up  the  land  and  making  it  into 
“ranchettes.”  I wish  those  guardians  of  their  heritage  well,  but  I have  news  for  them.  Destruc-j 
tion  of  our  past  is  a part  of  our  heritage  as  well.  You  can’t  go  back.  There  is  no  South  anymore 
either,  except  as  a geographic  entity  and  demographic  entity.  Its  cultural  status  was  destroyed) 
long  ago.  There’s  no  stopping  “progress,”  even  though  progress  may  in  the  end  wind  up  destroy- 
ing everything  lovely  and  worthwhile  in  its  path.  It’s  the  story  of  an  avaricious,  compassionless 
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world  that  is  largely  that  way  due  to  overpopulation  and  diminishing  resources. 

I grant  that  seems  like  an  exceedingly  judgemental  statement.  It  isn't,  though,  except  possi- 
bly in  a generic  fashion,  since  we  are  every  last  member  of  the  human  race  being  hoist  by  our 
common  petard.  Usable  space  and  natural  resources  are  rapidly  running  out,  and  the  have-nots 
are  understandably  anxious  to  join  the  haves,  even  at  the  risk  of  replacing  some  or  all  of  them. 
Heritages  are  crumbling  from  mobility,  both  vertical  and  horizontal,  because  neither  the  up- 
wardly mobile  nor  those  who  have  emigrated  generally  care  a fig  for  or  have  much  of  an  under- 
standing of  local  heritage.  Separating  people  from  their  money  is  not  a new  invention,  either. 
The  innovations  come  in  how  to  do  it.  Heritages  are  not  allowed  as  deterrents. 

I will  give  you  a perfect  example  of  that,  typified  by  the  line  quoted  from  the  local  newspaper 
that  heads  this  piece.  When  I was  in  high  school  my  family  spent  a week  or  two  each  June  in  the 
Mountain  View  Hotel  in  Gatlinburg,  when  the  mountain  laurel  and  sometimes  the  rhododen- 
dron were  in  bloom.  On  Saturday  nights  there  was  a square  dance  in  Ogle’s  Store,  about  the 
only  structure  of  any  size  in  Gatlinburg  save  the  Mountain  View  and  the  Graystone  hotels.  The 
music  was  furnished  by  a band  of  accomplished  fiddlers  and  other  instrumentalists,  whose 
accoutrements  included  as  I recall  a washboard  and  a saw,  and  some  other  things  the  names  of 
which  I don’t  recall.  What  they  played  was  mountain  (not  “country”)  music,  and  there  was  the 
singing  of  ballads,  which  I also  don't  recall  much  of.  After  I came  to  Vanderbilt  in  1 938  I found 
that  Professor  George  Pullen  Jackson  was  making  a formal  study  of  such  music,  some  of  it 
dating  back  to  the  time  of  Edmund  Spenser,  who  died  in  1599.  Some  of  the  speech  of  the 
mountaineers  was  of  Spenserian  origin.  That  was  a true  heritage. 

When  I was  in  the  sixth  grade  I got  a small  crystal  radio  that  would  receive  WDOD,  the  radio 
station  in  Chattanooga,  and  usually  WSM  in  Nashville.  Sometimes  I would  hear  the  Grand  OP 
Opry,  a then  new  “country  music”  radio  program.  My  first  live  exposure  to  it  was  in  1938,  when 
I saw  people  sitting  in  the  windows  of  the  War  Memorial  Auditorium  (not  yet  in  the  Ryman, 
which  was  the  venue  for  legitimate  theater  and  concerts)  on  a very  hot  September  evening, 
eating  their  supper  from  brown  paper  bags.  That  remains  one  of  my  early  very  vivid  memories 
of  Nashville.  Most  of  those  people  were  visitors  to  Nashville,  some  from  hundreds  of  miles 
away,  drawn  there  by  the  Opry’s  exposure  on  clear  channel  650.  Though  the  Opry  had  some 
following  in  Nashville,  it  was  a relatively  small  one  that  has  never  included  me  or  any  of  my 
acquaintances.  There  are  now,  of  course,  hundreds,  and  maybe  even  thousands,  who  attend 
regularly.  I also  hasten  to  add  that  I do  not  disdain  real  country  music,  and  certainly  Chet 
Atkins,  Roy  Acuff,  and  Roy  Clark,  among  others,  who  are  or  were  superb  artists  and  musicians. 
At  the  same  time,  the  country  music  of  today  is  a vastly  different  genre. 

Regardless  of  any  of  that,  there  is  no  heritage  of  country  music  in  Nashville,  even  despite  the 
vigorous  money  machine  that  industry  has  turned  on  locally.  It  also  certainly  is  not  the  back- 
bone of  anything.  If  it  were  all  to  disappear  tomorrow,  it  would  make  scarcely  a ripple  in  the 
overall  scheme  of  things  in  Nashville.  Though  there  are  some  in  Nashville  who  might  wish  to 
lay  claim  to  its  being  Country  Music  City  USA,  even  that  is  unarguable.  But  to  call  it  Music 
City  USA  is  ridiculous  fatuity. 

Nashville’s  long-recognized  position  has  been  not  in  music,  but  in  education.  Even  before 
the  Late  Unpleasantness  Between  The  States,  Nashville  was  accorded  that  recognition  by  being 
referred  to  as  the  Athens  of  the  South.  It  is  ironic  then  that  its  primacy  in  education  is  being 
destroyed  by  both  public  apathy  and  avarice  in  high  places,  allowing  proper  education  of  our 
children  to  be  sacrificed  for  ostentatious  monuments  to  tourism,  sports,  and  business.  But  that’s 
progress  for  you.  Back  when  Nashville  was  debating  the  building  of  an  expressway,  the  matter 
of  sacrificing  property  for  its  building  was  intense,  as  it  has  been  for  all  subsequent  like  projects. 
A friend  of  mine  from  a previous  generation  made  the  remark  that  for  Nashville  to  progress, 
there  would  have  to  be  a number  of  well-attended  funerals.  That  was  undoubtedly  a wise  and 
perceptive  statement,  and  one  that  is  applicable  to  any  time  in  history.  I think  it  likely  that  few 
would  disagree  with  it.  The  disagreement  would  come  with  deciding  whose  funerals. 

Would  the  desired  funeral  be  of  Brutus  or  Caesar? 
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Letters  to  the  Editor 


Claim  Denied 

To  the  Editor: 

On  May  17,  1999,  I examined  a patient,  a 58-year-old 
lady  who  had  come  to  the  emergency  room  with  abdominal 
and  chest  pain.  The  emergency  room  physician  felt  that  she 
probably  had  gallstones  and  had  obtained  an  ultrasound  which 
confirmed  the  presence  of  gallstones.  My  examination  re- 
vealed that  the  gallbladder  was  palpable. 

A surgeon  was  consulted  and  a laparoscopic  cholecystec- 
tomy was  carried  out  that  day.  There  was  a stone  in  the  cystic 
duct,  her  gallbladder  was  greatly  dilated,  inflamed  and  with 
a question  of  early  gangrenous  change.  This  lady  was  re- 
lieved of  her  symptoms  and  discharged  the  following  day. 

On  May  25,  1999,  one  week  later,  I received  a call  from 
The  Blue  Cross  from  a lady  named  Vivian.  She  relayed  the 
fact  that  this  hospital  stay  had  been  denied  by  The  Blue  Cross. 
If  I desire  to  appeal  she  gave  the  number  of  1-800-228-2096. 
Of  course,  this  decision  was  appealed.  However,  it  took  sev- 
eral calls  because  the  line  was  busy  and  finally  an  individual 
named  Margaret  answered.  She  recorded  my  appeal  and  said 
she  would  take  the  case  back  to  the  physician  who  initially 
reviewed  it. 

This  behavior  on  the  part  of  The  Blue  Cross  makes  it  dif- 
ficult and  certainly  disregards  the  time  spent  on  the  part  of 
the  practicing  physician. 

It  also  reflects  the  quality  of  the  physician  who  is  review- 
ing cases  for  The  Blue  Cross. 

Laurence  A.  Grossman,  MD 
4230  Harding  Road,  Suite  400 
Nashville,  TN  37205 


Response 

Thank  you  for  the  opportunity  to  respond  to  Dr.  Grossman’s 
concerns  regarding  health  benefits  for  one  of  his  patients. 

Information  on  this  patient  was  received  by  BlueCross 
BlueShield  of  Tennessee  on  May  19,  two  days  after  her  sur- 
gery. Normally,  based  on  Milliman  & Robertson  guidelines, 
we  would  expect  a laparoscopic  cholecystectomy  to  be  per- 
formed on  an  outpatient  basis  with  up  to  23  hours  of  obser- 
vation. Therefore,  after  a physician  review,  we  denied  the 
inpatient  hospital  claim.  This  denial  was  communicated  to 
Dr.  Grossman’s  office  on  May  25. 

On  the  same  day,  Dr.  Grossman’s  office  filed  an  appeal. 
This  was  reviewed  by  another  of  our  physician  reviewers, 
and  based  on  new  information,  the  initial  denial  was  over- 
turned and  the  one-day  admission  was  approved.  Dr. 
Grossman’s  office  was  notified  of  this  on  May  27. 

As  for  the  busy  signal,  our  average  speed  of  answer  is  7 
seconds  with  a busy  rate  of  less  than  5%.  Even  so,  we  are 


constantly  working  to  improve  this  rate,  and  regret  that  Dr. 
Grossman  experienced  a problem  reaching  us. 

The  real  issue  here  is  that  Dr.  Grossman  resents  having  to 
call  us  at  all.  In  fact,  we  do  not  like  pre-cert  any  more  than 
practicing  physicians  do.  It  is  intrusive  and  labor  intensive. 
However,  since  it  is  also  highly  effective  at  reducing  hospital 
utilization,  our  customers  demand  it. 

The  key  to  making  it  work  smoothly  is  good  communica- 
tion. We  try  hard  to  be  accessible.  We  have  extended  our  hours, 
and  now  have  nurses  and  a medical  director  on  call  24  hours 
a day,  7 days  a week.  We  have  divided  the  state  into  six  re- 
gions, each  with  its  own  medical  director,  three  of  whom  live 
and  work  in  the  regions  for  which  they  are  responsible.  We 
are  doing  everything  we  can  to  allow  attending  physicians  to 
communicate  with  the  same  medical  director  each  time  they 
contact  us,  so  that  they  can  begin  to  build  relationships  and 
“humanize”  the  approval  process. 

What  we  need,  however,  is  good  information  coming  in. 
We  make  judgments  based  on  what  we  know.  If  extenuating 
circumstances,  such  as  those  in  this  case,  are  presented  to  us 
either  in  the  request  for  pre-certification  or  in  the  patient’s 
medical  chart,  we  can  approve  extraordinary  care.  It  is  incum- 
bent upon  the  attending  physicians  to  make  sure  that  this  in- 
formation gets  to  us,  preferably  the  first  time  they  contact  us. 

Our  job  is  to  make  sure  that  our  members  get  appropriate 
care  in  an  appropriate  setting  at  the  appropriate  time.  Our 
desire  is  to  establish  open  lines  of  communication  and  a co- 
operative relationship  with  physicians  who  serve  our  mem- 
bers so  that  we  may  achieve  our  mutual  goals  of  high-quality 
patient  care  rendered  in  the  most  cost-effective  manner. 

Steven  L.  Coulter,  MD 

Sr.  Vice  President  & Chief  Medical  Officer  ' 

BlueCross  BlueShild  of  Tennessee 

801  Pine  Street 

Chattanooga,  TN  37402-2555 


MOVING?  Send  Us  Your  Address  ] 

Please  notify  us  six  weeks  in  advance.  j 

I Old  Address  ■ 

! Name ! 

i Address | 

City/State/Zip < 

1 Jj 

| New  Address  j 

I Address  i 

City/State/Zip 

Effective  Date  of  New  Address 

Send  to:  TMA,  PO  Box  120909,  Nashville,  TN  37212-0909 

I I 
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Practicing  Medicine 


Physician  Marketing 

Spreading 


Brenda  Williams 


It’s  a bold  new  world 
out  there  for  members 
of  the  medical  commu- 
nity. From  slick  televi- 
sion ads  right  down  to 
refrigerator  magnets 
and  key  chains,  doc- 
tors are  finding  the 
need  to  market  their 
once-sacred  services. 


“This  is  such  a touchy  sub- 
ject,” admits  Stewart  Shofner, 
MD,  an  ophthalmologist  with 
Mid-State  Medical  Center  in 
Nashville.  “Here  we  are,  we 
train  ourselves  to  be  the  best 
we  possibly  can  be  and  now 
we’re  having  to  get  up  on  a 
pedestal  and  say,  ‘Hey,  I’m 
good,’  and  that’s  extremely 
uncomfortable  for  me  and  ev- 
ery other  doctor  in  the  field.” 

Shofner’s  eight-year  practice  seems  a bit  more  marketing 
savvy  than  most.  He’s  currently  advertising  a new  lasik  sur- 
gery technique  on  a popular  radio  talk  show — not  just  buy- 
ing the  ads  but  treating  the  talk  show  host  to  the  procedure  in 
hopes  of  generating  more  interest  and  more  patients.  It  seems 
to  be  working.  Darrell  Ankarlo,  morning  anchor  and  talk  show 
host  for  Supertalk  FM  99.7  WTN,  underwent  the  surgery  and 
now  heartily  recommends  it  on  the  air.  He  says  his  listeners 
trust  him  to  investigate  and  endorse  only  credible  products 
and  services.  The  broadcasting  veteran  says  Shofner  is  one 
of  three  doctors  who  have  advertised  on  his  show,  and  he 
expects  to  see  more.  “It  can  be  very  difficult,  especially  if 
you’re  coming  from  the  old  school,  where  it’s  always  been  a 
no-no,”  Ankarlo  says.  “But  newer  doctors  or  doctors  who’ve 
caught  the  renaissance  realize  it’s  a competitive  world.  With 
the  advent  of  technology,  they  obviously  have  to  think  out  of 
the  box  to  pay  off  some  of  their  equipment  and  keep  patients 
coming  in  the  door.” 


Once  Taboo,  Now  Standard 

Carol  Hawkins,  CPME  and  administrator  of  Pediatric  As- 
sociates of  Franklin,  agrees.  “Marketing  that  used  to  be  ta- 
boo in  the  medical  industry  has  now  become  an  industry  stan- 
dard,” she  says,  pointing  out  the  use  of  multi-billion  dollar 
media  campaigns  by  entities  like  Vanderbilt  University  Medi- 
cal Center  and  various  managed  care  organizations  through- 
out Tennessee.  Physicians  are  still  a little  leery,  she  says,  be- 


Brencla  Williams  is  a freelance  writer  based  in  Nashville. 


the  Word 


cause  they’ve  never  had  to  do  it  before  or  don’t  want  to  look 
cheap  or  undignified. 

The  Tennessee  Medical  Group  Management  Association 
(TMGMA)  President  Libby  Rayfield  believes  most  doctors 
still  rely  on  referring  physicians  for  most  of  their  patient  busi- 
ness. “I’ve  seen  it  vary  from  one  group  to  another,  the  big 
difference  being  how  connected  they  are  between  doctors  and 
referring  doctors,”  she  says.  Word  of  mouth  also  plays  a big 
part  in  bringing  in  more  patients,  she  adds,  pointing  out  that 
patients  will  ask  one  of  their  current  doctors  if  they  need  to 
see  another  doctor. 

East  Tennessee  Medical  Group  in  Maryville  gets  most  of 
its  patients  from  referrals,  but  it’s  also  stepping  out  into  the 
marketing  world  for  the  first  time.  Founding  member  John 
Ingram,  MD,  says  it’s  the  first  time  in  his  25  years  of  practic- 
ing internal  medicine  that  he  has  ever  advertised.  “When  I 
was  in  solo  practice  I never  would  have  done  it,”  he  says.  “In 
the  first  place,  I wouldn’t  have  had  the  money,  and  in  the 
second  place,  it  was  just  never  done.”  But  Ingram  says  his 
current  group  of  25  doctors  wants  to  maintain  its  regional 
prominence.  “I  think  it’s  putting  our  best  foot  forward.  There’s 
nothing  wrong  with  letting  people  in  Blount  County  know 
who’s  here  and  what’s  available,”  he  says,  adding  that  the 
stiff  competition  and  the  managed  care  environment  makes 
advertising  more  appropriate  and  more  necessary. 

Hawkins,  who  heads  the  Nashville  chapter  of  the  TMGMA, 
says  it  proves  attitudes  are  changing.  "Medical  marketing  is 
focusing  on  the  needs  and  wants  of  those  who  use  your  ser- 
vices,” she  states  firmly,  adding  that  these  days,  that  includes 
not  only  the  patient,  but  referring  physicians,  hospitals,  man- 
aged care  companies,  employers,  medical  practice  alliances 
and  independent  physicians  associations,  all  of  whom  have 
choices.  “Once  you  figure  out  that  these  people  are  your  cus- 
tomers, then  you’ve  got  to  develop  a program  that  serves  them 
and  meets  their  needs.” 

Beyond  the  Yellow  Pages 

In  the  past,  Hawkins  says  physicians  thought  marketing 
meant  putting  their  name  in  the  Yellow  Pages.  Nowadays,  a 
good  marketing  program  is  much  more  intentional,  focusing 
on  both  external  and  internal  marketing.  External  marketing 
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may  include  traditional  ad- 
vertising, direct  mail  and 
even  the  indirect  publicity 
generated  by  community 
service  work.  Doctors  may 
volunteer  to  do  workshops, 
childbirth  fairs,  new  moms’ 
clubs,  free  physicals,  even 
write  health  articles  for  the 
local  newspaper  or  parenting 
magazine.  Informational 
pieces,  like  a web  page  or  a 
brochure,  let  potential  pa- 
tients know  more  about  your 
physicians’  successes,  skills,  and  professional  honors.  Cou- 
pons and  free  screenings  are  also  good  marketing  tools. 

At  the  urging  of  its  administrator,  Ingram’s  group  recently 
began  running  a series  of  full-page  ads  in  the  Maryville/Alcoa 
Daily  Times,  the  first  of  which  includes  a picture  of  Ingram 
himself.  He  says  the  ads  will  highlight  the  specialists,  the 
values,  and  the  quality  of  care  patients  can  expect.  East  Ten- 
nessee Medical  Group  has  also  developed  a logo  and  co-spon- 
sors  a charity  golf  tournament  for  a foundation  at  Blount 
Memorial  Hospital,  along  with  more  traditional  phone  book 
advertisements.  His  physicians  do  seminars  and  health  lec- 
tures at  the  local  hospital;  they  also  staff  an  after-hours  clinic 
as  well  as  the  Good  Samaritan  Clinic  for  indigent  patients, 
all  of  which  add  to  the  medical  group’s  positive  image.  “When 
physicians  are  new,  it’s  a good  way  for  them  to  get  known  in 
the  community,”  he  adds. 

Rayfield  says  giveaways  are  another  way  to  give  your  prac- 
tice an  image  boost.  “We’re  getting  ready  to  do  a little  key 
chain  with  our  name,  address  and  phone  number,  so  our  pa- 
tients have  it  with  them  all  the  time,”  she  says.  Rayfield  works 
as  office  manager  for  Benjamin  F.  Booker  III,  MD,  OB-GYN, 
Nashville.  She  says  items  like  logo  shirts,  pens,  magnets,  and 
key  chains  make  it  easy  for  patients  to  keep  important  infor- 
mation at  their  fingertips. 


Samples  of  logos  physicians  have  had  designed 
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Satisfied  Customers 

Giveaways  also  dovetail 
into  the  equally-important  area 
of  internal  marketing — the 
simple  act  of  making  sure  your 
patients  are  well-served  and 
satisfied.  “When  I come  here 
and  I’m  a valued  customer,  if 
I’m  treated  royally,  then  I’m 
more  likely  to  come  back,” 

Hawkins  explains.  That  gen- 
erates more  referrals  and  old- 
fashioned  word-of-mouth 
publicity  about  your  practice. 

Shofner  is  sold  on  the  idea  of  treating  patients  royally.  His 
office  buys  movie  tickets  in  bulk  and  sends  them  to  patients 
who  make  referrals.  If  they’ve  had  surgery,  they  get  a t-shirt,  a 
cup,  or  a ruler  that  doubles  as  a magnifier.  Kids  who  visit  the 
office  get  eyeball  bubble-gum.  New  patients  get  a letter  in 
the  mail  immediately  following  their  first  appointment.  “You 
want  everything  to  be  a good,  pleasant  experience  for  every- 
one involved,”  he  says.  Shofner  says  his  staff  is  upbeat  and 
friendly,  setting  the  tone  for  a positive  patient  visit.  And 
finally,  he  relies  on  patient  surveys  to  tell  him  what  he  can 
do  better.  “You  don’t  need  to  hire  a consultant  to  tell  you 
X,  Y,  and  Z,”  Shofner  adds.  “Patients  will  do  it  and  they’re 
happy  to  do  it.” 

Back  in  Maryville,  patients  who  complete  survey  forms 
for  East  Tennessee  Medical  Group  are  entered  into  a drawing 
for  a $100  shopping  spree  at  the  local  mall.  “That’s  just  an 
incentive  for  them  to  fill  ’em  out  and  turn  ’em  in,”  Ingram 
says,  “So  we  can  learn  what  we’re  doing  right  and  what  we’re 
doing  wrong,  what  we  can  do  better  in  our  practice.” 

Internal  marketing  is  the  area  that  most  practices  need  to 
focus  on,  according  to  Hawkins,  “Starting  with  the  person 
who  answers  the  telephone,”  she  says,  “You  want  everyone 
at  your  front  desk  to  treat  people  the  way  they  would  want  to 
be  treated  when  they  have  a sick  kid  and  a stressed-out  day.” 


to  enhance  their  advertising  and  marketing  packages. 
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She  echoes  the  importance  of  customer  surveys  and  respond- 
ing to  them.  “Talk  to  your  patients,  talk  to  your  referring  phy- 
sicians, and  find  out  what  they  need.  If  your  surveys  say  over 
and  over,  ‘Wait  time  is  too  long,’  somebody  needs  to  look  at 
that  and  figure  out  where  the  problem  is.”  Every  practice  needs 
a system  for  handling  patient  complaints,  and  Hawkins  says 
it  can  make  or  break  your 
business.  “Sometimes  people 
just  need  someone  to  listen,” 
she  advises.  “You  listened, 
you  didn’t  lose  your  custom- 
ers, and  your  customers  may 
be  advocates  for  you  later  on. 

They’ll  tell  50  people  they’ve 
had  a bad  experience,  and  it’s 
how  you  handled  it  that  made 
the  difference.” 

Overall,  Hawkins  says 
doctors  and  their  office  administrators  need  to  agree  on  the 
importance  of  marketing  and  seeing  patients  as  customers — 
especially  with  the  increase  of  managed  care  competition  and 
the  tightening  of  medical  reimbursements.  “Everyone  is  look- 


ing to  serve  the  same  patient.  Consumers  are  in  the  spotlight; 
they  really  demand  responsive  service.  Quality  is  basic  now.” 

To  Boldly  Go  . . . 

“We’ve  never  really  done  advertising  or  marketing  be- 
fore— this  is  new  for  us,”  Ingram  says.  “I  think  that  in  our 

town,  we’re  it,  really;  there’s 
not  a lot  of  competition.  But 
we  feel  like  this  is  the  way 
we  can  continue  to  secure  our 
share  in  the  market.  You  have 
to  be  conscious  of  that,”  he 
adds.  “You  have  to  be  pre- 
pared for  changes,  to  be  on 
your  toes.” 

“Marketing  doesn’t  need 
to  be  a dirty  word,”  Hawkins 
summarizes.  “It’s  really  just 
providing  good  patient  care  and  making  patients  happy.  I want 
to  be  number  one  when  I go  to  see  my  doctor,  I want  him  to 
make  me  feel  like  I’m  the  only  one  he’s  cared  about  all  day 
long.  It’s  a challenge,  but  it  can  be  done.”Q 


/ rely  on  patient  surveys  to  tell  me 
what  I can  do  better.  “ You  don  Y need 
to  hire  a consultant  to  tell  you 
X,  Y,  and  Z.  Patients  will  do  it 
and  they're  happy  to  do  it." 

Stewart  Shofner,  MD 


Doing  Your  Own  Payroll  Can  Cause  a 
Pounding  Headache. 

Fact:  one-in-three  employers  get  charged  for  payroll  mistakes.  Calculation  errors, 
missed  deadlines,  penalties  ...  they’re  a constant  source  of  worry  if  you’re 
doing  your  own  payroll. 

So,  isn’t  it  time  you  called  Paychex?  We’re  the  payroll  specialist  for  over 
320,000  small  businesses.  Services  include  tax  filing,  direct  deposit, 
check  signing,  and  even  payroll  input  from  your  PC. 

You  get  perfect  payrolls,  accurate  reports,  and 
peace  of  mind  at  an  economical  price. 

Why  put  up  with  payroll  headaches? 

Call  Paychex  today: 

1-800-729-2439 

Tennessee  Medical  Association  members 
receive  a 15%  discount  on  payroll  processing! 

PAYCHEX 

www.paychex.com 
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Money  slipping 
through  your 
fingers. 


Medical  Management  information  systems. 
Increase  effectiveness  in  today’s  changing 
healthcare  environment.  Streamline  data. 
Increase  revenue.  Access  the  vital  signs  of 
your  business. 


Business  Technology  Solutions,  Inc. 

specializes  in  helping  medical  offices 
use  technology  to  become  more 
efficient  and  profitable.  We  make  it 
easy  for  you  to  access,  process  and 
store  vast  amounts  of  information. 
Maintain  patient  records.  Track 
claims.  Connect  with  colleagues.  And 
use  the  Internet  for  research 
and  collaboration. 

The  first  step  is  an  analysis  of  your 
current  system.  So  call  us  today  and 
schedule  a free  evaluation  with  your 
solution  provider  at  Business 
Technology  Solutions,  Inc.  We  can 
help  get  your  practice  into  peak  condition 


IS  YOUR  PRACTICE  IN  PEAK  CONDITION? 

Are  you  spending  more  time  documenting 
patient  care  than  giving  it?  Does  claims 
paperwork  clog  up  your  computer  system? 
Does  bureaucracy  keep  you  from  focusing 
on  what  you  do  best  - namely,  practice 
medicine?  If  so,  then  we  can  help. 


i,423«938«090i 


i*423«947«4922 


www.btsonline.com 


Practicing  Medicine 


Quality  Improvement:  A Practical 
Approach  for  Physicians  Using  the 
PDSA  Cycle  and  Physician  Profiling 

Allen  Naidoo,  MS;  Patrick  F.  McSharry,  MD 


Introduction 

In  spite  of  uncertainty  about  how  to  define  and  measure 
quality  in  our  health  care  system,  activities  relating  to  con- 
tinuous quality  improvement  (CQI)  and  outcomes  are  on  the 
rise.  This  increasing  interest  in  quality  stems  from  recogniz- 
ing that  one  can  achieve  value  in  health  care  only  by  balanc- 
ing cost  and  quality. 

Changing  the  inappropriate  utilization  of  clinical  proce- 
dures is  one  way  to  control  costs  and  improve  the  quality  of 
health  care.  As  practice  standards  evolve,  there  is  a call  for 
using  some  procedures  less  and  others  more,  commonly  re- 
ferred to  as  underutilization  and  overutilization.  Physician 
uncertainty  and  differing  beliefs  about  the  value  or  efficacy 
of  procedures  have  been  stated  as  the  underlying  causes  of 
variation  in  utilization.1  Information  feedback  is  becoming 
an  increasingly  recognized  intervention  for  changing  the  uti- 
lization rates  of  clinical  procedures.2 

Information  feedback,  i.e.,  reporting  on  past  patient  care 
activities  to  influence  future  clinical  decisions,  is  a common 
and  fairly  inexpensive  intervention.1  A popular  approach  is 
presenting  peer-comparison  information  profiles  to  physi- 
cians, without  suggesting  any  further  interpretation  or  bench- 
mark. This  type  of  physician  profile  is  intended  to  encourage 
consensus  and  enable  physicians  to  make  their  own  decisions. 
A 1994  American  Medical  Association  (AMA)  survey  indi- 
cated that  more  than  half  of  the  physicians  in  the  United  States 
are  subjects  of  clinical  or  economic  profiling.1  With  the  in- 
creasing penetration  of  managed  care  in  Tennessee,  more  and 
more  physicians  here  are  beginning  to  receive  profiles.  At 
least  three  large  insurers  within  the  state  are  known  to  dis- 
tribute profiles  to  their  participating  physicians. 

A new  and  controversial  aspect  of  physician  profiling  is 
whether  the  results  can  be  shared  publicly,  e.g.,  to  employer 
clients  and  health  plan  enrollees.  To  help  members  choose  a 
physician,  some  plans  along  the  West  and  East  Coasts  have 
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already  started  publicly  releasing  physician-specific,  perfor- 
mance-based, information.  The  release  of  this  information 
is  also  intended  to  create  an  incentive  for  physicians  to  im- 
prove in  certain  reported  aspects  of  care.  If  these  are  to  be 
trends  for  the  millennium,  there  is  certainly  a need  for  physi- 
cians in  every  health  plan  across  the  country  to  become  fa- 
miliar with  profiling  measurements  and  methods  for  their 
individual  practices.4 

A common  question  Tennessee  physicians  ask  is  “What 
do  we  do  with  all  this  information  we  receive  from  the  differ- 
ent health  insurers?”  Sometimes,  physicians  receive  conflict- 
ing information  about  their  practice  patterns  from  the  vari- 
ous insurers,  leaving  them  uncertain  about  the  validity  of  the 
information  provided.  These  issues  lead  directly  to  the  pur- 
poses of  this  article,  which  are  threefold: 

• To  provide  physicians  with  a checklist  to  help  identify 
good  physician  profiles. 

• To  provide  a brief  history  of  CQI  in  health  care,  and  discuss 
the  importance  of  quality  in  modern  health  care  management. 

• To  provide  a brief  example  to  show  how  physicians  may 
use  the  physician  profiles,  together  with  the  Deming  cycle 
(PDSA  cycle),  to  improve  processes. 

Checklist  for  Good  Physician  Profiles 

In  the  early  1990s  the  Physician  Payment  Review  Com- 
mission identified  important  methodological  criteria  for  phy- 
sician profiling.  The  prudent  physician  will  look  for  the  es- 
sential elements  when  reviewing  personal  profiles  that  come 
from  any  source.  In  the  event  a profile  does  not  contain  a few 
of  these  elements,  the  physician  should  seek  an  explanation 
from  the  source  and  recommend  that  they  be  included  in  fu- 
ture profiles. 

• Profiles  must  be  analyzed  for  a well-defined  population 
(e.g.,  an  HMO  plan  population  within  a defined  geographic  area). 

• An  adequate  number  of  observations  should  be  included 
to  ensure  that  differences  in  practice  patterns  are  not  due  to 
chance.  It  is  generally  accepted  that  to  produce  a profile,  the 
physician  should  have  at  least  50  members  in  the  plan. 

• Adjustments  should  be  made  for  differences  in  case  mix. 
One  of  the  hallmarks  of  competent  profiling  is  to  effectively 
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adjust  for  the  illness  burden  of  the  physician's  patients.  A 
physician  who  is  confident  he  is  practicing  high-quality  care 
is  not  likely  to  accept  data  to  the  contrary  unless  it  has  taken 
into  account  his  population’s  underlying  illness  burden. 

• Profiles  must  be  analyzed  for  a small  enough  organiza- 
tional unit  that  members  can  feel  responsible  for  their  results 
and  can  work  as  a team  to  identify  any  necessary  courses  of 
action.  Physicians  should  have  unique  identification  num- 
bers (UPINs  or  Tax  Identification  numbers)  to  allow  for  the 
production  of  individual  physician  profiles. 

In  addition,  Lighter5  suggested  the  following  qualities  for 
readable  profiles  to  have: 

• A consistent  report  format  should  be  used  to  allow  easy 
interpretation  of  the  results,  and  easy  reading  for  physicians. 

• Profiles  should  be  presented  as  a graph,  since  such  a 
presentation  is  much  more  effective  than  numeric  reports. 

• Due  to  their  extreme  time  constraints,  physicians  appre- 
ciate concise  reports  that  convey  a great  deal  of  information 
for  rapid  analysis. 

If  appropriately  structured,  physician  profiling  stimulates 
ready  acceptance  of  results  with  improvements  in  practice 
patterns,  assuming  that  physicians  can  offer  input  into  the 
methods. 

A Brief  History  and  Importance  of 
Quality  in  Health  Care 

Until  the  1980s  most  of  the  focus  on  quality  has  been  in 
manufacturing.  Less  attention  was  given  to  service  industries, 
with  health  care  possibly  receiving  the  least  attention.  The 
concept  of  CQI  was  not  at  first  accepted  well  among  health 
care  administrators  and  providers  of  care.  Most  were  still 
thinking  in  terms  of  quality  assurance  instead  of  quality  im- 
provement. Rather  than  concentrating  on  defective  processes, 
quality  assurance  concentrated  on  trying  to  identify  “outlier” 
physicians,  i.e.,  “bad  system”  versus  “bad  apples.”  Instead  of 
looking  to  their  patients,  physicians  initially  looked  at  them- 
selves and  each  other  to  determine  what  should  be  improved. 
They  also  battled  with  measurement  issues.  In  summary,  the 
health  care  field  was  slow  to  commit  time  and  resources  to 
understanding  CQI  theory  and  tools.  Most  of  the  early  ef- 
forts in  the  late  1980s  went  into  organizing  teams,  even  after 
some  health  care  leaders  began  to  look  earnestly  at  CQI.  In 
addition,  far  less  effort  was  put  into  measuring  the  achieve- 
ment of  teams  in  improving  processes.6 

When  accrediting  bodies  and  purchasers  of  care  began  to 
urge  providers  to  document  quality,  a new  group  of  individu- 
als called  "health  care  quality  consultants”  was  almost  im- 
mediately born.  Most  of  these  consultants  came  from  the 
manufacturing  industry  and  understood  the  principles  of  CQI 
theory  well.  However,  they  were  less  familiar  with  the  unique 
problems  that  were  present  in  health  care.  Most  health  care 
administrators  had  also  not  been  exposed  to  CQI  theory  in 


their  graduate  training  programs.  Additionally,  most  physi- 
cians have  not  received  CQI  training  in  medical  school.  Thus, 
both  physicians  and  administrators  often  find  it  hard  to  use 
CQI  tools  to  measure  the  success  of  their  efforts.6 

The  concepts  of  quality  measurement  that  have  been  suc- 
cessfully used  in  industry  are  now  in  growing  demand  for 
applications  in  health  care.  Consultants  who  could  easily  pre- 
sent examples  of  quality  measurement  and  quality  improve- 
ment in  the  manufacturing  industry  were  less  successful  in 
explaining  how  CQI  techniques  could  be  used  to  measure 
improvement  in  delivering  babies,  increasing  immunization 
rates,  and  lowering  mortality  rates. 

There  is  thus  a definite  need  among  health  care  adminis- 
trators and  physicians  to  apply  CQI  tools  to  measure  the  suc- 
cess of  efforts  to  improve  health  care  processes  and  outcomes. 
Because  practicing  health  care  professionals  understand  health 
care  processes  better,  it  would  be  most  appropriate  for  these 
individuals  to  familiarize  themselves  with  CQI  techniques 
and  apply  them  in  pertinent  situations.  For  physicians  who 
contract  with  managed  care  organizations  (MCOs),  measur- 
ing and  monitoring  quality  have  even  broader  implications. 
As  health  care  purchasers  gain  increasing  interest  in  quality 
management  and  improvement,  MCOs  are  compelled  to  seek 
quality  accreditation  from  such  organizations  as  the  Joint 
Commission  on  Accreditation  of  Healthcare  Organizations 
(JCAHO)  and  the  National  Committee  on  Quality  Assurance 
(NCQA),  so  that  they  may  be  able  to  retain  existing  custom- 
ers and  acquire  new  ones.  Since  most  of  the  quality  measures 
required  for  accreditation  relate  directly  to  care  provided  by 
physicians,  more  and  more  MCOs  are  beginning  to  hold  phy- 
sicians accountable  for  these  measures.  As  a result,  physi- 
cian practices  that  monitor,  evaluate,  and  manage  quality  are 
in  a better  position  to  hold  good  business  relationships  with 
the  MCOs  they  contract  with,  thereby  being  able  to  compete 
in  an  increasingly  competitive  marketplace.6 

One  way  in  which  physicians  can  learn  more  about  qual- 
ity and  make  their  organizations  quality  practices,  is  by  join- 
ing the  Tennessee  Quality  Achievement  Award  (TQAA)  pro- 
gram, which  is  sponsored  by  the  Tennessee  Department  of 
Economic  and  Community  Development.  The  TQAA  is  based 
on  the  Malcolm  Baldrige  National  Quality  Award  criteria, 
and  was  established  in  1993  as  a public-private  partnership. 
It  has  quickly  become  recognized  for  its  innovative  ap- 
proaches and  successes.  Today,  the  TQAA  is  the  most  suc- 
cessful state  or  local  award  program  in  the  United  States,  and 
is  recognized  nationally  and  internationally  as  a role  model. 
A recent  winner  of  the  TQAA  was  Methodist  Medical  Cen- 
ter of  Oak  Ridge,  recognized  for  its  CareTrax  day-by-day 
treatment  plan  for  patients  with  such  conditions  as  carotid 
artery  surgery,  total  hip  replacements,  and  coronary  artery 
bypass  grafts  (20  procedures  in  total),  which  resulted  in  shorter 
hospital  stays,  lower  costs,  and  more  satisfied  patients.  Some 
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of  the  benefits  physicians  can  obtain  by  participating  in  the 
TQAA  program  follow:7 

• Maintain  patient  loyalty  by  showing  their  commitment 
to  quality. 

• Accelerate  their  ability  to  improve  services,  treatment 
processes,  and  practice  capabilities  by  self-assessment  and 
analysis  of  quality  processes,  thereby  identifying  both 
strengths  and  areas  that  need  improvement. 

• Receive  public  recognition  for  their  efforts  and  achieve- 
ments at  a special  awards  ceremony. 

• Use  of  the  TQAA  logo  in  advertising,  correspondence,  etc. 

• Obtain  the  opportunity  to  compare  their  practice’s  qual- 
ity systems  and  approaches  with  those  of  others. 

The  application  and  acceptance  of  a quality  improvement 
perspective  in  health  care  requires  a fundamental  shift  in  the 
way  we  view  the  world  in  which  we  work.  In  the  next  sec- 
tion, we  give  an  example  of  how  physicians  may  use  the  phy- 
: sician  profiles  they  receive  to  identify  areas  for  improvement, 
and  how,  together  with  a quality  model  framework,  they  may 
improve  a mammography  screening  process. 

The  CQI  Model  at  Work 

The  CQI  model  requires  that  you  first  identify  what  you  want 
to  accomplish  or  improve.  In  choosing  a process  to  improve, 
it  will  be  helpful  to  consider  the  following  three  questions: 

• What  are  we  trying  to  accomplish? 

• What  change  can  we  make  that  will  result  in  improvement? 

• How  will  we  know  that  a change  is  an  improvement? 

After  this  step  is  complete,  the  practice  will  benefit  from  hav- 
ing a common  framework  for  thinking  about  the  improvement 
process.  A commonly  used  approach  to  bring  about  desired 

, change  is  the  PDS A cycle.14  Very  briefly,  it  is  defined  as  follows: 

Plan:  Study  the  process,  determine  what  changes  would 
most  improve  the  process,  and  enact  a plan  for  making  the 
ii  improvement; 

Do:  Implement  the  plan  on  a small  scale  or  trial  basis; 

Study:  Analyze  the  results  of  the  implementation  to  deter- 
mine whether  the  plan  is  working  correctly,  and  if  any  fur- 
ther problems  or  opportunities  are  discovered; 

Act:  Act  on  what  you  have  learned.  If  the  change  is  working, 
implement  it  on  a larger  scale.  If  the  change  is  not  working, 
i start  over  or  tackle  a new  problem  by  starting  the  cycle  again. 

To  illustrate  the  PDSA  cycle,  we  will  examine  how  it  may 
be  applied  in  a physician  practice  to  improve  mammography 
screening  rates. 

Find  a Process  To  Improve.  While  those  in  most  prac- 
tices have  an  idea  of  what  systems  or  processes  aren't  work- 
ing well,  it  is  generally  difficult  for  them  to  pinpoint  the  real 
problem  or  what  to  do  about  it.  One  method  to  get  a practice 
started  toward  an  improvement  project  is  to  consult  external 
reviews.  Many  health  insurers  provide  physicians  with  indi- 
vidual practice  profiles  that  detail  their  performance  together 


with  peer  comparison  feedback.  Some  profiles  may  give  phy- 
sicians data  about  HEDIS  (Health  Plan  Employer  Data  and 
Information  Set)  measures,  such  as  the  percentage  of  women 
50  years  of  age  or  older  who  have  had  a mammogram  in  the 
past  year,  or  the  number  of  2-year-old  patients  who  have  had 
all  their  recommended  immunizations.  The  practice  should 
determine  whether  the  profiling  reports  provide  any  hints 
about  areas  for  improvement.  In  this  illustration  we  have  cho- 
sen “improving  the  practice’s  mammography  screening  rate” 
as  the  project  for  process  improvement.  If  the  practice  wants 
to  further  verify  that  mammography  screening  is  indeed  a 
project  they  need  to  work  on,  a quick  chart  audit  (e.g.,  review- 
ing a sample  of  20  eligible  patient  charts)  may  be  conducted 
by  one  of  the  medical  staff  members  to  verify  that  an  opportu- 
nity truly  exists.9 

A flowchart  may  be  developed  that  maps  the  steps  in  the 
current  process  for  recommending  mammograms  to  eligible 
women.  Flowcharting  can  help  a practice  understand  the  pro- 
cess under  study  and  can  highlight  steps  that  need  improvement. 

Plan.  This  stage  involves  planning  implementation  of  the 
process  improvement  (or  intervention)  the  practice  has  iden- 
tified. The  practice  needs  first  to  identify  all  the  noncompliant 
patients,  so  that  an  appropriate  intervention  may  be  applied. 
Some  of  the  interventions  the  practice  may  consider  are  call- 
ing patients  to  schedule  a mammogram;  during  their  regular 
visit,  advise  patients  about  the  importance  of  mammography 
screenings;  or  sending  reminder  cards  to  patients  that  are 
noncompliant.  The  intervention(s)  chosen  will  depend  on  the 
problems  discovered  during  the  flowcharting.  As  part  of  the 
planning  process,  the  intervention  team  should  set  a goal, 
which  could  be,  for  example,  to  increase  the  mammography 
screening  rate  by  10%  within  the  next  six  months. 

Do.  In  the  do  stage,  the  process  improvement  plan  is  imple- 
mented. For  example,  the  practice  may  implement  one  or  more 
of  the  interventions  mentioned  in  the  previous  stage  to  in- 
crease mammography  screening  rates.  Research  has  shown 
that  some  interventions  are  more  effective  than  others,  and 
particularly  that  multiple  intervention  strategies  are  more  ef- 
fective than  single  interventions  to  improve  screening  rates.111 
After  the  fixed  period  of  intervention,  a re-measurement  of 
the  mammography  screening  rate  should  be  taken.  This  is 
usually  obtained  from  the  post-intervention  physician  pro- 
files that  the  physician  receives  from  the  health  insurer. 

Study.  In  this  stage  of  the  cycle,  a comparison  is  made 
between  the  pre-intervention  and  post-intervention  mammog- 
raphy screening  rates  to  check  whether  or  not  any  improve- 
ment has  been  made,  or  if  the  goal  (increase  rates  by  10%)  was 
reached.  To  monitor  whether  or  not  the  new  process  was  im- 
proving mammography  screening  rates,  a run  chart  could  also 
be  used  to  track  the  monthly  mammography  screening  rate. 
However,  this  would  be  fairly  time-consuming  unless  the  prac- 
tice had  computerized  medical  records  to  allow  easy  calcula- 
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tion  of  the  rate.  Depending  on  the  results  of  the  analysis,  the 
process  may  require  revision  if  little  or  no  improvement  is 
seen.  This  would  require  going  back  to  the  planning  phase. 

Act.  If  the  results  of  the  analysis  in  the  study  phase  are 
favorable  (i.e.,  if  the  mammography  screening  rate  has  in- 
creased about  10%  or  more),  the  plan  should  be  implemented, 
and  the  PDSA  cycle  should  be  continued  to  make  more  im- 
provements in  the  process  (the  PDSA  cycle  is  a continuous 
cycle  for  improvement).  Note  that  if  the  practice  has  increased 
the  screening  rate  by  only  5%,  this  may  still  be  considered  a 
success,  although  making  the  intervention  team  aware  of  set- 
ting realistic  goals.  It  is  also  important  for  the  practice  to 
celebrate  the  success,  and  welcome  new  process  improve- 
ment projects."12 

It  is  important  to  state  that  PDSA  cycle  is  based  on  the 
premise  that  the  interrelationship  between  knowledge,  infor- 
mation, and  data  is  well  understood.  “Data  are  facts  that,  when 
analyzed,  understood,  and  interpreted,  become  information. 
The  application  of  this  information  to  improve  performance 
is  knowledge.”*  (Fig.  1). 

Note  that  the  PDSA  process-improvement  model  will  work 
not  only  for  improving  mammography  screening  rates,  but 
for  other  areas  of  improvement  as  well.  All  that  is  required  is 
the  commitment  of  the  practice  and  the  use  of  a few  simple 
quality  improvement  techniques." 

Conclusion 

Feedback  is  probably  the  most  commonly  recommended 
intervention  for  CQI  programs.  Measuring  and  monitoring 
quality  of  care  can  provide  physician  practices  with  many 
benefits.  Improved  patient  care  through  proactive  patient 
and  provider  communication  is  one  of  them.  MCOs  in  Ten- 
nessee have  an  increasing  concern  about  underutilization 
of  medical  services,  particularly  with  changing  physician- 
reimbursement  methods,  such  as  capitation.  By  improving 
patient  care  and  medical  outcomes,  physicians  within  the 
state  can  cover  a better-managed,  healthier  patient  popula- 
tion, which  in  turn  can  lead  to  lower  costs  associated  with 
covering  such  a population. 

Profiling  loses  its  value  if  physician  behavior  does  not 
change  as  a result.  Physicians  in  general  should  not  be  told 
how  to  practice  medicine.  However,  showing  physicians  how 
they  rank  compared  to  their  peers  is  one  of  the  most  effective 
methods  of  change.  Frequently,  physicians  need  no  further 


FACTS 

= DATA 

r 

ANALYZED  DATA  = INFORMATION 
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| APPLIED  INFORMATION  = KNOWLEDGE 

I 

I IMPROVEMENT 


Figure  1.  This  figure  shows  key  relationships  between  knowledge,  infor- 
mation, and  data,  and  how  they  lead  to  improvement. 


prompting;  they  are  independent  thinkers  and  often  will 
change  on  their  own  to  bring  their  practice  patterns  in  con- 
formance to  the  norm.  Health  plans,  however,  need  to  avoid 
any  adversarial  relationships  and  be  willing  to  build  good 
working  partnerships  with  physicians  to  bring  about  change. 

Physician  profiling,  together  with  quality  improvement  has 
helped  many  practices  throughout  the  United  States  to  pro- 
vide better  patient  care,  document  their  successes,  and  ener- 
gize the  practices  to  do  even  better.  It  can  do  the  same  for 
Tennessee  physician  practices. □ 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

A Baseline  Is  Necessary 


J.  Kelley  Avery,  MD 

Case  Report 

The  patient,  a 42-year- 
old  woman,  was  the  mother 
of  two  children,  both  adults. 
She  had  been  complaining 
of  “something  falling  out” 
of  her  vagina  for  more  than 
a year.  The  complaint  was 
accompanied  by  a feeling  of 
pressure  low  in  the  abdomen. 
Her  menses  had  become  in- 
creasingly excessive  for  the 
past  several  months,  and  she 
was  incontinent  when  she 
strained  or  coughed.  Except 
for  this,  she  felt  well . She  had 
not  lost  weight  and  had  a 
good  appetite,  and  knew  of 
no  other  problems. 

She  had  discussed  her 
complaints  with  her  physi- 
cian, an  Ob/Gyn  specialist, 
on  her  two  visits  during  the 
past  few  months.  The  doctor 
did  a complete  physical  ex- 
amination and  found  noth- 
ing except  that  her  cervix 
was  visible  at  the  vaginal  in- 
troitus  and  that  she  passed 
some  urine  on  straining.  The 
examination  revealed  no  adnexal  pathology,  and  the  uterus 
did  not  seem  to  be  enlarged.  Her  annual  Pap  smears  had  been 
negative  for  years.  After  her  surgeon  discussed  the  options 
with  her,  they  agreed  that  a vaginal  hysterectomy  with  an 
anterior  and  posterior  repair  was  the  treatment  of  choice. 

The  patient  was  admitted  to  the  hospital  in  the  early  morn- 
1 ing  of  the  day  of  surgery.  The  preoperative  laboratory  tests 
showed  a WBC  count  of  6,700/cu  mm  with  58%  segmented 
neutrophils,  7%  eosinophils,  1%  basophils,  31%  lympho- 
cytes, and  3%  monocytes.  The  urine  was  entirely  negative. 
She  was  taken  to  surgery  that  morning  where  a routine  vagi- 
nal hysterectomy  and  anterior  and  posterior  repair  was  done. 
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She  tolerated  the  procedure  well,  and  went  to  the  recovery 
room  with  normal  vital  signs  and  was  beginning  to  wake  up. 

The  Ob/Gyn  surgeon’s  postoperative  orders  included  an 
open  IV  of  D5W  set  to  run  at  1 1 0 drops  per  minute.  She  was 
given  a broad-spectrum  antibiotic,  and  Demerol  was  pre- 
scribed for  pain.  On  the  evening  of  the  surgery,  the  patient 
experienced  some  nausea  for  which  Vistaril  was  ordered  as 
needed.  The  following  morning  the  vaginal  pack  was  re- 
moved. She  continued  to  be  nauseated,  and  vomited  on  at 
least  two  occasions.  Vistaril  was  replaced  with  Valium  5 mg 
as  needed  for  nausea,  and  morphine  given  for  pain. 

After  midnight,  1:45  am,  the  surgeon  examined  his  pa- 
tient and  noted  that  she  was  “very  restless  but  breathing 
good.  No  bleeding.  Appears  to  be  having  a reaction  to  medi- 
cation.” At  2:30  am  the  nurses  note  described  “cyanotic  fin- 
gertips.” While  this  observation  was  being  made,  the  patient 
suddenly  became  pulseless  and  stopped  breathing.  Cardiac 
resuscitation  was  begun,  and  about  three  minutes  later  her 
pulse  returned  and  she  spoke  to  her  family.  She  was  taken 
to  the  ICU,  where  a consultation  with  a cardiologist  was 
requested. 

A short  time  later,  perhaps  1 5 minutes,  she  had  a heart  rate 
of  140/min,  was  hypotensive,  and  fine  twitching  of  the  mus- 
cles was  noted.  Blood  taken  immediately  after  the  resuscita- 
tion showed  a pH  of  7.29,  Po,  173  mm  Hg  while  breathing 
100%  oxygen,  and  Pco,43  mm  Hg.  The  sodium  was  reported 
at  120  mEq/L  and  the  potassium  3.0  mEq/L.  Blood  studies 
again  obtained  at  3 am  showed  the  sodium  at  1 14  mEq/L,  the 
potassium  2.9  mEq/L,  chloride  75  mEq/L,  and  Co,  17.  The  IV 
of  D5W  was  replaced  with  3%  sodium  chloride  to  run  500  cc 
every  two  hours.  She  had  received  between  5,000  and  6,000  cc 
of  the  glucose  solution. 

By  this  time,  5 am,  the  patient  was  unresponsive  and  her 
pupils  were  dilated  and  fixed.  Two  hours  later  the  sodium  was 
reported  at  137  mEq/L.  She  was  seen  by  other  consultants  in 
an  attempt  to  evaluate  the  profound  diuresis  that  occurred 
after  the  hypertonic  saline.  The  BUN  and  creatinine  were 
normal.  Their  collective  opinion  seemed  not  to  consider  the 
large  volume  of  D5W  she  received  as  being  significant. 

After  spending  the  next  six  days  on  a respirator,  she  was 
determined  to  be  brain  dead  and  life  support  was  stopped. 
No  autopsy  was  done. 


Dr.  Avery  is  a member  of  the 
\ Loss  Prevention  Committee, 

\ State  Volunteer  Mutual 
; Insurance  Company, 

Brentwood. 
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A lawsuit  was  filed  charging  the  surgeon  with  negligence 
in  not  monitoring  electrolytes  either  before  or  after  surgery 
while  giving  the  large  volume  of  D5W. 

Loss  Prevention  Comments 

During  the  investigation  of  this  case,  it  was  troublesome 
that  the  electrolytes  were  not  routinely  checked  preoperatively 
by  this  surgeon.  Attributing  the  restlessness  to  medication 
without  covering  all  the  bases  was  an  error  in  judgment. 

From  the  record,  it  does  not  appear  that  any  of  the  team 
appreciated  that  such  a large  amount  of  D5W  had  been  given. 
There  was  an  exhaustive  investigation  to  rule  out  central 
nervous  system  disease,  renal  disease,  and  the  like  without 
coming  to  grips  with  the  fact  that  the  most  logical  solution 
was  water  intoxication  resulting  in  severe  hyponatremia.  Her 


restlessness  was  an  expected  reaction  to  this  problem,  and 
had  it  been  correctly  diagnosed  and  treated  at  that  time,  the 
outcome  might  have  been  favorable.  It  was  the  cerebral  edema 
resulting  from  the  hyponatremia  and  hypokalemia  that  pro- 
duced the  restlessness  and  ultimately  the  cardiorespiratory 
depression  and  cardiac  arrest.  Once  the  cascade  of  events 
began,  it  progressed  rapidly,  and  by  the  time  the  electrolyte 
imbalance  had  been  corrected,  the  cerebral  hypoxia  had  ex-  i 
acted  its  toll  and  the  patient  was  doomed  to  continue  on  a 
downhill  course.  One  feels  for  the  treatment  team,  especially 
the  surgeon.  He  was  at  the  bedside  during  the  deterioration 
of  his  patient,  focused,  it  appears,  in  the  wrong  direction. 

Without  a preoperative  electrolyte  study  with  a postopera- 
tive follow-up,  the  physician  was  in  the  dark.  Baseline  pre- 
operative studies  are  essential  to  proper  postoperative  care.O 
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Correlates  of  Low  Back  Pain 
Outcomes  in  a Community  Clinic 

Ann  Lowdermilk,  MS,  PT;  Peter  C.  Panus,  PhD,  PT:  John  H.  Kalbfleisch,  PhD 


Introduction 

The  accelerated  growth  in 
medical  rehabilitation  cost 
during  the  last  15  years  has 
not  been  accompanied  by  a 
comparable  increase  in  sys- 
tematic evidence  for  the  ef- 
fectiveness of  its  practices.1 
In  the  new  managed  care  en- 
vironment, rehabilitation  ser- 
vices provided  by  physical 
therapists  must  demonstrate 
how  they  compare  to  local 
and  national  outcome  mea- 
sures in  the  treatment  of  a 
specific  dysfunction.  Out- 
come assessments  are  cur- 
rently prompting  clinical  re- 
search in  physical  therapy  to 
move  beyond  the  study  of  tra- 
ditional  impairment  out- 
comes, such  as  range  of  mo- 
tion, muscle  force,  and  pain, 
to  the  assessment  of  func- 
tional limitations  and  disabil- 
ity.2 Of  all  physical  therapy 
office  visits  in  the  United 
States,  25%  to  45%  are  re- 
lated to  back  pain.1-4  Recent 
literature  reviews  have  also 
suggested  that  not  only  is  low 
back  pain  the  second  most 
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common  reason  for  seeking 
medical  care,  but  this  care  is 
responsible  for  billions  of 
dollars  in  health  care  costs, 
lost  wages,  and  compensa- 
tion costs.5-6 

Previous  reviews  examin- 
ing outcomes  in  the  treatment 
of  patients  with  complaints  of 
low  back  pain  have  demon- 
strated a multitude  of  poten- 
tial outcome  assessments.  l-7  ii 
One  recent  review  has  pro- 
posed that  outcomes  be  di- 
vided into  psychological, 
physical  function,  and  social 
components.7  To  date,  deter- 
mination of  successful  out- 
comes for  patients  with  low 
back  pain  have  utilized  both 
subjective  and  objective  as- 
sessments from  treatment- 
related  and  treatment-inde- 
pendent variables. 1491(1  In 
additional  studies,  treatment 
outcomes  have  been  exam- 
ined from  the  viewpoint  of 
both  the  patient  and  the  treat- 
ing physical  therapist.11112 
Previous  investigations  have 
suggested  that  patient  com- 
pliance with  the  prescribed 
number  of  physical  therapy 
treatments  results  in  a positive  outcome.911  Also,  a positive 
perception  by  the  patient  of  the  value  of  the  therapy  in  reduc- 
ing pain  or  improving  overall  functionality  influences  the 
success  of  the  treatment  outcomes.12-14  Finally,  the  type  of 
medical  provider  did  not  significantly  influence  the  probabil- 
ity of  patient  recovery  following  treatment  for  low  back  pain." 
Previous  investigations  have  not  compared  the  simulta- 


ABSTRACT 

Both  governmental  and  private  agencies  have  focused  on  the 
multiple  outcome  variables  that  may  affect  patient  treatment. 
Our  investigation  examined  treatment-independent  outcome 
variables  and  correlates  in  patients  with  the  sole  complaint 
of  low  back  pain.  Treatment  was  conducted  in  an  outpatient 
physical  therapy  clinic  serving  a rural/suburban  Tennessee 
population.  Methods:  The  review  collected  data  on  nine  vari- 
ables from  54  clinic  records.  The  study  group  was  56%  fe- 
male, with  ages  for  all  subjects  ranging  from  26  to  84  years. 
Twenty-five  patients  carried  private  insurance,  14  were 
TennCare  recipients  (state  Medicaid),  9 were  covered  by 
workers  compensation,  and  6 were  Medicare  based.  The  pre- 
scribed number  of  treatment  sessions  (Rx)  varied  from  1 to  3 
visits  to  as  many  as  18.  Results:  The  Rx  was  not  related  to 
sex,  age,  or  payer  type.  The  compliance  index  (Cx)  (mean  = 
76.3%,  range  = 6%  to  150%)  was  related  to  payer  type 
(PC.02),  but  not  related  to  sex,  age,  or  Rx.  TennCare  pa- 
tients had  lower  compliance  levels  (mean  Cx  = 51.1)  than  all 
other  insurer  groups  combined  (mean  Cx  = 85.0).  Self-as- 
sessed improvement  by  the  patient  (Patient  Status)  was  re- 
lated to  Cx  (P<0.005)  but  not  sex,  age,  payer  type,  or  Rx. 
Completion  by  the  patient  of  long-term  physical  therapy  goals 
as  determined  by  the  therapist  was  related  to  Cx  (P<. 03) 
and  self-assessed  patient  status  (P<.02),  while  disposition  at 
discharge  was  associated  with  Cx,  self-assessed  patient  sta- 
tus, and  payer  type  (P<.001). Discussion:  Compliance  by  pa- 
tients significantly  influences  the  outcome  measures  of  self- 
assessed  improvement,  therapist  assessment  of  achieving 
long-term  treatment  goals,  and  disposition  at  discharge. 
TennCare  patients  demonstrated  both  low  compliance  and 
poor  outcome  at  discharge.  These  results  suggest  that  the 
lower  potential  for  positive  treatment  outcome  may  exist  for 
the  TennCare  patient  population. 
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TABLE  1 


DATABASE  CATEGORIES  OF  ASSIGNED  CODES  AND 
DESCRIPTIVE  STATISTICS 


Outcome  Categories 

Code  Description  Parameters  (%) 

Age 

Years 

46  ± 13 

Prescription  Total  (Rx) 

No.  of  Prescribed  Sessions 

9 ± 4 

Total  Patient  Visits 

No.  of  Patient  Visits 

6 ± 5 

Compliance  Index  (Cx) 

(No.  of  Patient  Visits/Rx)  x 100% 

76  ± 41 

Sex 

1 

Male 

24  (44) 

2 

Female 

30  (56) 

Payer  Type 

1 

Private  Insurance 

25  (46) 

2 

TennCare 

14  (26) 

3 

Medicare 

6 (11) 

4 

Workers'  Compensation 

9 07) 

Patient  Status 

Worse 

3 (5) 

No  Change 

8 (15) 

Not  Stated 

14  126) 

0 

Other 

25  (46) 

1 

Improved 

29  (54) 

PT  Goals 

Not  Stated 

7 (13) 

Did  Not  Meet  Goals 

17  (32) 

Goals  Partially  Met 

11  (20) 

0 

Other 

35  (65) 

1 

All  Long-Term  Goals  Met 

19  (35) 

Discharge  Status 

1 

Self  Care/Home 

23  (42) 

2 

Other  Health  Care  Professional 

6 (11) 

3 

Noncompliance 

17  (32) 

4 

Other 

8 (15) 

Descriptive  statistics  includes  mean  ± standard  deviation  of  the  variable  if 
continuous,  or  frequencies  with  percentages  in  parentheses  if  the  variable  was 
categorical.  Abbreviations:  physical  therapy  goals  (PT  Goals). 


neous  influences  of:  patient  compliance  in  attending  treat- 
ments, assessment  of  improvement  from  the  perspectives  of 
the  patient  and  the  treating  physical  therapist,  and  third-party 
payer,  on  physical  therapy  treatment  for  patients  with  low 
back  pain.  Furthermore,  these  subjective  and  objective  as- 
sessments have  not  been  examined  in  aggregate  to  determine 
their  role  in  the  success  at  discharge  from  physical  therapy 
for  these  same  patients.  This  investigation  examined  a com- 
munity outpatient  physical  therapy  clinic  in  Tennessee  to 
determine  if  the  previously  stated  variables  may  be  predic- 
tive of  positive  outcomes  following  treatment.  Objective  pre- 
dictor variables  included  age,  sex,  third  party  payer,  total 
number  of  treatments  prescribed,  and  patient  compliance. 
Subjective  predictor  variables  were  measures  of  improvement 
from  the  viewpoints  of  the  patient  and  treating  therapist. 

Materials  and  Methods 

Subjects.  The  investigation  received  prior  approval  from 
East  Tennessee  State  University  human  institutional  review 
board,  and  all  patient  information  was  treated  confidentially. 
A list  of  possible  study  subjects  was  obtained  from  an  audit 
of  monthly  referral  reports  and  selected  chart  reviews  over  a 
one-year  period  beginning  June  1996  through  May  1997. 
Monthly  referral  reports  determined  that  633  of  2,518  pa- 
tients were  treated  for  back  pain.  Of  the  633  patients  with 
various  back  pain  diagnoses,  106  had  a sole  complaint  of 


low  back  pain.  From  this  list  of  106  patients  with  low  back 
pain,  a sample  of  54  subjects  (every  other  record,  including 
the  last)  was  selected  for  this  case  study  review.  Subject  con- 
fidentially was  maintained  by  assigning  each  patient  record  a 
number  from  1 through  54. 

Data  Collection.  One  of  us  (AL)  obtained  data  for  all  54 
subjects  through  a chart  review.  The  study  database  of  nine 
variables  is  indicated  in  Table  1 . Objective  items  taken  ver- 
batim from  patients’  charts  were  sex,  age,  payer  type,  num- 
ber of  prescribed  therapy  sessions  (Rx),  and  total  number  of 
patient  visits.  Items  representing  reviewer  interpretation  of 
chart-derived  information  were  potential  disposition  at  ter- 
mination of  treatment  (Discharge),  self-assessment  of  im- 
provement by  the  patient  (Patient  Status),  and  assessment  by 
the  physical  therapist  as  to  whether  the  patient  met  long-term 
treatment  goals  (PT  goals).  In  the  PT  goals  category,  “goals 
partially  met”  included  partially  met  long-term  goals,  or  that 
only  short-term  goals  were  met.  As  indicated  in  Table  1,  re- 
sponses of  some  outcomes  within  Patient  Status  and  PT  Goals 
were  grouped  prior  to  data  analysis.  The  optimal  outcome, 
“Improved”  within  Patient  Status  or  “All  Goals  Met”  within 
PT  Goals,  were  coded  “ 1 ”.  Non-optimal  outcomes  within  Pa- 
tient Status  and  PT  goals  were  placed  under  “Other”  responses 
and  coded  “0”  (Table  1 ).  In  the  Discharge  category:  “Other 
Health  Care  Professional”  included  return  to  physician  or 
discharge  to  any  other  health  care  provider;  while  “Noncom- 
pliance” referred  to  discharge  as  a result  of  the  patient’s  be- 
ing noncompliant  with  attendance;  and  finally  “Other”  in- 
cluded surgery,  financial  limitations,  insurance  not  approved, 
or  removed  from  active  file. 

Data  Analysis.  Categorical  variables  were  summarized  by 
frequency  counts  and  percentages,  while  continuous  variables 
were  summarized  by  the  mean  and  standard  deviation.  Com- 
pliance index  (Cx)  was  computed  from  a ratio  of  recorded 
visits  to  prescribed  visits  (Table  1).  The  Rx  and  all  outcome 
measures  were  assessed  for  statistical  predictors  by  allowing 
all  possible  predictors  to  participate  in  the  analysis.  Categori- 
cal outcome  measures  were  related  to  predictor  variables  with 
multiple  binary  logistic  regression  employing  a logit  link  func- 
tion. Continuous  outcome  measures  and  Rx  were  related  to 
predicator  variables  with  multiple  linear  regression.  Single 
predictors  were  assessed  with  the  2x2  chi  square  proce- 
dure for  binary  outcomes  and  by  Student’s  t-test  for  compar- 
ing means  of  continuous  outcome  measurements.  Statistical 
analyses  were  performed  with  Minitab  (Minitab  Inc,  State 
College,  PA)  and  SAS-PC  software  (SAS  Institute  Inc,  Cary, 
NC).  A probability  level  of  0.05  or  smaller  was  used  to  indi- 
cate statistical  significance. 

Results 

In  the  54  subjects  with  diagnoses  of  low  back  pain,  ap- 
proximately half  of  the  subjects  were  between  the  ages  of  40 
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PT  GOALS 

Figure  1.  Comparison  of  the  patients’ compliance  to  attend  the  prescribed 
treatment  series  (COMPLIANCE),  and  the  treating  physical  therapists' 
assessment  of  the  patients'  achievement  of  long-term  goals  following  the 
treatment  series  (PT  GOALS).  Symbol  (•)  represents  individual  response, 
and  bars  represent  the  average  group  response.  No  goals  met  (NONE, 
N=1 7),  partial  goals  met  (PARTIAL,  N=11),  or  all  goals  met  (FULL,  N=19). 

and  64  years.  The  mean  age  for  the  all  subjects  was  46  years 
(Table  1 ),  and  ranged  from  26  to  84  years.  The  Rx  for  the 
subjects  varied  from  I to  1 8,  and  ranged  over  a period  of  one 
to  eight  weeks.  Of  the  patients,  56%  were  female.  The  third 
party  payers  among  the  patient  population  were  represented 
by  four  categories.  The  majority  (46%)  of  the  patients  main- 
tained private  insurance,  the  remaining  54%  being  distrib- 
uted among  TennCare,  Medicare,  and  workers’  compensa- 
tion. The  effects  of  the  physical  therapy  were  examined  from 
both  the  viewpoint  of  the  patients  as  determined  by  Patient 
Status,  and  the  treating  physical  therapists  as  determined  by 
PT  Goals  (Table  1 ).  Initial  analysis  demonstrated  that  the  ma- 
jority of  patients  (54%)  stated  that  they  had  improved  by 
Discharge.  In  contrast  to  the  viewpoint  of  the  patients,  the 
treating  physical  therapists  recorded  that  the  minority  of  the 
patients  (35%)  met  all  of  their  PT  Goals.  In  the  majority  of 
the  patients  (52%),  the  goals  were  partially  met  or  none  of 
the  goals  were  met.  Surprisingly,  in  13%  of  the  records  re- 
viewed, the  treating  physical  therapist  recorded  no  comments 
regarding  the  PT  Goals.  Finally,  of  the  four  potential  disposi- 
tions at  Discharge,  the  largest  single  category  was  patients 
released  to  self-care  at  home  (42%)  (Table  1). 

Data  analysis  demonstrated  that  prescribed  Rx  was  not 
statistically  related  to  sex  (P  = .09),  age  ( P = .21),  or  third 
party  payer  (P  = .37).  The  Cx  ranged  from  a low  of  6%  to  as 
high  as  150%.  The  Cx  was  not  related  to  sex  ( P=  .72),  age  (P 
= .49),  or  Rx  (P  = .36).  However,  Cx  was  significantly  influ- 
enced by  third  party  payer  (P  = .02).  Self-assessed  percep- 
tion of  improvement  by  the  patient  (Patient  Status)  demon- 
strated a significant  association  to  Cx  ( P = .005),  but  not  to 
sex  (P  = .88),  age  (P  = .2 1 ),  Rx  (P  = .25),  or  third  party  payer 
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(P  = .29).  The  treating  therapist’s  perception  of  the  degree  to 
which  the  patient  met  long-term  goals  (PT Goals)  was  also  not 
associated  with  sex  (P  - .85),  age  (P  = .23),  Rx  (P  = .09),  or 
third  party  payer  (P  = .59).  The  PT  Goals  was  statistically 
influenced  by  Cx  (P  = 0.03)  and  Patient  Status  (P  = 0.02). 
Discharge  was  not  associated  with  sex  (P  = .56),  age  (P  = . 1 7), 
or  Rx  ( P = .44),  but  was  influenced  by  Cx  (P  = 0.001),  Patient 
Status  (P  = 0.001 ) and  Payer  Type  (P  = 0.001 ).  Finally,  the 
association  between  Cx,  PT  Goals,  and  Patient  Status  were 
positive.  The  positive  association  between  these  three  vari- 
ables suggests  that  each  increases  in  relation  to  the  others. 

Several  of  the  previous  associations  were  further  examined. 
As  determined  by  t-test  analysis,  patients  covered  under 
TennCare  demonstrated  a significantly  lower  Cx  (51.1  ± 40. 1 ) 
than  the  Cx  of  patients  covered  by  the  other  three  third  party 
payers  (85. 1 ± 37.8).  A 2 X 2 chi  square  analysis  (chi  square 
= 5.87;  P<0.02)  also  demonstrated  that  those  patients  with  a 
Cx  less  than  the  median  (83%)  were  less  likely  to  state  a self- 
perception of  improvement  in  their  disability  as  determined 
by  Patient  Status,  9 improved,  and  16  other  responses.  In  con- 
trast, patients  with  a Cx  equal  to  or  greater  than  median  value 
(83%)  were  more  likely  to  demonstrate  a self-perception  of 
improvement  in  their  disability,  20  improved,  and  9 other  re- 
sponses. Also  the  lower  the  Cx  the  lower  the  potential  for  the 
patients  to  meet  the  long-term  goals  set  by  the  treating  physi- 
cal therapist  as  determined  by  PT  Goals  (Fig.  1 ).  The  associa- 
tion between  Patient  Status  and  PT  Goals  is  further  illustrated 
in  Fig.  2.  Patients  who  perceived  an  improvement  in  their  con- 
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Figure  2.  Frequency  distribution  for  the  relationship  between  the  patients’ 
perception  of  improvement  in  low  back  pain  following  the  treatment  se- 
ries (PATIENT  STATUS),  and  the  treating  physical  therapists’  assess- 
ment of  the  patients'  achievements  of  long-term  goals  following  the  treat- 
ment series  (PT  GOALS).  The  responses  were  divided  into  the  therapists’ 
assessment  of  no  goals  met  (NONE),  partial  goals  met  (PARTIAL),  or  all 
goals  met  (FULL). Total  sample  number  for  the  patient  status  group  (OTHER) 
was  N=20,  and  for  the  patient  status  group  (IMPROVED)  was  N=27. 
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dition  following  the  treatment  series  were  more  likely  to  achieve 
either  part  or  all  of  the  PT  Goals  established  by  the  treating 
physical  therapists.  The  converse  association  also  existed. 
Thus,  nontreatment  variables  of  Cx,  Patient  Status,  and  PT 
Goals  all  demonstrated  significant  positive  interactions. 

Several  treatment-independent  variables  also  influenced 
the  disposition  of  the  patients  at  discharge.  Neither  sex,  age, 
nor  Rx  affected  the  disposition  of  the  patients  at  discharge. 
However,  a lower  favorable  potential  for  disposition  at  dis- 
charge occurred  when  TennCare  was  the  third  party  payer  or 
when  the  patients  demonstrated  a low  compliance  to  attend 
treatments  (Table  2).  Finally,  those  patients  who  were  not  in 
the  “Improved”  self-perception  category  in  Patient  Status  also 
demonstrated  a lower  favorable  potential  for  their  disposi- 
tion at  discharge.  These  treatment-independent  variables  all 
resulted  in  patients  being  less  likely  to  be  discharged  to  self- 
care  following  the  series  of  treatment. 

Discussion 

Physical  therapy  is  a common  intervention  for  patients 
with  low  back  pain  who  believe  that  the  disability  may  be 
decreased.  Additionally,  patients  with  low  back  pain  receiv- 
ing physical  therapy  demonstrate  higher  pre-treatment  dis- 
ability scores  than  similar  patients  with  low  back  pain  who 
are  not  receiving  physical  therapy.15  As  a result  of  the  higher 
disability  levels  of  this  patient  population,  questions  regard- 
ing which  physical  therapy  protocol(s)  yields  the  best  posi- 
tive outcome,  and  which  nontreatment  variables  additionally 
affect  the  success  of  physical  therapy  are  currently  under  in- 
vestigation. Our  investigation  examined  treatment-indepen- 
dent  variables  to  determine  if  they  influenced  the  outcomes 
of  patients  receiving  physical  therapy  for  low  back  pain.  These 
variables  were  examined  without  consideration  of  the  actual 
treatments  the  patients  received. 

Although  our  investigation  utilized  54  case  records  from 
a single  outpatient  clinic  over  a one-year  period,  the  descrip- 
tive statistics  are  similar  to  those  of  several  other  investiga- 
tions with  larger  patient  numbers.  For  all  of  the  patients  treated 
at  this  clinic  over  a one-year  period,  the  single  most  preva- 
lent complaint  was  low  back  pain  (25%).  This  prevalence  is 
within  the  range  of  other  multi-facility  investigations  exam- 
ining similarly  treated  patients.3-4 15  Additionally,  the  average 
age  of  our  patients,  the  average  number  of  physical  therapy 
treatments  that  patients  received,  and  that  private  insurance 
was  the  largest  reimbursement  source,  were  all  comparable 
to  the  statistics  of  larger  investigations.3-4,1015  The  percentage 
of  patients  who  were  female  in  our  study  was,  however,  higher 
than  that  of  other  larger  investigations  (46%  vs.  53%).4-9-"-15 

In  our  investigation,  age,  sex,  and  the  number  of  treat- 
ments prescribed  by  the  referring  physician  were  found  to 
have  no  significant  effects  on  any  of  the  subsequent  outcome 
predictors  or  disposition  of  the  patients  at  discharge  from 


physical  therapy.  Interestingly,  the  total  number  of  treatments 
prescribed  by  physicians  was  not  influenced  by  the  third  party 
payer.  We  consider  this  observation  important  and  unique  in 
that  no  previous  investigation  has  reported  on  this  relation- 
ship. However,  the  third  party  payer  was  found  to  have  a 
statistical  association  with  patient  compliance  with  physical 
therapy  treatment  attendance.  TennCare-sponsored  patients 
demonstrated  significantly  lower  compliance  than  patients 
covered  by  the  other  three  payers.  By  comparison,  another 
investigation  examining  outcome  from  multiple  health  care 
practitioners  for  patients  with  low  back  pain  found  no  clear 
effect  of  third  party  payer  on  patient  compliance."  We  did 
not  examine  why  TennCare  patients  demonstrated  lower  com- 
pliance; this  awaits  further  clarification. 

Our  investigation  found  that  compliance  of  the  patient  with 
treatment  attendance  was  associated  with  a positive  outcome 
from  the  therapy  as  determined  by  both  the  patient  and  treat- 
ing physical  therapist.  The  relationship  between  patient  com- 
pliance and  patient  self-assessment  of  improvement  follow- 
ing physical  therapy  is  supported  by  a previous  investigation.9 
In  both  this  and  previous  investigations,9  high  compliance 
was  defined  at  being  greater  than  80%.  In  aggregate,  patients 
with  high  compliance  demonstrated  improvement  as  deter-  ! 
mined  by  self-assessment.  Our  investigation  is  the  first  to 
document  two  significant  relationships  for  the  outcome  of  ! 
physical  therapy  of  patients  with  low  back  pain.  The  first  re- 
lationship is  that  a positive  association  existed  between  pa- 
tient compliance  with  treatment  attendance  and  the  achieve- 
ment of  treatment  goals  as  assessed  from  the  viewpoint  of  \ 
the  treating  physical  therapist.  The  second  is  that  the  percep- 
tion of  improvement  by  the  patient  tends  to  correlate  with  the 
treating  physical  therapist’s  perception  of  goal  achievement. 
The  interrelationships  between  compliance,  patient  self-as- 
sessment, and  therapist  assessment  have  not  been  previously 
reported.  The  mechanism(s)  accounting  for  these  relation- 
ships  is  beyond  the  scope  of  our  preliminary  investigation. 

Positive  outcomes  in  our  investigation  were  assessed  at  I 
discharge  by  determining  the  disposition  of  the  patients. 
Thus,  discharge  to  self-care  was  considered  a more  positive 
outcome  than  discharge  to  another  health  care  provider  or  j 
discharge  due  to  noncompliance.  Significant  associations  ! 
were  observed  between  discharge  disposition  and  patient  com- 
pliance, payer  type,  and  patient  self-assessment  of  improve- 
ment  following  treatment.  Due  to  the  potential  influence  that 
the  treating  therapist  would  have  over  the  disposition,  the 
association  between  the  physical  therapist  assessment  of  I 
whether  or  not  treatment  goals  were  achieved  and  discharge 
disposition  was  not  examined.  Our  analysis  supports  previous! 
reports  that  have  documented  positive  associations  between; 
high  compliance  and  positive  outcomes  from  physical ( 
therapy.9-13 

The  results  of  this  study  imply  that  the  TennCare  popula- 
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TABLE  2 

INFLUENCE  OF  NONTREATMENT  VARIABLES  ON  THE  DISPOSITION 
AT  THE  DISCHARGE  OF  PATIENTS 


Discharge 

Self-Care 

Health  Care 

Non- 

Other 

P value 

Payer  Type 
TennCare  (N) 

0 

Professional 

3 

Compliant 

9 

2 

0.001 

Others  (N)  1 

23 

3 

8 

6 

Compliance 

102  ± 19 

110  ± 16 

30  ± 17 

77  ± 48 

0.001 

Patient  Status 
Others  (N)  2 

2 

5 

14 

4 

0.001 

Improved  (N) 

21 

1 

3 

4 

The  “Others"  group  includes  either  (Private  Insurance/Medicare/Workers' 
Compensation)'  under  Payer  Type,  or  (Worse/No  Change/Not  Stated)2  under 
Patient  Status,  respectively.  Values  are  expressed  as  the  number  per  group  (N), 
or  as  the  mean  and  standard  deviation  for  each  group. 


tion  may  have  a lower  expectation  of  a positive  outcome  from 
physical  therapy  for  low  back  pain.  The  lower  positive  out- 
come from  the  viewpoint  of  the  patient,  treating  physical 
therapist,  and  disposition  at  discharge  are  related  to  the 
statistically  lower  compliance  of  this  population  to  attend 
treatment  sessions.  The  possibility  that  multiple  psycho- 
socioeconomic  factors  influence  the  lower  prevalence  for 
positive  outcome  in  the  TennCare  population  may  be  inferred 
from  previous  investigations.  Barnes  et  al,13  reported  that 
patients  with  low  back  pain  and  higher  salaries  have  a greater 
potential  for  a positive  outcome  as  a result  of  physical  therapy. 
The  higher  salary  possibly  provides  a stronger  incentive  to 
return  to  functional  capacity  so  that  they  can  return  to  work. 
The  chronicity  of  back  pain  by  patients  also  affects  the  treat- 
ment outcomes.49  The  patients  in  the  TennCare  population 
may  have  been  referred  to  physical  therapy  later  in  their  dis- 
ability after  other  less  expensive  treatment  options  had  failed. 
Alternatively,  the  lower  compliance  and  potentially  lower 
positive  outcome  of  the  TennCare  population  may  reflect  a 
lower  comprehension  of  the  overall  disability,  and  subse- 
quently a reduced  potential  for  a positive  outcome  as  a result 
of  physical  therapy.  Previous  research  has  documented  that  a 
lower  understanding  of  the  disability  of  low  back  pain  re- 
sulted in  lower  positive  outcome  as  determined  by  return  to 
work.14  The  results  of  our  investigation  would  also  support  this 
conclusion.  Finally,  limited  transportation  or  other  psycho- 
socioeconomic  variables  may  reduce  the  potential  for  a posi- 
tive outcome  in  the  TennCare  population. 

Our  investigation  has  several  limitations  that  may  influ- 
ence analysis  and  interpretation  of  the  results.  The  investiga- 
tion depended  on  information  from  chart  reviews.  Thus,  we 
had  no  control  over  the  collection  of  information,  missing 
information,  or  reliability  of  the  information.  We  also  were 


unable  to  document  the  type  of  treatment  the  patient  received, 
additional  medications,  functional  status,  degree  of  disabil- 
ity, time  to  recovery,  cost/benefit  ratio,  or  adequacy  of  insur- 
ance benefits.  However,  these  limitations  of  chart  audits  are 
similar  to  those  stated  by  previous  investigators.4-9  Multiple 
physical  therapy  treatment  preferences  have  been  utilized  in 
patients  with  low  back  pain.3-410,15  In  addition,  the  costs  of 
these  treatments  have  been  documented  to  vary  with  the  third 
party  payer.4  In  our  investigation,  the  potential  for  these  vari- 
ous treatment  preferences  to  affect  the  outcome  were  not  ex- 
amined. Therefore,  we  could  not  determine  whether  the  treat- 
ment of  low  back  pain  varied  depending  upon  third  party  payer. 

In  conclusion,  this  investigation  examined  treatment- 
independent  variables  as  predictors  in  the  clinical  outcome 
of  patients  who  underwent  physical  therapy  for  the  sole  com- 
plaint of  low  back  pain.  Two  significant  relationships  of  clini- 
cal relevance  resulted  from  the  investigation.  First,  compli- 
ance by  the  patient  with  physical  therapy  attendance  was  the 
central  issue  that  directly  affected  all  outcome  measures  as 
assessed  by  the  patient,  the  treating  physical  therapist,  and 
the  success  of  the  discharge.  Secondly,  the  perception  of  im- 
provement by  the  patient  tends  to  correlate  with  the  physical 
therapist’s  perception  of  treatment  goal  achievement.  Also  of 
interest  were  the  associations  between  payer  type,  patient 
compliance,  and  the  influence  of  payer  type  on  the  discharge 
disposition  of  patients.  From  our  investigation,  enhancement 
of  patient  compliance  and  patient’s  self-perception  of  im- 
provement would  appear  to  be  warranted. □ 
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A 54-Year-Old  Man  With 
Respiratory  Distress 


Case  Report 

A 54-year-old  Kentucky  man  was  initially  evaluated  by 
his  local  physician  in  1998  for  a three-year  history  of  non- 
productive cough,  shortness  of  breath,  and  a 20-lb  weight 
loss.  He  denied  fever,  chills,  night  sweats,  hemoptysis,  chest 
pain,  or  anorexia.  He  had  been  exposed  to  tuberculosis  in 
1957  and  developed  a positive  PPD.  He  subsequently  was 
treated  with  isoniazid  for  one  year.  He  had  smoked  one  pack 
of  cigarettes  per  day  for  45  years  and  used  a significant  amount 
of  alcohol  until  one  year  prior  to  presentation.  The  patient 
worked  as  a coal  miner  and  reported  asbestos  exposure. 

Physical  examination  of  the  patient  was  negative.  A chest 
x-ray  demonstrated  calcified  granulomas  in  both  lung  fields, 
and  a right  upper  lobe  density  consistent  with  a focal  infil- 
trate or  a nodule.  A PPD  was  negative.  A bronchoscopy  was 
unremarkable,  sputum  and  bronchoalveolar  lavage  cultures 
for  bacteria,  acid-fast  bacilli,  and  fungi  were  negative,  and 
cytology  was  negative  for  malignancy. 

The  patient  was  followed  with  serial  chest  x-rays.  Within 
four  months,  cavities  developed  in  both  upper  lung  fields  that 
were  confirmed  by  CT  scan,  and  the  patient  was  then  trans- 
ferred to  Vanderbilt  Hospital.  He  was  short  of  breath  but  his 
physical  examination  was  otherwise  negative.  His  WBC  count 
was  1 3, 250/cu  mm  (normal  5,000  to  10,000)  with  a left  shift. 
Repeat  bronchoscopy  revealed  marked  acute  and  chronic  air- 
way inflammation.  Smears  and  cultures  for  bacteria  and  acid- 
fast  bacilli  were  negative,  although  fungal  cultures  grew  a 
mold  with  an  initial  chalky  white  appearance  that  turned  black. 
Further  identification  by  the  Tennessee  State  Microbiologi- 
cal Laboratory  confirmed  the  fungus  as  Sporothrix  schenckii 
based  on  the  presence  of  typical  cigar-shaped  yeast  on  brain- 
heart  infusion  agar  at  37°C. 

After  further  questioning,  the  patient  described  a history  of 
foraging  ginseng  for  the  past  five  years.  The  harvesting  pro- 
cess included  digging  the  roots  of  plants  from  the  ground  and 
then  vigorously  shaking  them  free  of  soil.  He  gathered  almost 
50  pounds  of  ginseng  in  a given  season,  and  it  seemed  this 
activity  was  the  most  likely  cause  for  his  pulmonary  sporotri- 
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chosis.  Itraconazole,  200  mg  three  times  a day,  was  prescribed. 
After  18  months  of  therapy  his  pulmonary  lesions  resolved. 

Discussion 

Infections  due  to  Sporothrix  schenckii  are  most  commonly 
cutaneous,  although  visceral  disease  can  occur  in  various  or- 
gans, including  the  lungs.12  Pulmonary  sporotrichosis  is  an 
entity  whose  diagnosis  is  difficult  to  establish  because  its  pre- 
sentation is  often  slowly  progressive  and  nonspecific.  Further, 
a diagnosis  requires  a high  index  of  suspicion  and  appropriate 
microbiological  testing.  Epidemiologic  risk  factors  for  pulmo- 
nary sporotrichosis  include  exposure  to  hay,  sphagnum  moss, 
straw,  and  soil.  Factors  that  diminish  host  defenses,  such  as 
alcoholism  and  heavy  tobacco  use,  are  associated  with  pul- 
monary involvement.1 2 Clinical  findings  of  pulmonary  sporot- 
richosis frequently  include  cough,  dyspnea,  pleuritic  chest  pain, 
and  hemoptysis.  Constitutional  symptoms  such  as  weight  loss, 
fever,  fatigue,  and  anorexia  may  also  occur.  The  radiologic 
appearance  of  pulmonary  sporotrichosis  on  chest  x-ray  includes 
unilateral  or  bilateral  pulmonary  nodules,  pleural  effusions, 
parenchymal  infiltrates,  or  cavitary  lesions. 

A definitive  diagnosis  of  pulmonary  sporotrichosis  is  made 
by  fungal  culture.  5.  schenckii  grows  initially  as  a white  mold 
and  turns  brown  to  black  after  a few  days.  Confirmation  of  a 
diagnosis  requires  growth  of  the  organism  on  brain-heart  infu- 
sion media.1  S.  schenckii  is  commonly  misidentified  as  a Can- 
dida species  or  may  not  be  identified  because  of  its  slow  growth.4 

Optimal  management  of  pulmonary  sporotrichosis  includes 
resection  of  isolated  cavitary  lesions  followed  by  perioperative 
therapy  with  amphotericin  B or  azole  antifungal  agents.  Com- 
bined therapy  is  associated  with  a 70%  to  80%  cure  rate.5  In 
the  patient  discussed  above,  surgical  resection  was  believed 
imprudent  since  he  had  bilateral  pulmonary  disease.  Chemo- 
therapeutic regimens  not  accompanied  by  surgery  are  fre- 
quently ineffective,  although  itraconazole  has  been  reported 
to  be  successful  in  a limited  number  of  cases. 
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Traumatic  Brain  Injury  Grant  for 
Tennessee  Emergency  Medical 
Services  for  Children 


Jean  Doster,  MS;  Ruth  Hagstrom,  MD,  MPH 


A significant  number  of  rural  facilities  and  pre-hospital 
providers  (including  emergency  medical  services)  are  inad- 
equately prepared  and  equipped  to  care  for  children.  Several 
studies  have  reported  deficiencies  in  the  selection  and  stock- 
ing of  proper  pediatric  equipment  in  community  hospitals. 
Many  communities  participating  in  the  Tennessee  Depart- 
ment of  Health’s  community  diagnosis  process  through  Re- 
gional and  County  Health  Councils  have  identified  improved 
emergency  care  for  children  as  one  of  their  top  priorities. 

The  Tennessee  Emergency  Medical  Services  for  Children 
(TN  EMS-C)  project  has  recently  been  awarded  a $300,000 
grant  by  the  Traumatic  Brain  Injury  (TBI)  Program  to  pro- 
vide special  training  in  the  delivery  of  emergency  care  of 
seriously  injured  and  ill  children  for  physicians  and  nurses  in 
rural  communities.  These  emergency  professionals  will  in  turn 
provide  training  to  pre-hospital  providers. 

The  TN  EMS-C  project  is  a coalition  of  organizations  and 
individuals  from  across  the  state.  Principal  investigators  at  sev- 
eral children’s  hospitals  in  the  state  participated  in  the  appli- 
cation, including  Michael  Carr,  MD,  T.C.  Thompson  Children’s 
Hospital  in  Chattanooga;  Joseph  Childs,  MD,  East  Tennessee 
Children’s  Hospital  in  Knoxville;  Jayant  K.  Deshpande,  MD, 
Vanderbilt  University  Medical  Center  in  Nashville;  and  Jo- 
seph Weinburg,  MD,  LeBonheur  Children’s  Medical  Center 
in  Memphis.  The  Tennessee  Hospital  Association  and  Rural 
Health  Association  of  Tennessee  also  collaborated. 

Members  of  the  coalition  committee  include  representa- 
tives from  the  Tennessee  Chapters  of  the  American  Academy 
of  Pediatrics  and  the  American  Academy  of  Emergency  Phy- 
sicians, Tennessee  School  Nurses  Association,  Tennessee  Medi- 
cal Association,  Tennessee  Ambulance  Service  Association, 
American  Trauma  Society,  and  the  Governor’s  Highway 
Safety  Office.  Representatives  from  the  Tennessee  Congress 
of  the  PTA,  the  Health  Care  Campaign,  TennCare  Advisory 
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Council,  Family  Voices,  Mid-South  SAFE  KIDS  Coalition, 
Mothers  Against  Drunk  Driving,  Tennessee  Conference  on 
Social  Welfare,  Tennessee  Commission  on  Children  and 
Youth,  Blue  Care  of  Tennessee,  and  the  Northwest  Tennes- 
see SAFE  KIDS  Coalition  comprise  other  members. 

The  overall  aim  of  the  TN  EMS-C  project  is  to  minimize 
morbidity  and  decrease  mortality  in  children  who  have  suf- 
fered TBI,  as  well  as  those  who  are  acutely  ill  or  injured  from 
other  causes.  Primary  prevention  is  the  best  method.  Failing 
that,  early  recognition  and  treatment  of  children  who  have 
suffered  TBI  will  minimize  their  secondary  injury  and  long- 
term complications.  Early  airway  intervention  before  hospi- 
talization and  in  the  emergency  department  accounts  for  the 
single  major  improvement  in  the  treatment  of  head  injury 
over  the  last  15  to  20  years.  This  has  reduced  the  chance  of 
hypoxemia  and  hypercarbia,  which  can  exacerbate  the  brain 
injury.  Of  children  treated  in  the  field,  some  30%  or  more 
have  airway  problems  prior  to  arrival  at  a tertiary  care  center. 

The  grant  proposal  aims  to  provide  instruction  in  the  use 
of  pediatric  basic  resuscitative  equipment  to  primary  and  basic 
rural  facilities.  Training  will  be  provided  in  conjunction  with 
the  Tennessee  Hospital  Association  and  the  Rural  Heath  As- 
sociation of  Tennessee.  The  project  will  create  a core  group 
of  trainers  across  the  state  that  would  be  capable  of  instruct- 
ing other  providers  including  EMS  personnel  in  their  region. 
The  original  class  of  108  trainers  will  each,  in  turn,  facilitate 
three  courses  to  providers  in  their  own  region.  The  grant  dol- 
lars will  include  training  supplies  such  as  equipment  for  an 
mtravenous/intraosseous  (IV/IO)  station  and  airway  manage- 
ment station,  along  with  prepared  slides  to  use  in  the  course. 

In  addition,  participating  EMS  providers  and  emergency 
physicians  and  nurses  will  receive  basic  “start  up”  equipment 
for  emergency  treatment  of  children.  The  Broselow/Hinkle 
Pediatric  Emergency  System  is  a treatment  approach  utiliz- 
ing a special  color-coded  tape  to  measure  the  length  of  an 
infant  or  child,  which  is  keyed  to  emergency  drug  dosages. 

(Continued  on  page  309) 
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A Case  of  Traumatic  Fat  Embolism 
Syndrome  Without  Long  Bone  Fracture 

Justin  Digby,  MD;  James  V.  Lewis,  MI) 


Introduction 

Fat  embolism  syndrome  (FES)  is  a group  of  signs  and 
symptoms  occurring  in  about  0.9%  to  2.2%  of  patients  with 
fractures.1-2  The  classic  diagnostic  criteria  of  the  syndrome 
include  hypoxia,  central  nervous  system  depression,  and  pete- 
chiae.  Other  minor  signs  include  tachycardia,  pyrexia,  throm- 
bocytopenia, fat  globules  in  sputum  or  urine,  retinal  emboli, 
and  diminished  hemoglobin  that  cannot  be  accounted  for  by 
blood  loss  or  intravenous  fluid  dilution.1  Long  bone  fractures 
are  a common  etiology  of  traumatic  FES — 95%  of  FES  cases 
are  associated  with  fractures  in  the  lower  extremities  and  5% 
with  fractures  in  the  humerus.1  Isolated  pelvic  fractures  are 
not  mentioned  in  the  etiology  of  FES  in  any  of  the  series 
reviewed.  By  far  the  most  common  presentation  of  FES  is 
hypoxia,  present  in  96%  of  patients  in  one  study,1  although  it 
has  been  documented  in  patients  without  respiratory  com- 
promise.4 Recent  studies  have  documented  the  utility  of  MRI 
and  its  superiority  over  CT  scan  in  diagnosing  cerebral  mani- 
festations of  FES.56  While  fat  embolization  itself  is  a very 
frequent  occurrence,  the  FES,  with  its  clinical  manifestations, 
is  rarer,  and  is  probably  a response  to  parenchymal  fat  em- 
boli in  the  milieu  of  a systemic  inflammatory  response,  such 
as  that  occurring  with  trauma.7  These  manifestations  usually 
appear  within  24  to  48  hours  after  trauma. x 

Case  Report 

A 54-year-old  woman  was  the  unrestrained  driver  of  a car 
struck  on  the  driver’s  side.  Initial  assessment  revealed  bilat- 
eral superior  and  inferior  pubic  rami  fractures  and  some  left- 
sided rib  fractures.  She  was  initially  stable  from  a cardiores- 
piratory standpoint.  Her  initial  Glasgow  coma  scale  was  15, 
and  she  was  admitted  for  observation  and  progressive  am- 
bulation. She  was  given  minimal  supplemental  oxygen  for 
36  hours,  after  which  time  she  developed  progressive  dys- 
pnea despite  adequate  pain  control.  Chest  x-ray  showed  new, 
diffuse  alveolar  infiltrates  (Fig.  1).  After  48  hours,  she  be- 
came increasingly  delirious  and  agitated.  A CT  scan  of  her 
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brain  was  normal.  Despite  medication  adjustments,  her  con- 
fusion became  worse  and  an  EEG  and  MRI  of  the  brain  were 
performed.  The  EEG  showed  diffuse  slowing,  indicative  of  a 
global  cerebral  insult,  and  the  MRI,  performed  on  post-trauma 
day  7,  showed  increased  T2  signal  foci  in  the  deep  white 
matter  of  both  cerebral  hemispheres,  with  a few  additional 
lesions  in  the  subcortical  white  matter  (Fig.  2).  During  this 
time,  she  had  neither  a petechial  rash  nor  thrombocytopenia, 
though  she  did  have  baseline  tachycardia  ( 105/min),  elevated 
temperatures  without  positive  cultures  (to  102.9°F),  hypox- 
emia (Po,  57  mm  Hg  while  receiving  4 L/min  oxygen),  and  de- 
creased hemoglobin  (11.9  gm/dl).  She  was  treated  with  close 
observation  in  the  stepdown  intensive  care  unit  and  with 
bronchodilators  and  facemask  oxygen.  She  was  not  intubated, 
and  received  no  steroids  or  albumin.  A ventilation-perfusion 
scan  and  lower  extremity  Doppler  study  were  negative  for 
pulmonary  embolus  and  deep  vein  thrombosis.  There  was  a 
gradual  improvement  in  mental  status  and  diminished  oxy- 
gen requirements,  and  she  was  discharged  from  acute  care 
on  post-trauma  day  9.  By  day  21  she  was  weaned  from  oxy- 
gen and  had  returned  to  her  baseline  mental  state. 


Figure  1.  Chest  x-ray  at  36  hours  post-injury  showing  diffuse  alveolar 
infiltrates. 
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Discussion 

The  phenomenon  of  respiratory  compromise  after  trauma 
is  a common  one.  This  patient  fit  the  typical  pattern  of  FES, 


Figure  2.  (Left)  MRI  showing  lesions  in  deep  white  matter  of  both  cere- 
bral hemispheres.  (Right)  Additional  MRI  showing  deep  cerebral  hemi- 
sphere lesions. 


namely,  deterioration  in  pulmonary  function  following  an  ini- 
tial period  of  stability.  She  also  had  a coincident  decline  in 
mental  status  and  changes  on  MRI  typical  for  FES.  This  pa- 
tient, however,  had  no  long  bone  fractures.  Patients  with  pel- 
vic fractures  combined  with  long  bone  fractures  have  a docu- 
mented incidence  of  FES,1  but  isolated  pelvic  fractures  are 
not  commonly  cited  in  the  etiology  of  FES.  While  this  case 
of  FES  was  a relatively  mild  one,  it  demonstrates  that  the  proper 
milieu  for  the  physiologic  insults  which  define  FES  can  be 
achieved  without  long  bone  fractures  or  instrumentation. □ 
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(Continued  from  page  307) 

Similarly,  the  color  code  is  linked  to  colored  bags  of  supplies 
to  facilitate  selection  of  the  proper  size  airway  and  equip- 
ment for  IV/IO  access.  This  system  provides  most  of  the  ba- 
sic equipment  requirements  for  primary  and  basic  pediatric 
facilities  as  described  in  the  “Guidelines  for  Pediatric  Emer- 
gency Care”  by  the  American  Academy  of  Pediatrics. 

The  TN  EMS-C  project  has  designed  a course  focusing 
on  the  specific  needs  of  pediatric  patients.  Project  staff  have 
taught  a two-day  course  for  the  past  two  years.  Based  on  the 
feedback  from  the  course  participants  and  hospital  adminis- 
trators, the  education  committee  of  the  project  has  restruc- 
tured the  course  to  meet  the  certification  and  training  needs 
of  the  emergency  care  providers.  If  certification  is  required 
for  employment  as  an  emergency  care  provider,  it  is  usually 
Advanced  Cardiac  Life  Support  (ACLS)  and  occasionally 
Pediatric  Advanced  Life  Support  (PALS). 

The  PALS  curriculum  is  designed  to  train  providers  to  re- 
suscitate a child  in  crisis.  It  does  not  take  into  consideration 

■ broader  care  issues  such  as  the  needs  of  children  and  their 
families,  shaken  baby  syndrome,  near  drowning,  children  with 
special  health  care  needs,  and  other  urgent  and  emergency 
conditions.  By  blending  the  TN  EMS-C  course  and  PALS, 
the  project  can  provide  a comprehensive  course  to  meet  the 
educational  needs  of  the  emergency  care  providers  and  to 
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improve  care  to  those  children  who  have  suffered  TBI  as  well 
as  other  events. 

This  two-day  course  consists  of  both  didactic  training  and 
interactive  skill  stations.  The  didactic  training  consists  of  lec- 
tures that  include  the  epidemiology  of  preventable  incidents 
and  their  respective  interventions.  The  skill  stations  include 
assessment  and  triage,  IV/IO  access,  airway  management, 
including  intubation,  immobilization  and  stabilization,  as  well 
as  mega  code  scenario.  An  additional  benefit  of  blending  the 
courses  will  be  to  minimize  the  professional  leave  time  to 
attend  the  course  and  reduce  the  cost  of  tuition  by  condens- 
ing the  material  into  one  two-day  course.  This  should  increase 
overall  course  participation  over  time.  The  TBI  Program  is 
authorized  to  award  grants  to  municipal  and  county  govern- 
ments and  nonprofit  agencies  to  provide  home-based  and 
community-based  programs  to  TBI  persons  and  their  fami- 
lies. The  TN-EMS-C  has  identified  a critical  need  in  the  com- 
munity and  proposed  a clear  approach  to  improving  the  man- 
agement of  trauma  in  rural  communities.  By  decreasing  the 
severity  of  effects  of  trauma  in  children,  this  project  offers 
the  opportunity  for  an  improved  outcome  for  thousands  of 
injured  children  every  year. 

For  information  on  the  TBI  Program  or  the  TN  EMS-C 
project,  call  Jean  Doster,  program  director,  at  800-882-061 1 .□ 
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News  and  Views 


TMA  Alliance  Report 

The  Partners:  Joining  Forces  To  Build  a 
Stronger  Medical  Alliance 

Despite  the  range  of  changes  that  have  occurred  in  health 
management  and  health  care,  physicians  across  the  country  and 
their  spouses  continue  to  partner  in  effort  to  better  the  cause  of 
medicine.  Through  the  combined  efforts  of  members  of  the 
American  Medical  Association  and  the  American  Medical  As- 
sociation Alliance,  health  care  concerns  in  the  areas  of  domes- 
tic violence,  violence  prevention,  school-based  health,  and  other 
children  and  youth  issues  are  being  investigated  and  treated. 

This  resilient  relationship  substantiates  itself  as  being  a strong 
factor  in  the  area  of  health.  Such  strength  is  needed  especially 
during  a time  when  we  as  a professional  and  social  community 
find  ourselves  plagued  with  new  challenges.  Although  some 
medical  professionals  and  families  may  be  discouraged  by  the 
existing  problems,  we  must  remember  that  confronting  these 
challenges  can  result  in  positive  movement.  But  first  and  fore- 
most we  as  a community  must  remain  committed  not  only  to 
the  cause  but  to  one  another. 

Membership  in  the  AMA  and  the  AMA  Alliance  is  one  of  the 
foremost  ways  we  can  unite  as  a professional-based  community. 
It  is  through  these  organizations  that  our  goal  to  bring  better 
health  care  to  our  communities  can  be  broadened.  Thus  the  task 
of  encouraging  physicians  and  their  spouses  to  become  actively 
involved  in  the  AMA  or  the  AMA  Alliance  can  be  best  pre- 
sented by  you.  Why?  Because  you  are  medicine’s  strongest  ally. 

Physicians  and  their  spouses  must  continue  to  partner  to 
strengthen  the  medical  community.  Through  active  and  support- 
ive involvement  in  the  AMA  and  the  AMA  Alliance,  the  chal- 
lenges and  changes  that  are  occurring  in  medicine  can  best  be 
met,  addressed,  and  resolved  in  a mutually  beneficial  manner. 

Becoming  a member  of  the  AMA  and  the  AMA  Alliance 
affords  the  physician  and  spouse  an  active  voice  through  which 
they  can  both  be  heard.  It  also  engages  us  in  community-based 
programs  established  for  the  purpose  of  providing  better  health 
care  in  our  communities. 

What  better  way  to  extend  the  services  of  the  medical  com- 
munity outside  of  the  confines  of  the  physician’s  office  than  to 
be  able  to  work  hands-on  with  the  very  people  we  seek  to  serve 
and  assist.  What  better  way  to  be  represented  than  by  pledging 
your  commitment  to  the  AMA  and  the  AMA  Alliance. 

Brenda  L.  Law 
TMAA  Membership  Chair 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

Bedford  County  Medical  Society 

Nabil  Atalla,  MD,  Murfreesboro 
Mahmood  Ali,  MD,  Shelby ville 

Benton-Humphreys  County  Medical  Society 

Sharone  E.  Frcinco-Barwise,  MD,  Western  Institute 


Blount  County  Medical  Society 

Mary  E.  Kidd,  MD,  Knoxville 

Chattanooga-Hamilton  County  Medical  Society 

Richard  G.  Bowman  II,  MD,  Chattanooga 
Jeffrey  G.  DeLoach,  DO,  Chattanooga 
Russell  L.  Ellis,  MD,  Chattanooga 
Brian  M.  Kalla,  MD,  Chattanooga 
David  M.  Lowry,  DO,  Chattanooga 
Stella  S.  Thalhamer,  MD,  Hixson 

Consolidated  Medical  Assembly  of  West  Tennessee 

James  L.  Manning,  MD,  Jackson 
Keith  A.  Micetich,  MD,  Jackson 
Charles  W.  Parrott,  MD,  Jackson 

Knoxville  Academy  of  Medicine 

Bradley  L.  Bufkin,  MD,  Knoxville 
Patricia  L.  Eachus,  MD,  Knoxville 
George  W.  Farr,  MD,  Knoxville 
Mark  A.  Gallardo,  MD,  Knoxville 
Alfonso  H.  Janoski,  MD,  Knoxville 
Hasan  Kattan,  MD,  Knoxville 
Roy  King,  MD,  Knoxville 
Jay  A.  Young,  MD,  Knoxville 

Lakeway  Medical  Society 

Elizabeth  A.  Le  Bel,  MD,  Morristown 

Lawrence  County  Medical  Society 

Robert  C.  Owen,  MD,  Lawrenceburg 

Nashville  Academy  of  Medicine 

Chace  T.  Carpenter,  MD,  Nashville 
Kenneth  S.  Sharlin,  MD,  Nashville 

Sullivan  County  Medical  Society 

Preston  S.  Fox,  MD,  Kingsport 
Laurent  J.  Legault,  MD,  Kingsport 

Washington-Lnicoi-Johnson  County  Medical  Association 

Dale  E.  Whitson,  MD,  Gray 

Jack  R.  Woodside  Jr,  MD,  Johnson  City 


In  Memoriam 


J.  William  Baird,  MD,  age  81.  Died  May  8,  1999.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Mem- 
phis-Shelby  County  Medical  Society. 

Edwin  W.  Edwards,  MD,  age  81.  Died  June  2,  1999.  Graduate 
of  Tulane  University  School  of  Medicine.  Member  of  Consoli- 
dated Medical  Assembly  of  West  Tennessee. 

Henry  G.  Jackson,  MD,  age  61.  Died  May  19,  1999.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Sullivan  County  Medical  Society. 


Personal  News 

Ralph  E.  Wesley,  MD,  Nashville,  has  been  elected  vice-presi-  j 
dent  of  the  American  Society  of  Ophthalmic  Plastic  and  Recon- 1 
structive  Surgery. 
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AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  May,  1999.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1 ; for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  I . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

George  F.  Bale,  MD,  Memphis 
Orin  P.  Council,  MD,  Brighton 
Shawn  N.  Gentry,  MD,  Memphis 
Jerry  K.  Humphreys,  MD,  Hermitage 
John  D.  Jones,  MD,  Nashville 
Eugene  R.  Kidwell,  MD,  Kingsport 
James  S.  Powers,  MD,  Pleasant  View 
Crystal  M.  Southerland,  MD,  Greeneville 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of 
CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with 
patients,  participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Center 
Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Oct  7-9  5th  Annual  Fall  Neonatology  Symposium 

Oct  15-16  Phonosurgery  Workshop 

Oct  22-23  Laryngovideostroboscopy  & Therapeutic  Implications 
Workshop 

Dec.  3-4  25th  Annual  High-Risk  Obstetrics  Seminar 

For  more  information  contact  the  Division  of  CME,  Vanderbilt 
University  School  of  Medicine,  D-82 1 1 MCN,  Nashville,  TN  37232; 
Tel.  (615)  322-4030. 

East  Tennessee  State  University 

Continuing  Education  Schedule 

Sept  18  Asthma  in  the  Next  Millennium:  A Hands-On 
Conference 


Oct  1-2 
Oct  15-16 

Oct  22-23 
Oct  23-24 
Oct  26 


Pumpkin  Patch  Pediatric  Conference 

Behavioral  Health  in  Primary  Care:  From  the  Cradle 

to  the  Grave 

2nd  Annual  Osteoporosis  Conference — Chattanooga 
An  Update  on  Geriatric  Medicine — Chattanooga 
HIV/AIDS  Care:  Changing  Concepts — Kingsport 


For  more  information  contact  the  Office  of  CME,  ETSU  Box 
70559,  Johnson  City.  TN  37614-0559;  Tel.  (423)  439-808 1 or  (800) 
222-ETSU. 


University  of  Tennessee 

Continuing  Education  Schedule 

Knoxville 

Sept  24-25  4th  Annual  Cardiology  Update  1999 
Nov  1 1 4th  Annual  Pediatric  Emergency  Medicine  & Trauma 
Sympsosium 

Nov  16-18  Advanced  Cardiac  Life  Support  Course 
Nov  30-Dec  1 Pediatric  Advanced  Life  Support  Course 


Sept  9-10 
Sept  25-26 
Oct  7 
Oct  9-13 
Oct  15 


Oct  28-29 
Oct  30 

Nov  11-12 


Nov  19 
Dec  2-3 


Memphis 

13th  Memphis  Conference  on  the  Newborn 
Tennessee  Neurosurgical  Society — Nashville 
Adolescence:  Critical  Years  for  Women 
Comprehensive  Review  of  Women’s  Health  Care 
Horner  Visiting  Professorship  Series  Alumni  Weekend 

Chattanooga 

9th  Annual  Care  of  the  Aging  Patient  Symposium 
Care  of  the  Patient  With  Cerebrovascular  Disease  for 
Primary  Care  Physicians 

The  Social  Threat  of  the  New  Millennium — Terror- 
ism: Community  and  Medical  Response  to  Biologi- 
cal, Chemical  and  Ballistic  Disorders 
Breast  Disease  Seminar 
6th  Annual  Internal  Medicine  Update 


For  more  information  contact  Mr.  Mike  Spikes,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave..  Memphis,  TN  38163; 
Tel.  (901)  448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physicians 
to  participate  in  the  service’s  activities  for  a period  of  one  day  to 
one  week.  This  program  provides  an  opportunity  for  physicians  to 
study  in  depth  for  a specified  period.  The  schedule  of  activities  is 
individualized  in  response  to  the  physician’s  request  by  the 
participating  department.  The  experience  includes  conferences, 
ward  rounds,  audiovisual  materials  and  contact  with  patients, 
residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recognition 
Award,  AAFP,  and  Continuing  Education  Units  from  Meharry 
Medical  College.  Application:  For  information  contact  Henry  A. 
Moses,  Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical 
College,  1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615) 
327-6235. 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 

Physicians  utilized  in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis  and  Arlington.  Salary 
potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two  year  fellowship  in  Developmental  Disabilities 
encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Bemie  Simons,  Superintendent 

Lee  Thomas,  Superintendent 

Clover  Bottom  Developmental  Center 

Lakeshore  Mental  Health  Institute 

275  Stewarts  Ferry'  Pike 

5908  Lyons  View  Pike 

Nashville,  TN  37214 

Knoxville,  TN  37919 

Telephone:  (615)  231-5372 

Telephone:  (423)  584-1561 

Fax:  (615)  231-5396 

Fax:  (423)  450-5203 

Max  Jackson,  Superintendent 

Russell  Vatter,  Superintendent 

Arlington  Developmental  Center 

Moccasin  Bend  Mental  Health  Institute 

1 1293  Memphis- Arlington  Road 

100  Moccasin  Bend  Road 

Arlington,  TN  38220-5022 

Chattanooga,  TN  37402 

Telephone:  (901)  745-7575 

Telephone:  (423)  785-2271 

Fax:  (901)745-7272 

Fax:  (423)  785-3333 

Henry  C.  Meece,  Superintendent 

Elizabeth  Littlefield,  Superintendent 

Greene  Valley  Developmental  Center 

Western  Mental  Health  Institute 

P.O.  Box  910 

Highway  64  West 

Greeneville,  TN  37744-0910 

Bolivar,  TN  38074 

Telephone:  (423)  787-6568 

Telephone:  (901)658-5141 

Fax:  (423)  787-6574 

Fax:  (901)658-2783 

Joe  Carobene,  Superintendent 

Pete  Davidson,  Superintendent 

Middle  TN  Mental  Health  Institute 

Memphis  Mental  Health  Institute 

221  Stewarts  Ferry  Pike 

865  Poplar  Avenue 

Nashville,  TN  37214 

Memphis,  TN  38174-0966 

Telephone:  (615)  902-7532 

Telephone:  (901)  524-1200 

Fax:  (615)  902-7541 

Fax  (901)  543-6055 

Pat  Womack,  Recruitment 

710  James  Robertson  Parkway 

1 1th  Floor  Andrew  Johnson  Tower 

Nashville,  TN  37243 

Telephone:  (615)  741-8912 

Fax  (615)  741-4567 

These  24  hour  facilities  offer  stable  and  challenging  settings  serving  children  and  adults  who  have 
developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations,  work  with 

an  excellent  team  of  professionals. 

<5 

The  State  of  Tennessee  is  an  equal  opportunity  employer  - 

Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows: 
$35  for  the  first  50  words  ($25  for  TMA  members),  25 
cents  for  each  additional  word.  Count  as  one  word  all 
single  words,  two  initials  of  a name,  single  numbers, 
groups  of  numbers,  hyphenated  words,  and  abbrevia- 
tions. Advertisers  may  utilize  a box  number  for  confi- 
dentiality, if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this 
box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of 
the  2nd  month  preceding  the  desired  month  of  publica- 
tion, and  will  be  subject  to  approval.  No  phone  orders 
will  be  accepted.  Payment  must  accompany  order. 
Each  listing  will  be  removed  after  its  first  publication 
unless  otherwise  instructed.  Fee-for-service  agency 
advertisements  are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO 
Box  120909,  2301  21st  Ave.  South,  Nashville,  TN 
37212-0909.  Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

FAMILY  PHYSICIAN  to  associate  with  and  buy  well-established 
practice  in  thriving  town  of  McMinnville  in  Middle  Tennessee. 
Please  send  CV  to:  Applicants,  418  Oak  Hill  Drive,  McMinnville, 
TN  37110. 


Why  Team  Health? 

“I  enjoy  both  the  clinical  and  business  aspects  of 
healthcare  delivery.  As  a Medical  Director  for 
Team  Health,  l can  still  practice  medicine  and 
work  on  administrative  issues. " 

John  Proctor,  M.D. 

Medical  Director 
Southern  Hills  Medical  Center 
Nashville,  Tennessee;  and 
Regional  Medical  Director 
Middle  Tennessee 

Southeastern  Emergency  Physicians,  an  affiliate  of 
Team  Health,  currently  has  both  full-  and  part-time 
opportunities  throughout  the  United  States. 

Team  Health  offers  its  full-time  independent  contractors 
competitive  compensation,  flexible  scheduling  and  paid 
malpractice  insurance.  Additionally,  you  will  have  the 
opportunity  to  be  affiliated  with  a patient-focused,  phy- 
sician-led group  that  credits  its  success  to  teamwork, 
integrity  and  innovation.  Sorry,  no  J-l  opportunities 
available. 

For  more  information, 
contact  Lee  Ann  Long  at 

1-800-909-8366 

www.teamhealth.com 


HELP  FOR  PHYSICIANS 


The  Tennessee  Medical  Foundation  Physicians 
Health  Peer  Review  Committee  assists  doctors 
who  are  suffering  from  the  disease  of  chemical 
dependence,  or  mental  or  emotional  illness,  or 
both,  including  certain  behaviors  problematic 
for  physicians.  The  thrust  of  the  program  is  re- 
habilitative, not  punitive.  The  Committee  is 
composed  of  physicians  who  have  special  ex- 
pertise in  these  areas,  some  from  personal  expe- 
rience. Effective  treatment  for  these  illnesses  is 
achieved  most  easily  when  the  disease  or  ill- 
ness is  detected  early.  The  Committee  urges 
family,  friends,  and  associates  to  avoid  mis- 
guided sympathy  which  enables  a physician’s 
impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at 
(615)  665-2516  in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 


Immediate 
\ Emergency 
/ Medicine 
Opportunities 


Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available 
in  emergency  departments  throughout  Tennessee, 
Kentucky,  Virginia  and  Georgia.  Physicians  who  are 
board  eligible  or  certified  in  Emergency  Medicine  or 
a primary  care  specialty  with  Emergency  Medicine 
experience  and  current  ACLS  and  ATLS  certifications 
will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid 
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President’s  Comments 


James  Chris  Fleming,  MD 


The  Rumble  in  Chicago: 

The  AMA  Annual  Meeting 

As  president  of  the  Tennessee  Medical  Association,  I had  the  opportunity  to  attend  the  an- 
nual meeting  of  the  AMA  in  June  in  Chicago.  The  presidents  from  all  of  the  state  medical 
associations  were  presented  at  the  inauguration  of  the  new  AMA  president,  and  it  was  indeed  an 
honor  for  me  to  participate  and  to  represent  Tennessee. 

The  business  covered  at  this  annual  meeting  was  to  my  mind  the  most  interesting  covered  in 
years.  There  was  a debate  in  the  House  of  Delegates  that  lasted  two  days  on  the  merits  of  the 
AMA  forming  a collective  bargaining  unit.  I listened  attentively  as  various  physicians  pre- 
sented their  reasons  supporting  their  “pro”  or  “con”  stance  on  the  unionization  of  medicine,  and 
was  impressed  by  both  the  debate  and  the  democratic  process. 

Let  me  share  with  you  some  facts  that  made  me  think  more  deeply  on  this  very  important 
issue.  First,  Aetna,  US  Healthcare,  and  Prudential  Insurance  Companies  have  merged  into  one 
huge  insurance  company  that  will  retain  the  Aetna  name.  This  merger  will  give  Aetna  60%  to 
70%  of  the  insured  market  in  various  parts  of  Texas.  In  Alabama,  Blue  Cross-Blue  Shield  of 
Alabama,  with  its  combined  commercial  and  Medicare  products,  controls  70%  of  that  state’s 
insurance  market.  In  fact,  a recent  resident  of  our  program  could  not  move  to  Alabama  to  begin 
practice  because  he  could  not  get  on  their  provider  roster.  Blue  Cross-Blue  Shield  of  Massachu- 
setts owns  60%  of  the  Massachusetts  market.  What  do  these  facts  mean  to  the  physician?  It 
means  that  it  is  nearly  impossible  for  an  individual  physician  to  negotiate  with  the  insurance 
company.  It  means  that  the  practice  of  medicine  is  not  being  played  on  a level  playing  field. 

This  transformation  of  the  insurance  industry  is  one  of  the  factors  that  motivated  the  AMA 
House  of  Delegates  to  vote  to  form  a collective  bargaining  unit  within  the  AMA.  Certain  basic 
rules  were  laid  out:  There  will  be  no  withholding  of  urgently  needed  care,  there  will  be  no 
strikes,  and  the  AMA’s  Code  of  Ethics  was  accepted  and  will  be  adhered  to. 

Where  will  the  formation  of  a collective  bargaining  unit  within  the  AMA  lead  physicians  in 
the  next  few  years?  I don’t  have  a crystal  ball  to  give  you  an  answer,  but  I can  assure  you  the 
next  few  years  will  be  interesting  ones  for  the  practice  of  medicine.  However,  I do  know  that 
the  present  course  we  are  on,  with  ever  more  powerful  insurance  companies  creating  ever  more 
restrictive  rules  for  both  physicians  and  patients — rules  that  often  have  little  or  no  regard  for 
patient  health,  will  have  to  be  altered. 

Thank  you  again  for  the  opportunity  to  represent  you  in  Chicago  at  this  landmark  meeting. 
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Editorials 


John  B.  Thomison,  MD 


Role  Models  of  the 
Female  Persuasion 


Everybody  knows  Brandi  Chastain — and  unless  they  were  on  the  moon  last  Saturday,  nearly 
everybody  in  the  whole  world  has  seen  Brandi  Chastain,  or  could  have,  as  some  people  think 
e/7  deshabille.  They  think  viewers  saw  more  of  that  very  attractive  young  woman  than  anyone 
ought  to  have.  Of  course,  her  apparel,  even  after  she  shed  some  of  it,  was  still  a paragon  of 
modesty  if  you  compare  it  with  the  view  on  the  average  beach,  or  in  gyms  or  summertime 
shopping  malls.  But  she  . . . Well,  she  . . . 

Studies  have  shown  that  our  memory  plays  us  tricks,  and  that  some  of  the  things  we  may 
remember  as  having  happened  to  us  may  in  fact  have  happened  to  someone  else — someone 
close  to  us,  either  close  by  or  personally  close,  or  even  to  some  stranger  about  whom  we  read. 
I have  some  pretty  vivid  memories  of  my  medical  school  days,  and  1 think  1 can  recall  accu- 
rately who  was  involved  in  them  and  to  what  extent  I myself  was.  Vanderbilt’s  Class  of  1944 
began  medical  school  in  September  1941  with  52  members,  among  them  two  women  and  me. 
The  girls  (we  called  them  girls  in  those  days,  and  so  I will  here,  but  only  here)  were  nice  looking 
and  good  students.  One  of  them  had  it  in  her,  I think,  to  emulate  Brandi’s  jubilation  had  the 
occasion  arisen  and  the  times  been  different,  though  not  then.  We  men  were  neither  astonished 
nor  horrified  to  find  them  in  our  ranks,  and  in  fact  we  enjoyed  their  company,  and  were  gener- 
ally protective  of  them.  The  faculty  treated  them  courteously.  It  was  not  a hard  life  for  them  any 
more  than  medical  school  was  a hard  life  for  everybody,  as  it  still  is,  and  I’m  sure  always  will  be. 

Before  anyone  else  has  a chance  to  say  so,  I want  to  say  that  I suspect  there  are  some  who 
might  maintain  that  some  of  my  remarks  are  sexist.  There  are  some,  not  necessarily  here,  who 
have  even  commented  that  with  her  one  spontaneous,  gleeful  gesture  Brandi  has  undone  all  the 
gains  women  have  so  carefully  and  painfully  made  through  the  past  many  decades,  not  to  say 
centuries.  They,  and  others  for  other  reasons,  are  even  maintaining  that  the  whole  episode  from 
beginning  to  end  was  sexist.  That  Brandi,  along  with  the  rest  of  the  team,  was  sexist  by  being 
sexy,  and  that  anyone  who  paid  any  attention  to  her  gesture,  other  than  to  call  attention  to  its 
depravity,  is  guilty  of  being  sexist  too.  Well,  all  I have  to  say  about  that  is  that  if  you  think  that 
about  this,  you’re  welcome  to.  As  for  me,  though,  I am  unrepentant,  since  I have  nothing  to 
repent  of — or  not  in  this  context,  anyway. 

Well,  back  to  Brandi’s  alleged  indiscretion.  Think  about  it.  Soccer  is  the  number  one  team 
sport  worldwide,  except  in  the  United  States.  To  win  an  international  playoff  is  cause  for  a 
bacchanalia  in  most  countries  of  the  world.  My  wife  and  I were  awakened  in  the  middle  of  the 
night  in  Montecatini,  Italy  some  years  ago  by  what  we  thought  must  be  a revolution.  It  turned 
out  that  Italy  had  won  the  European  soccer  title.  Here  we  have  a team  of  young  American 
women  who  win  the  Women’s  World  Cup!  Then,  horror  of  horrors,  Brandi,  who  has  just  kicked 
the  winning  goal,  strips  off  her  jersey,  twirls  it  around  her  head,  and  casts  it  away  in  jubilation 
into  the  wild  blue.  Or  so  the  headline  told  its  readers. 

“Wow,”  I thought.  “A  striptease  right  out  there  in  front  of  God  and  everybody!”  Until  I saw 
the  photograph.  What  Brandi  actually  uncovered  was  a black  athletic  supporter  that  was  basi- 
cally a cut-off  tank  top,  leaving  her  navel  exposed  to  reveal  that  she  does  not  wear  a belly- 
button  ring.  What  we  have  here  is  a team  of  trim,  athletic,  clean,  very  attractive  young  women 
who,  apparently  to  the  consternation  of  some,  have  in  their  rise  to  fame  played  their  femininity 
to  the  hilt.  Soccer  is  becoming  popular  in  the  United  States,  and  this  is  giving  it  a shot  in  the  arm 
among  the  young  girls,  for  whom  Brandi  and  her  teammates  have  become  role  models.  At  the 
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risk  of  offending  her  detractors  (gleefully,  but  don’t  tell  ’em  I said  so)  1 think  worthy  role 
models.  Soccer  is  a sport  in  which  men  and  women  could  not  unlikely  compete  on  an  equal 
footing,  either  as  opponents  or  teammates.  So  tell  me,  how  does  that  harm  the  cause  of  women? 

We  have  elsewhere  in  this  magazine  thumbnail  sketches  of  five  outstanding  women  in  medi- 
cine. Two  of  them  are  contemporaries  of  mine,  and  are  close  personal  friends.  There  is  no  one 
in  the  world  for  whom  I have  higher  regard  than  Sarah  Sell,  who  has  been  for  nearly  50  years  a 
good  friend,  colleague,  consultant,  and  advisor,  a mentor  of  my  son,  and  of  this  publication  a 
staunch,  helpful  supporter,  both  while  she  was  at  Vanderbilt  and  as  a member  of  the  TDPH.  It 
was  my  privilege  to  serve  with  her  on  the  Board  of  the  Nashville  Academy  of  Medicine,  and  my 
pleasure  to  see  her  become  its  first  female  president.  Due  to  our  geographical  differences,  my 
contact  with  Evelyn  Ogle  has  been  regrettably  briefer,  having  been  entirely  through  the  TMA. 
While  we  were  both  on  the  TMA  Board,  she  gained  the  admiration  and  affection  of  my  wife 
and  me.  She  has  also  been  president  of  her  local  medical  society,  the  Memphis-Shelby  County 
Medical  Society,  and  a perennial  delegate  to  the  TMA  House  of  Delegates. 

The  women’s  soccer  team  seems  glad  to  be  women.  And  they  seem  glad  they  are  attractive 
ones,  to  boot.  And  so  is  nearly  everybody  else.  Those  who  are  bothered  by  Brandi’s  gesture  of 
jubilation  are  mostly  the  same  ones  who  insist  that  men  and  women  are  the  same.  Despite  those 
protestations,  they  are  not.  There  are  basic  anatomical,  as  well  as  physiological  and  psychologi- 
cal, differences.  Though  there  are  exceptions  to  everything,  as  a class,  homo  sapiens,  as  well  as 
all  other  animal  species,  agree:  Vive  la  difference!  Or  so  it  would  seem.  As  a class,  men  can  do 
some  things  better  than  women,  and,  again  as  a class,  women  can  do  some  things  better  than  men. 

But  that  men  and  women  are  different  does  not  mean  that  their  roles  have  necessarily  to  be 
different,  though  there  should  be  some  discretion  as  to  what  activities  are  appropriate  and  timely.  ; 
Both  men  and  women,  however,  are  properly  equipped  for  playing  soccer  and  practicing  medi- 
cine. And,  as  Brandi  and  Pete  Sampras  showed,  both  men  and  women  can  fling  their  jersey  into 
the  crowd  in  jubilation  of  victory.  So  why,  then,  did  Brandi’s  actions  bother  those  it  seems  to 
have  bothered?  Tell  me,  why  did  it,  huh? 

Come  to  think  of  it,  maybe  I’d  rather  not  know. 

As  to  medicine,  the  next  step  is  placing  women  in  the  highest  office  in  organized  medicine  in 
Tennessee,  as  has  already  been  done  in  many  other  states  and  in  the  AMA.  We  have  now  many 
outstanding  women  doctors  in  Tennessee,  all  of  whom  are  admirable  role  models  for  girls  and 
young  women.  Unlike  Brandi  and  her  teammates,  though,  the  five  represented  here  are  role 
models  of  a second  order.  They  are  role  models  for  their  sisters  in  medicine  for  the  next  step: 
their  coming  involvement  in  organized  medicine.  It  is  up  to  us  to  be  sure  that  one  can  victori- 
ously fling  a jersey,  and  soon — even  if  it  be  only  figuratively. 


For  a Mess  of  Pottage  . . . 

A little  girl  came  home  from  her  first  day  at  Sunday  School,  and  in  response  to  a question  by 
her  parents  as  to  what  she  had  learned,  she  replied  that  they  had  sung  a song  about  a cross-eyed 
bear  named  Gladly.  Further  questioning  revealed  that  the  song  was  “Gladly  the  Cross  I’d  Bear.” 
Scriptural  illiteracy  abounds,  and  when  one  is  asked  what  individual  sold  his  birthright  for  a 
mess  of  pottage,  the  immediate  response  more  often  than  not  is  that  it  was  Judas  Iscariot,  whose 
last  name  is  usually  missing,  who  sold  out  his  master,  Jesus.  He  did,  but  it  wasn’t.  The  incident 
in  question  was  a couple  of  millennia  earlier,  and  the  seller  was  Esau,  who  sold  his  birthright  to 
his  brother  Jacob,  later  named  Israel. 

Now,  as  always  there  were  extenuating  circumstances  there.  Anybody  selling  out  to  some- 
one else  always  has  a ready  reason.  Esau,  we  are  told  elsewhere,  despised  his  heritage,  counting 
it  not  worth  a glass  of  water  and  a bite  to  eat.  He  was  famished,  and  it  seemed  a good  trade. 
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Moreover,  he  never  paid  it  a whole  lot  of  mind  later,  either.  What  good  is  it  to  me,  he  said,  if  I 
die  in  the  process?  One  has  to  wonder  what  would  have  happened  had  he  had  the  job  of  bring- 
ing up  the  Jews.  Y ou  have  to  assume  either  that  God  knew  what  he  was  doing,  or  that  it  was  the 
Jews’  lucky  day. 

As  I look  around  me  today,  I find  birthrights  for  sale  cheap  on  every  street  comer.  In  fact,  I 
see  few  places  where  an  appropriate  price  is  placed  on  any  of  them.  I have  become  accustomed 
to  find  them  going  for  a mere  pittance  in  governments  at  home  and  abroad  at  all  levels.  In  fact, 
it  is  not  hard  to  conclude  that  the  seats  of  government  are  inhabited  generally  by  unprincipled 
thieves  and  brigands  among  whom  there  is  no  sense  of  values,  and  the  notion  of  truth  and 
integrity  is  totally  foreign  to  them.  I watched  bemused  as  impeachment  proceedings  were  insti- 
tuted against  the  President  of  the  United  States  by  a Congress  whose  membership  was  at  best 
morally  unprepared  to  pass  judgment  on  anyone.  I frequently  heard  the  name  of  a deity  invoked 
who  I suspect  decided  to  skip  the  proceedings  as  being  beneath  him. 

When  I first  became  acquainted  with  the  Journal  of  the  American  Medical  Association,  of 
whose  parent  I had  already  long  been  a member,  it  was  a publication  of  little  merit  that  attracted 
no  attention  of  anyone  I knew,  and  which  came,  and  almost  always  went,  unread.  Under  the 
editorship  of  George  Lundberg  it  grew  to  be  an  internationally  recognized  authoritative  voice 
of  medicine.  Now  any  editor  worth  having  on  board  is  bound  to  be  at  least  occasionally  contro- 
versial. If  he  pleases  everyone,  he  serves  no  one.  To  be  effective,  an  editor  must  be  allowed 
extensive  latitude.  Dr.  Lundberg  marched  to  a drummer  that  not  infrequently  carried  him  afoul 
of  the  establishment,  and  sometimes  of  his  own  nominal  masters.  An  editor,  though,  can  really 
have  no  other  masters  than  his  own  inner  voice.  The  leadership  of  the  AMA  has  seen  fit  to  still 
that  voice.  I think  that  is  to  its  own  serious  detriment,  and  that  the  damage  is  irreparable.  And 
even  if  it  were  not,  they  are  still  going  about  it  in  the  wrong  way. 

In  its  obviously  superior  wisdom,  the  AMA  has  decided  that  the  JAMA  is  to  be  directed  by  a 
committee.  Listen  to  me,  you  people  in  the  AMA  leadership.  I speak  as  an  editor  for  more  than 
a quarter  of  a century:  It  will  not  work!  When  did  you  ever  see  anything  work  right  that  was  run 
by  a committee?  Why  do  you  think  the  war  in  Vietnam  was  lost?  When  I was  in  medical  school, 
the  school  was  run  by  the  dean.  After  I returned  some  years  later,  the  executive  faculty  took 
over,  things  went  to  hell,  and  a huge  layer  of  administrative  ciphers  ran  around  getting  in  each 
other’s  way,  diffusing  responsibility  to  the  point  that  nothing  ever  got  accomplished,  because 
no  one  was  in  charge.  That’s  when,  and  indirectly  why,  I left  Academia. 

The  latest  victim  of  plebeian  arrogance  is  the  venerable  New  England  Journal  of  Medicine. 
For  a half  century  that  journal  was  the  voice  of  medicine,  primarily  internal  medicine.  Arnold 
Reiman,  himself  the  soul  of  arrogance,  who  followed  the  incomparable  Franz  Inglefinger  as 
editor,  once  had  the  temerity  to  tell  me  that  his  journal  was  the  only  journal  in  the  world  that 
was  unanswerable  to  any  higher  power.  But  despite  his  disclaimer,  the  NEJM did  belong  to  the 
Massachusetts  Medical  Society,  though  the  MMS  left  the  editor  alone.  It  did  then,  but  it  doesn’t 
anymore. 

The  present  masters  of  the  MMS  have  just  seen  fit  to  sell  out  their  journal  for  a mess  of 
pottage.  The  motivation  is,  of  course,  M*0*N*E*Y.  Over  the  years,  the  journal’s  prestige  has 
made  it  a veritable  money  machine  for  the  MSS,  while  still  maintaining  its  scholarly  integrity. 
Its  ability  to  do  that  has  been  due  to  an  almost  picayune  fussiness  of  the  editors  about  its  extra- 
curricular activities.  This  attitude  has  made  the  MMS  see  green,  as  they  watched  the  present 
editor,  Jerome  Kassirer,  proscribe  one  proposed  money-making  venture  after  another,  on  the 
grounds  that  they  would  cheapen  the  journal,  and  ultimately  undermine  its  integrity.  At  last  the 
MMS  leadership  had  had  enough,  and  they  asked  Dr.  Kassirer  to  resign.  He  refused,  so  he  was 
sacked.  You  watch.  They  have  made  a decision  to  kill  the  goose  that  for  decades  has  been 
laying  golden  eggs  for  them . And  along  with  it,  another  editor  who  has  stuck  by  his  moral  guns 
has  been  shot  down. 

It  will  not  work.  The  leaders  of  the  MMS,  as  well  as  of  the  AMA,  have  stepped  onto  a very 
slippery  slope.  The  party  line  is  always  suspect. 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 


Physicians  utilized  in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis  and  Arlington. 
Salary  potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in 
Psychiatry,  Internal  Medicine,  or  Family  Practice.  Physicians  with  a two  year  fellowship  in 
Developmental  Disabilities  encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 


Vacant,  Superintendent 

Clover  Bottom  Developmental  Center 

275  Stewarts  Ferry  Pike 

Nashville,  TN  37214 

Telephone:  (615)  231-5372 

Fax:  (615)231-5396 

James  G.  Armstrong,  Superintendent 
Arlington  Developmental  Center 
1 1293  Memphis-Arlington  Road 
Arlington,  TN  38220-5022 
Telephone:  (901)  745-7575 
Fax:  (901)  7457272 

Henry  C.  Meece,  Superintendent 
Greene  Valley  Developmental  Center 
P.O.  Box  910 

Greeneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
Fax:  (423)  787-6574 

Joe  Carobene,  Superintendent 
Middle  TN  Mental  Health  Institute 
221  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)902-7532 
Fax:  (615)902-7541 


Lee  Thomas,  Superintendent 
Lakeshore  Mental  Health  Institute 
5908  Lyons  View  Pike 
Knoxville,  TN  37919 
Telephone:  (423)  584-1561 
Fax:  (423)450-5203 

Russell  Vatter,  Superintendent 
Moccasin  Bend  Mental  Health  Institute 
1 00  Moccasin  Bend  Road 
Chattanooga,  TN  37402 
Telephone:  (423)  785-2271 
Fax:  (423)  785-3333 

Elizabeth  Littlefield,  Superintendent 
Western  Mental  Health  Institute 
Highway  64  West 
Bolivar,  TN  38074 
Telephone:  (901)  658-5141 
Fax:  (901)658-2783 

Pete  Davidson,  Superintendent 
Memphis  Mental  Health  Institute 
865  Poplar  Avenue 
Memphis,  TN  38174-0966 
Telephone:  (90 1 ) 524- 1 200 
Fax:  (901)  543-6055 


Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Andrew  Johnson  Tower 
Nashville,  TN  37243 
Telephone:  (615)741-8912 
Fax:  (615)  741-4567 


These  24  hour  facilities  offer  stable  and  challenging  settings  serving  children  and  adults  who 
have  developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional  liability 
coverage,  comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic 
affiliations,  work  with  an  excellent  team  of  professionals. 

The  State  of  Tennessee  is  an  equal  opportunity  employer 


Practicing  Medicine 


Women  in  Medicine: 

Still  a Long  Way  to  Go,  Baby 


Brenda  Williams 


No  doubt  about  it,  women  have  come  a long  way 
in  the  medical  profession.  The  average  female  enroll- 
ment in  our  nation’s  medical  schools  is  42%  and  grow- 
ing. Women  physicians  are  entering  more  non-tradi- 
tional  fields  and  are  running  successful  practices. 
They’re  working  to  change  attitudes  and  overcome 
obstacles  that  have  traditionally  barred  them  from 
thriving  in  such  a demanding  field.  They’re  getting 
creative  with  options  that  allow  them  to  pursue  their 
dream  while  raising  a family. 

But  the  bars  are  still  up  on  some  windows,  namely 
the  ones  that  peek  into  the  halls  of  organized  medi- 
cine. Professional  organizations  and  medical  schools 
are  still  largely  run  by  men.  The  Tennessee  Medical 
Association  recognizes  the  discrepancy  and  is  work- 
ing to  make  some  changes.  TMA’s  Executive  Assis- 
tant for  Membership  Services  Phyllis  Franklin  says 
leadership  is  rethinking  the  entire  structure  of  the  As- 
sociation in  the  light  of  changing  demographics. 
“We’re  looking  at  younger  physicians,  minorities,  fe- 
male physicians,  academicians,  and  students;  we 
want  to  get  them  involved  in  organized  medicine,” 
she  says. 

The  leadership  structure  is  one  area  that  is  slowly 
changing.  Franklin  admits  while  the  hierarchy  has 
been  male-dominated,  the  Association  can  now  claim 
its  first  female  vice  president,  Dr.  Phyllis  Miller  of  Chat- 
tanooga. “We  don’t  have  a lot  of  women  leaders,  but 
it’s  getting  better,  and  there  are  a lot  more  opportuni- 
ties in  the  committee  structure.” 

TMA  officials  say  surveys  are  forthcoming  that  will 
help  them  gauge  the  needs  and  wants  of  its  female 
membership  and  hopefully  increase  further  that  1 1 % 
number,  up  from  8.9%  two  years  ago.  In  the  mean- 
time, Franklin  encourages  women  physicians  to  make 
their  wishes  known.  “Instead  of  not  joining  the  TMA 
because  of  perceived  barriers  or  stumbling  blocks, 
we  would  certainly  prefer  that  they  help  us  identify 
obstacles  and  give  us  the  opportunity  to  do  what  we 
can  to  make  membership  more  appealing,”  she  says. 
“This  Association  is  truly  for  all  physicians.” 


Brenda  Williams  is  a freelance  writer  based  in  Nashville. 


TMA  Female  Physicians  in  Profile 

Dr.  Sara  Sell  is  retired  in  Nashville.  The  Birmingham, 
Alabama  native  graduated from  Vanderbilt  Medical  School 
in  1948  and  joined  the  faculty  as  a professor  of  pediatric 
infectious  disease  until  1 9 78.  She  then  went  to  work  in  pub- 
lic health  as  medical  consultant  to  the  Tennessee  Commis- 
sioner of  Public  Health  and  later  as  director  of  environ- 
mental epidemiology,  retiring  in  1992. 

“Medicine  is  a jealous  mistress,”  says  Sara  Sell.  “Medi- 
cine just  takes  absolutely  everything  you've  got.”  In  her  day, 
Sell  says  most  women  in  medicine  didn't  marry,  didn’t  even 
think  of  having  families.  She  was  the  exception  instead  of  the 
rule.  She  entered  Vanderbilt  Medical  School  during  World 
War  II  at  the  urging  of  her  husband,  a family  practitioner. 
“He  made  me  promise  that  if  he  went  overseas,  I would  go  to 
medical  school  while  he  was  gone,  because  he  thought  I was 
bright.  1 thought  it  was  a lot  of  trouble,  but  I agreed.” 

Upon  learning  her  daughter  was  headed  for  medical  school, 
Sell’s  mother  told  her  to  first  be  a lady,  and  then  a doctor. 
Her  family  doctor  had  more  advice:  “You  must  also  be  a 
‘gentleman’ — do  your  share  of  the  dirty  work.  Do  your  work 
and  do  it  well  and  you’ll  get  along  fine.” 

Sell  was  widowed  in  her  second  year  but  continued  her 
quest.  She  later  remarried  and  had  two  sons  while  working  at 
Charity  Hospital  in  New  Orleans.  When  her  husband,  Dr.  Gor- 
don Sell,  joined  the  Vanderbilt  faculty,  Sara  took  a part-time 
job  working  with  the  department  of  pediatrics.  “I  worked  six 
hours  a day,  six  days  a week — they  called  it  half-time  and  they 
paid  me  $2,500  a year,  which  is  what  it  cost  me  to  have  help  at 
home  to  look  after  my  children — but  they  let  me  continue  my 
research  and  it  was  an  interesting  life,  you  know,  busy,  busy, 
busy.  We  lived  in  genteel  poverty;  I went  to  the  farmers’  mar- 
ket and  wore  old  clothes,  but  I couldn’t  wait  to  get  to  work.  I 
was  doing  research  I was  very  interested  in.”  Sell  said  she 
had  very  good  domestic  help  and  a supportive  husband  who 
would  work  around  her  schedule  to  be  at  home  with  the  chil- 
dren when  she  couldn’t  be.  When  she  was  home,  she  gave 
her  family  her  prime  efforts.  That  often  meant  writing  pa- 
pers in  the  wee  hours  of  the  morning  while  everyone  else 
slept.  Once  the  boys  were  in  school.  Sell  joined  the  Vanderbilt 
faculty  full-time  until  she  was  lured  into  public  service. 
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State  Health  and  Environment  Commissioner  Eugene 
Fowinkle  called  on  Sell’s  expertise.  She  helped  set  up  a cancer 
reporting  system  for  Tennessee  hospitals,  and  made  plans  for 
the  cleanup  of  nuclear  facilities  at  Oak  Ridge.  She  chaired  ad- 
visory committees  on  cancer,  kidney  diseases,  and  epilepsy. 
But  her  crowning  achievement  was  her  role  in  the  development 
of  a vaccine  for  Haemophilus  influenzae  type  b,  or  HIB,  the 
most  common  serious  bacterial  infection  in  young  children.  Sell 
helped  organize  a national  conference  at  Vanderbilt  in  1972. 

“Someone  said  only  a woman  would  have  gotten  that 
done,”  she  muses,  “because  these  bright  men  were  egocen- 
tric and  anxious  to  do  their  own  thing  and  be  the  first  one  to 
find  a vaccine.  But  we  decided  we’d  hang  together  and  in- 
stead of  fighting  for  funds  we’d  hold  hands  and  try  to  get  a 
vaccine  that  worked.  So  we  swapped  ideas,  tried  to  figure 
out  the  best  methods.”  Sell  and  her  colleagues  saw  their  ef- 
forts rewarded  in  1974,  with  the  development  of  an  HIB  vac- 
cine for  older  children,  and  again  in  1985  with  a vaccine  for 
children  under  18  months. 

With  a lifetime  of  medical  service  and  accomplishment, 
Sell  has  very  definite  ideas  about  what  it  means  to  be  a woman 
in  medicine.  “If  you  shut  your  eyes  and  look  at  the  record, 
the  women  are  as  bright  as  the  men.”  While  she  believes 
women  are  earning  their  way  in  the  medical  profession,  there 
are  a lot  of  places  where  women  haven’t  been  accepted. 
“There  are  still  some  old-boy  networks  out  there,  but  1 just 
got  along  fine  with  those  old  boys — I just  bend  like  the  wil- 
low and  don’t  break.  The  key  is  to  be  your  own  person  and 
be  a good  physician,  and  all  the  rest  of  it  falls  into  place.” 
She  reiterates  that  regardless  of  gender,  medicine  has  always 
been  a demanding  field.  Sell  paraphrases  a 1910  report  on 
women  in  medicine  in  the  United  States:  “It  ended  by  say- 
ing, ‘Now  that  women  are  acceptable  in  medical  circles,  it’s 
interesting  to  note  how  few  of  our  sisters  are  willing  to  pay 
the  price.’  And  it’s  still  a high  price  today.  I think  women  are 
certainly  to  be  respected,  congratulated,  and  applauded  for 
all  their  efforts.” 

Dr.  Jill  Chambers  is  an  obstetrician/gynecologist  in 
Nashville.  She  finished  the  Vanderbilt  School  of  Nursing 
before  receiving  her  MD  degree  from  the  University  of 
Alabama-Birmingham  Medical  School  in  1974.  She  went 
back  to  Vanderbilt  for  her  internship  and  residency  before 
opening  her  own  private  office.  Recently,  she  was  appointed 
medical  director  of  the  Midlife  Women ’s  Center  at  Centen- 
nial Women ’s  Hospital,  and  is  a representative  to  the  AM  A 
Women  Physicians  ’ Congress. 

Medicine  was  a childhood  dream  for  Jill  Chambers.  “When 
I was  about  1 0, 1 saw  a television  special  on  Albert  Schweitzer, 
and  ever  since  then  I wanted  to  be  a doctor.  Actually,  I wanted 
to  be  a medical  missionary,  but  later  that  changed  and  being 
a doctor  is  just  fine.” 


Chambers  was  working  for  internist  Dr.  Addison  Scoville 
while  she  attended  nursing  school — and  it  was  he  who  en- 
couraged her  to  pursue  a medical  degree.  She  was  one  of  16 
women  out  of  a class  of  130  at  UAB  Medical  School,  and 
characterizes  her  time  there  as  a “difficult”  four  years.  There : 
were  few  women  professors;  one  of  them  advised  Chambers 
to  drop  out  of  medicine  if  she  wanted  a family.  Chambers 
chose  to  stay  in  the  field  and  later  got  married  and  had  two 
sons.  She  says  juggling  both  career  and  family  was  tough. : 
“As  long  as  I had  good  help  at  home,  it  was  manageable 
but  when  I didn’t,  it  was  a nightmare,”  she  says.  “I  think  that 
time  management  is  one  of  the  biggest  challenges  for  women 
in  medicine.  No  one  has  the  answer  of  how  best  to  balance  a 
career  that  is  as  demanding  as  medicine — the  demands  of: 
time,  demands  on  your  psyche — no  other  job  compares.” 

The  field  of  ob/gyn  is  a rewarding  one,  she  says,  but  it 
comes  with  its  share  of  high  adrenaline  moments,  weekend  I 
work,  and  sleep  deprivation.  When  her  children  were  young,1 
Chambers  decided  to  limit  her  practice  to  gynecology,  to  cut 
down  on  night  calls  and  improve  the  quality  of  time  at  home. 
“My  children  were  only  going  to  grow  up  once,  and  if  I missed 
that,  there  was  no  way  to  recapture  those  memories,”  she 
recalls.  “Although  I loved  obstetrics,  I was  not  willing  to 
sacrifice  spending  time  with  my  children  as  they  grew  up.” 

These  days,  job-sharing  is  an  option,  but  Chambers  points; 
out  it’s  still  a fledgling  idea.  “It’s  been  very  hard  in  general  foi 
women  in  medicine  to  find  part-time  work.  I think  we  need  to 
have  more  opportunities,  or  two  women  need  to  be  more  pro- 
active and  both  interview  for  the  same  position.  Job-sharing  is| 
really  the  only  way  to  do  this  while  your  kids  are  young.” 

Her  kids  are  now  16  and  20  years  old,  so  the  challenge  now 
is  to  run  her  practice  and  do  her  part  to  pave  the  way  for  other 
women  in  medicine.  Chambers  is  past-president  of  Tennessee 
Women  in  Medicine  and  the  Nashville  Ob-Gyn  Society;  she’s 
also  a member  of  the  Tennessee  Medical  Association  and  woulc 
like  to  see  more  women  participate  in  organized  medicine. 

“The  reason  women  hesitate  to  get  involved  in  organiza- 
tions is  that  they  already  have  two  full-time  jobs — career: 1 
and  family.  They  don’t  have  time  to  serve  on  committees  fo 
12  years  and  pay  their  dues.  Organizations  should  develop 
some  type  of  fast-track  or  mentoring  program  to  bring  womei 
along,  get  them  ready  to  serve,  and  teach  them  the  ropes.”  Sh< 
adds  that  medicine  benefits  from  the  input  of  women.  “Whei 
women  are  involved  in  professional  organizations  or  govern 
ment,  they  champion  the  rights  of  women  and  children;  the]; 
may  do  a lot  of  other  things  as  well,  but  frequently  were  i 
not  for  the  involvement  of  women,  those  issues  would  not  b^ 
brought  to  the  forefront.  It  took  a woman  physician,  Flo 
rence  Hazeltine,  to  point  out  that  the  NIH  funded  researcl 
that  did  not  include  women  in  their  studies.” 

As  for  the  contributions  of  her  gender,  Chambers  says  sh 
hesitates  to  point  out  the  different  qualities  in  male  and  femal 
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physicians.  “What  I learned,  I learned  from  male  faculty,  be- 
cause there  were  no  female  faculty  members.  The  only  men- 
tors and  models  I had  were  male  physicians.  I modeled  myself 
after  Doc  Scoville — he  was  that  kind  of  doctor.” 

“Bottom  line  is  that  women  should  be  allowed  to  choose 
whatever  career  they  feel  interested  in  or  called  to.”  She 
emphasizes  that  women,  more  than  men,  have  to  be  prepared 
for  the  juggling  act  that  comes  with  being  a physician.  “When 
I talk  to  women  physicians,  1 tell  them  to  marry  the  right 
man,  because  having  a marriage  that  works  and  a partner 
who  supports  you  in  your  career  and  helps  with  children  and 
household  management  can  make  all  the  difference  in  the 
world  toward  being  able  to  practice  and  being  able  to  cope 
with  the  demands  of  practice  . . . and  still  having  a life.” 


Tennessee  Medical  Schools  Tally 
Their  Female  Numbers 

Tennessee’s  medical  schools  proudly  point  to  a growing 
female  contingency,  closely  aligned  with  national  figures. 

"We  don  't  have  a specific  numerical  goal,  but  we 've  had 
a long  history  of  commitment  to  increasing  women  and  mi- 
norities and  we ’ve  done  that.  This  year 's  entering  class  is 
between  38%  and  42%;  it 's  pretty  close  to  the  national  aver- 
age. [Female  students]  see  when  they  come  to  interview  that 
there  are  women  on  the  admissions  committee  and  course 
directors  that  are  women;  there  are  a lot  of  role  models,  and 
this  is  a good  place  to  be.  ” 

UT-Memphis  School  of  Medicine 
Asst.  Dean  of  Admissions  Nelson  Strother 

“I  think  we  ’ll  end  up  with  over  50%  this  year.  We  try  to 
have  a good  balance  of  women,  minorities  and  diversity,  not 
only  in  race  or  gender  but  in  thought  and  experience.  We  're 
just  seeing  a number  of  these  ladies  laying  down  some  most 
excellent  credentials;  it just  happens  to  be  that  many  of  them 
are  women.  We 've  been  fortunate  enough  to  use  the  whole 
person  approach  to  the  admissions  process.  What  we  ’re  in- 
terested in  is  attracting  and  graduating  the  most  outstand- 
ing doctors  in  America,  and  if  that  happens  that  some  of 
them  are  women,  then  so  be  it.  ” 

ETSU  Quillen  School  of  Medicine 
Asst.  Dean  of  Admissions  Doug  Taylor 

"We  had  4,424  applicants  this  year;  1, 770  were  female — 
that 's  40%.  At  the  present  time  we  have  a class  size  of  104, 
and  41%  of  those  are  female  students.  It’s  not  yet  close  to 
50%,  but  we  're  working  in  that  direction.  We  have  a very 
low  attrition  rate  and  I think  it ’s  pretty  blind  to  the  sex  of  the 
individual.  We  ’re  very  keen  on  attracting  women  and  the 
reason  for  that  is  they  make  very  good  medical  students  and 
very  good  physicians.  " 

Vanderbilt  University  School  of  Medicine 
Admissions  Chairman  Dr.  John  Lukens 


Dr.  Evelyn  Ogle  of  Memphis  is  retired.  She  graduated 
from  the  University  of  Tennessee-Memphis  College  of  Medi- 
cine in  1947.  After  practicing  pediatrics  in  Detroit,  Corpus 
Christi,  and  Memphis,  she  organized  the  first  EEG  labora- 
tory at  Methodist  Hospital,  and  was  its  first  director  until 
1995.  She  also  was  director  of  other  EEG  laboratories  in 
hospitals  in  West  Tennessee  and  Arkansas. 

She  was  always  interested  in  science  and  thought  she’d  prob- 
ably be  a laboratory  technician,  when  a cousin  in  medical 
school  urged  her  to  go  ahead  and  get  her  medical  degree. 
This  was  back  during  what  Evelyn  Ogle  calls  “The  Dark  Ages.” 
During  her  interview,  an  assistant  dean  told  her  she  “won’t 
do  anything”  with  her  degree  and  would  “deprive  a man  of 
being  a doctor.”  “He  felt  like  women  shouldn’t  be  there,” 
she  recalls.  But  there  was  little  opposition  from  her  mostly 
male  classmates — they  enjoyed  having  her  around  because 
she  “blushed  very  easily”  when  they  told  their  jokes.  “At 
that  time,  there  was  no  doubt  the  field  of  medicine  was  a 
man’s  world,”  she  says.  “I  didn’t  care  to  make  waves,  I just 
wanted  to  get  an  education  and  a degree.” 

After  graduating,  she  found  a pediatric  internship  at  St. 
Joseph’s  Hospital;  most  other  hospitals  wouldn’t  take  a fe- 
male intern.  The  next  few  years  saw  the  Ogle  family  moving 
from  Memphis  to  Detroit,  to  Corpus  Christi  during  the  Ko- 
rean War,  back  to  Memphis,  Minneapolis  and  Memphis  again, 
always  in  pursuit  of  more  medical  training  for  this  two-doc- 
tor  family.  During  that  time,  Ogle  had  two  babies  and  alter- 
nately worked  in  pediatrics  with  the  help  of  a full-time  nanny, 
and  stayed  home  with  the  children  herself.  Back  in  the  Bluff 
City,  Ogle  was  enticed  with  the  offer  of  setting  up  EEG  labo- 
ratories and  spent  the  next  20  years  in  that  pursuit. 

Ogle  says  things  have  changed  for  the  better  for  women 
in  medicine.  “Back  then,  there  were  no  women  mentors;  I had 
no  women  instructors,  there  was  nothing  for  us  to  look  up  to.” 
She  says  women  are  slowly  taking  their  rightful  places,  but 
there  is  more  to  be  done.  “Hopefully,  we’ll  see  more  women 
physicians  in  the  teaching  area,  more  women  deans,  depart- 
ment heads,  and  chairs.”  She  stays  active  in  the  UT  Memphis 
College  of  Medicine  alumni  council,  and  proudly  says  her  alma 
mater  is  using  female  physicians  in  its  various  departments 
and  giving  them  more  responsibility.  Ogle  is  also  playing  role 
model,  as  a past-president  of  the  Memphis-Shelby  County 
Medical  Society,  a member  of  the  TMA  House  of  Delegates, 
and  the  TMA  Foundation  Board.  It’s  a long  way  from  being 
told  she  “won’t  do  anything”  with  her  medical  degree. 

Dr.  Jane  Segal  is  an  orthopedic  surgeon  in  Nashville. 
A New  York  native,  she  graduated  from  Vanderbilt  Uni- 
versity Medical  School  in  1988  and  returned  to  her  home 
state  for  residency  training.  After  a fellowship  at  Tufts  Uni- 
versity Hospital,  she  opened  her  practice  in  Nashville  in 
1994. 
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Medicine  was  all  in  the  family  for  Jane  Segal.  Her  immi- 
grant grandfather  was  a general  surgeon,  her  father  an  ortho- 
pedic surgeon  who  died  when  she  was  young.  “In  the  back 
of  my  mind,  1 was  very  curious  about  it  and  was  really  very 
interested  in  science,  biology,  stuff  like  that,”  she  says.  After 
focusing  on  her  strengths  in  school,  she  realized  her  interest 
in  medicine  was  only  natural.  “When  it  came  down  to  it, 
medicine  seemed  like  an  endless  opportunity  to  work  with 
people  and  never  to  be  boring.” 

Segal’s  class  in  medical  school  was  about  25%  female, 
and  while  there  were  some  women  who  felt  slighted,  she 
wasn’t  one  of  them.  “I  never  experienced  discrimination.  1 was 
very  lucky  to  be  encouraged  by  everyone  I worked  with.”  She’d 
heard  about  the  “old  boys”  attitude  that  said  a surgeon  had  to 
be  tough,  100%  dedicated,  and  give  120  hours  a week.  She’d 
also  heard  that  women  who’d  gone  before  her  had  to  be 
tougher  than  the  guys  to  succeed.  But  Segal  was  fortunate 
enough  to  benefit  from  changing  attitudes,  and  she  says 
women  are  to  thank  for  that. 

“There’s  a whole  revolution  in  the  training  and  percep- 
tion in  the  life  of  a physician,”  she  says.  “Having  women  in- 
volved has  precipitated  a change  in  attitude — it’s  turned  more 
from  a way  of  life  to  part  of  your  life.”  Segal  says  younger 
doctors,  both  men  and  women,  want  to  be  involved  in  their 
families  now.  As  a result,  schedules  are  more  flexible.  “I  know 
some  women  who  share  a practice  and  the  job-sharing  op- 
portunities are  expanding.  Male  physicians  are  more  tolerant 
than  they  get  credit  for,”  she  says.  “I’ve  had  three  kids  and 
my  partners  have  been  nothing  but  supportive.” 

At  home,  her  own  husband  pitches  in,  and  Segal  has  a 
nanny  with  the  children  during  the  day.  “The  main  part  of 
my  balance  is  to  try  to  limit  my  work  hours.  I take  some  ER 
calls,  but  I don’t  seek  extras,  so  1 have  a good  amount  of  time 
with  my  kids.”  While  that’s  been  helpful  as  far  as  maintain- 
ing her  sanity,  Segal  admits  it  has  probably  hurt  her  profes- 
sionally. It’s  a tradeoff  she’s  willing  to  make,  and  she  says 
women  make  them  more  than  men.  “As  much  as  men  chip  in 
around  the  house,  you’re  still  the  'mommy,’  and  there’s  only 
one  ‘mommy.’  ” 

Overall,  Segal  says  the  medical  profession  will  continue 
to  evolve  as  more  women  become  involved.  She  cites  rising 
enrollment  of  women  in  medical  school,  affirmative  action 
programs  to  recruit  more  women,  and  the  growing  influx  of 
female  physicians  into  traditionally  male  specialties.  Segal 
says  she’s  happy  with  her  atypical  choice.  “In  my  opinion, 
orthopedic  surgery  is  just  more  fun.  It’s  an  exciting  subspe- 
cialty that’s  constantly  changing.  It’s  never  boring.” 

Dr.  Phyllis  Miller  is  an  obstetrician/gynecologist  in  Chat- 
tanooga. She  received  her  degree  from  the  University  of 
Tennessee-Mentphis  Medical  School  in  1971  and  returned 
home  to  finish  training  and  open  her  practice.  She  is  the 
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new  TMA  vice-president  for  East  Tennessee  and  a repre- 
sentative to  the  AMA  Women  Physicians’  Congress. 

“The  happiest  day  of  my  life  was  when  I got  the  letter  for 
medical  school  acceptance,”  Phyllis  Miller  says.  Growing  ' 
up  in  rural  Polk  County,  she  always  knew  she  wanted  to  be 
in  the  medical  profession,  possibly  influenced  by  the  kindly 
country  doctors  who  treated  her  ill  parents. 

Miller  was  one  of  six  women  in  a class  of  1 00  at  UT  Mem-  i 
phis  Medical  School,  and  says  she  rather  enjoyed  it.  “There 
may  have  been  a time  or  two  when  I maybe  felt  bias  against 
me,  but  for  the  most  part  it  was  okay,”  she  remembers.  “I 
think  as  a rule  women  in  a male-dominated  profession  have 
to  go  the  extra  mile  to  be  accepted,  but  that’s  fine  and  you’re 
better  doctors  for  it.” 

After  establishing  a private  practice.  Miller  married  and 
had  a daughter.  “It’s  a balancing  act.  Any  parent,  male  or 
female,  has  to  struggle,  but  it’s  generally  more  of  an  issue 
for  women  than  men,”  she  says.  “I  was  lucky  in  a lot  of  ways 
to  have  very  committed  long-term  caretakers  that  helped  me 
out.”  A few  years  later,  her  marriage  became  a casualty  j 
through  divorce,  and  Miller  relied  on  grandparents  and 
babysitters  to  help  with  child  care  while  she  worked  full- 
time. 

Her  daughter  is  now  20,  and  Miller  busies  herself  less 
with  obstetrics  and  more  with  gynecology;  less  with  parenting 
and  more  with  leadership  in  the  medical  community.  As  the 
first  woman  named  a TMA  vice-president.  Miller  is  thought- 
ful about  the  role  she  wants  to  play.  “I  think  it’s  strictly  a 
timing  issue,  but  I think  the  main  thing  is  to  do  a good  job  as 
a physician  and  whatever  position  you’re  in,  regardless  of 
gender.  1 hope  my  contribution  will  be  to  create  a positive 
impression  on  the  organization  that  would  lead  to  more  op- 
portunities for  other  women.” 

She  believes  more  women  will  find  a niche  in  organized 
medicine,  particularly  the  TMA,  as  they  enter  appropriate 
phases  of  their  life.  “What  happens  so  much  for  women  is 
that  for  years,  you’re  involved  in  raising  a family,  so  there’s 
really  only  so  much  of  you  to  go  around.  I think  these  are 
things  you  do  before  children  and  after  children — I call  it 
B.C.  and  A.C.,”  she  laughs.  “I  would  hope,  and  I think,  more  i 
will  be  involved.  For  one  thing,  the  sheer  numbers  of  women 
in  medicine  are  increasing,  and  as  they’re  more  involved  in 
leadership,  they’ll  be  more  tuned  in  to  ways  to  make  it  easier 
for  women  to  participate.” 

Along  with  her  hopes  for  fellow  women  physicians,  Miller 
says  she  also  wants  to  use  her  leadership  roles  to  address 
important  issues  like  managed  care  and  the  changing  medi- 
cal environment.  She  recalls  growing  up  in  a rural  household 
with  no  health  care  coverage.  “That  was  back  in  the  days 
when  you  paid  your  medical  bills  with  turnip  greens,  and  I 
saw  physicians  who  provided  care,  not  worrying  about  the|  to 
almighty  dollar.  I am  very  sensitive  to  those  issues. ”□ 
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Practicing  Medicine 


Business  and  Medicine 

Alexander  C.  McLeod,  MD,  MBA 


For  many  physicians,  the  current  mixture  of  business  and 
medicine  seems  like  a new  world.  This  essay  looks  at  this 
relationship,  in  terms  of  both  the  physician  and  business  and 
medicine  and  management,  and  as  a problem  with  a solu- 
tion. Concern  about  money  and  the  medical  profession  is  not 
new.  What  we  are  experiencing  at  the  present  time  is  a new 
awareness  of  money  and  the  profession.  Society  has  often 
dealt  with  problems  revolving  around  money  by  targeting 
money  as  the  problem  source.  Money  itself  is  not  evil.  The 
problem  lies  in  how  we  view  it  and  use  it. 

The  Problem:  The  Physician’s  Dilemma 

The  physician’s  dilemma  is  to  balance  three  components 
of  life:  medicine,  time,  and  money.  This  dilemma  has  always 
been  present  for  physicians  and  will  always  be  with  them. 

Plato  [427?  - 347  BCJ  wrote: 

No  physician,  in  so  far  as  he  is  a physician,  considers  his  own 
good  in  what  he  prescribes,  but  the  good  of  his  patient,  for  the  true 
physician  is  also  a ruler  having  the  human  body  as  a subject,  and 
is  not  a mere  moneymaker. 

Maimonides  [1135-1204]  prayed: 

Oh.  Grant 

That  neither  greed  for  gain,  nor  thirst  for  fame,  nor  vain  ambition. 
May  interfere  with  my  activity. 

For  these,  I know,  are  enemies  of  Truth  and  Love  of  men. 

And  might  beguile  one  in  the  profession 
From  furthering  the  welfare  of  Thy  creatures. 

The  Physician  and  Business 

Business  plays  a significant  role  in  the  physician’s  life  in 
three  stages:  personal,  professional,  and  potential.  As  he  re- 
ceives his  degree,  personal  financial  decisions  meet  the  physi- 
cian in  the  repayment  of  education  loans.  If  not  already  pres- 
ent, home  mortgage  and  household  expenses  arise.  Then  there 
are  investments  and  education  of  children,  insurance,  and 
retirement  planning.  The  physician  is  little  prepared  for  even 
these  basic  financial  matters,  having  so  focused  his  premedi- 
cal and  medical  education  and  training.  When  the  physician 
enters  practice,  the  financial  questions  multiply.  This  may 
have  been  simpler  in  the  days  of  solo  practice,  now  a dino- 
saur, but  is  more  complex  in  the  group  setting  so  dominant 
today.  One  must  be  able  to  evaluate  practice  income  needs 
and  the  value  of  fringe  benefits,  and  multiple  legal  and  ac- 
counting elements  that  are  also  involved:  malpractice,  fraud 

Reprint  requests  to  PO  Box  50401,  Nashville,  TN  37205  (Dr.  McLeod). 


and  abuse,  regulation,  billing,  collections,  third  parties,  and 
taxes.  Employment  and  managed  care  contracts  present  com- 
plex negotiation  requirements.  The  management  of  person- 
nel and  the  adjustment  to  group  dynamics  are  difficult.  Part- 
nerships and  corporations  demand  knowledge  often  lacking 
in  the  physician.  Marketing  and  strategic  planning  for  one’s 
practice  situation  in  today’s  competitive  professional  world 
require  special  knowledge. 

Even  if  the  personal  and  professional  stages  are  mastered, 
many  potential  advanced  areas  lie  ahead.  Group  leadership 
and  professional  management  techniques  must  be  learned. 
Medical  directorships  require  special  knowledge.  High-risk 
investments  and  entrepreneurship  are  complex  financial  ar- 
eas. Increasingly,  physicians  will  face  decisions  about  career 
changes.  Management  subjects  that  may  be  required  in  these 
situations  include  financial  accounting,  regulation  and  legal 
knowledge,  strategic  planning,  information  technology,  merg- 
ers and  acquisitions,  human  resources,  operations,  negotia- 
tion skills  and  conflict  resolution,  marketing  and  communi- 
cation, as  well  as  leadership  and  organizations  development. 

Medicine  and  Management 

Working  with  management,  while  not  a totally  new  expe- 
rience for  physicians,  involves  additional  areas  of  expertise, 
and  is  more  widespread  than  it  was  a generation  ago.  Con- 
flicts between  professionals  and  management  are  not  new, 
but  they  do  not  have  to  be  a part  of  the  system.  The  system 
functions  best  without  such  conflicts.  The  question  lingers  for 
most  physicians  as  to  whether  management  is  friend  or  foe. 

In  an  ideal  world  we  would  want  to  see  a balance  of  power 
between  patients,  providers,  and  payers.  In  the  past,  physi- 
cians had  power  in  hospitals  and  administrators  were  almost 
figureheads.  When  money  became  tight  for  hospitals,  and 
hospitals  became  more  competitive,  power  shifted  to  admin- 
istrators, who  were  now  called  managers.  Physicians  became 
pawns  in  competition  between  hospitals,  being  courted  on 
the  one  hand  and  controlled  on  the  other.  Distrust,  misunder- 
standing, poor  communication,  and  bilateral  greed  increased 
the  distance  between  physicians  and  managers.  Even  in  this 
situation,  however,  the  provider — physicians  and  hospitals — 
retained  the  dominant  power. 

With  the  provider  segment  divided,  the  payor  segment 
stepped  in  to  grasp  the  reins.  First  it  was  the  government,  then 
insurance  companies,  then  managed  care  companies.  Because 
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the  hospital  managers  controlled  the  larger  financial  base  in 
the  provider  segment,  physicians  lost  control,  for  all  intents  and 
purposes,  of  the  profession.  Physicians  have  begun  to  recog- 
nize their  situation  and  are  now  working  to  regain  control  by 
acquiring  managerial  knowledge  and  expertise  themselves. 

To  complete  the  analysis,  we  should  remember  the  third 
segment,  the  patient.  While  it  seems  unlikely  that  the  power 
will  ever  effectively  shift  to  the  patient,  the  development  of 
alternative  medicine  and  the  political  power  of  organizations 
such  as  the  American  Association  of  Retired  Persons  can  be 
seen  as  forces  in  such  a trend.  Another  question,  with  a likely 
negative  answer,  is  whether  any  balance  can  ever  be  obtained. 

If  the  provider  segment  is  to  regain  some  of  its  earlier  power, 
and  if  a balance  is  ever  to  be  obtained,  physicians  and  manag- 
ers must  learn  to  work  together.  One  of  the  sources  of  the  gap 
between  the  two  groups  can  be  found  in  their  educational 
differences.  Physicians  tend  to  be  lone  wolves,  a result  of  the 
triple  pyramidal  educational  and  training  system  they  experi- 
ence. The  competition  in  premedical  studies  for  medical  school 
admission  creates  a lonely  study  world  for  most  undergradu- 
ate students.  This  is  repeated  in  medical  school,  where  compe- 
tition begins  early  for  postgraduate  training  placement.  In 
postgraduate  training  systems,  the  pyramidal  system  reaches 
its  pinnacle  in  the  climb  up  the  power  structure  ladder  toward 
the  chief  residency.  Further,  seeking  disease  tends  to  create  a 
negative  orientation  for  physicians:  we  search  for  negative 
conditions,  often  neglecting  positive  aspects  in  our  patients’ 
health  picture.  These  two  trends  contrast  sharply  with  man- 
agement schooling.  Group  efforts  are  the  norm  for  this  educa- 
tional process,  aimed  toward  developing  a team  attitude  and 
approach.  Management  students  are  taught  to  seek  opportu- 
nity where  a problem  exists,  creating  a positive  attitude.  These 
basic  educational  differences  must  be  bridged  to  allow  physi- 
cians and  managers  to  learn  to  work  together,  and  addition- 
ally, some  physicians  must  become  managers. 

Abraham  Flexner,  to  whom  medicine  in  the  United  States 
owes  a great  debt  for  the  strengthening  of  its  medical  schools 
earlier  in  this  century,  wrote:  “Medical  education  is  a techni- 
cal or  professional  discipline;  it  calls  for  the  possession  of 
certain  portions  of  many  sciences  arranged  and  organized  with 
a distinct  practical  purpose  in  view.  This  is  what  makes  it  a 
‘profession.’  Its  point  of  view  is  not  that  of  any  one  of  the 
sciences  as  such.” 

The  medical  profession  must  recognize  that  management 
also  requires  the  profession’s  attention.  Until  recently,  we 
have  failed  in  that. 

The  Solution:  Education 

If  one  were  to  score  the  physician’s  preparation  for  each  of 
the  three  elements  needed  for  solving  his  practice  dilemma, 
we  could  proudly  give  ourselves  a score  of  greater  than  95  to 
medicine.  For  management  of  time,  about  which  we  could 


learn  much  from  management  as  to  techniques,  we  might 
score  80.  For  money  management,  our  score  is  very  likely  to 
be  in  the  range  of  40. 

The  two  most  important  management  lessons  physicians 
must  learn  are  the  language  of  business,  and  teamwork  and 
communication.  With  a better  understanding  of  the  language, 
we  can  communicate  with  managers  effectively.  The  second 
lesson,  teamwork  and  communication,  is  perhaps  the  most 
difficult  lesson  for  us  physicians  to  learn.  Physicians  are  dic- 
tatorial: we  tell  patients  what  to  do  and  expect  them  to  do  it. 
We  must  be  aware  that  this  approach  is  not  that  of  other  pro- 
fessions, including  management,  and  cannot  expect  them  to 
accept  our  dictates  any  more  than  we  ourselves  tolerate  the 
dictatorial  demands  of  others. 

There  are  four  ways  to  gain  the  education  we  need,  but 
only  two  really  work.  The  school  of  hard  knocks,  which  un- 
fortunately is  the  usual  business  learning  experience  for  phy- 
sicians, is  wasteful,  tardy,  and  incomplete.  Self-education  is 
better  than  no  education  at  all,  but  is  inadequate.  Through 
continuing  education  such  as  seminars,  executive  MBA  pro- 
grams, and  programs  such  as  those  offered  by  the  American 
College  of  Physician  Executives,  we  can  effectively  gain  the 
knowledge  we  are  lacking.  What  the  profession  must  do, 
however,  is  to  develop,  as  a part  of  medical  school  curricula, 
business-oriented  introductory  courses  to  provide  the  base 
for  later  expanded  learning  and  application. 

For  the  past  two  years,  a pilot  project  has  been  underway 
at  Vanderbilt  University  and  has  been  very  successful.  The 
Owen  Graduate  School  of  Management  has  developed  a se- 
ries of  health  care  management  seminars.  Tuition  grants  have 
been  obtained  from  the  pharmaceutical  firms  Novartis  and 
Hoechst  Marion  Roussel  for  four  second-year  medical  stu- 
dents for  each  of  the  past  two  years.  The  students  have  partici- 
pated in  a 50-hour  seminar  course,  Management  Principles 
in  Health  Care,  given  by  Owen  faculty  over  a period  of  17 
weeks.  All  of  the  topics  pertinent  to  the  potential  situations 
mentioned  above  are  covered.  The  response  of  the  students 
has  been  positive,  and  they  have  contributed  to  the  class  inter- 
change in  an  equally  positive  way.  It  is  this  type  of  instruction 
that  needs  to  be  brought  into  the  medical  school,  utilizing 
management  school  faculty  to  cover  the  basics  of  their  sci- 
ence. Once  this  has  been  effectively  introduced  into  the  medi- 
cal school  curriculum,  the  development  of  closely  coordi- 
nated MD/MBA  programs  could  become  a further  step  in  the 
process  of  developing  more  effective  physician  managers. 

With  such  an  approach  we  can  increase  the  scores  for  time 
and  money  to  match  the  95  score  of  medicine  and  solve  a 
large  part  of  the  physician’s  dilemma.  We  physicians  must 
learn  from  the  management  school  approach  to  take  a more 
positive  approach,  to  work  together  as  a team,  and  to  com- 
municate more  effectively.  The  problem,  then,  is  actually  an  | 
opportunity.  The  solution  is  there  for  us  to  learn. □ 
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Practicing  Medicine 


Health  Policy  Report 

Planning  Physician  Supply: 

Too  Hot,  Too  Gold,  or  Just  Right? 

David  M.  Mirvis,  MD 


A report  issued  in  1981  by  the  Graduate  Medical  Educa- 
tion National  Advisory  Committee  (GMENAC)  predicted  that 
by  the  year  2000  there  would  be  a significant  surplus  of  phy- 
sicians in  the  United  States.1  Since  that  report  was  released, 
many  others  have  analyzed  physician  supply  and  have  at- 
tempted to  confirm  or  deny  this  prediction,  and  physician 
supply  planning  has  become  one  of  the  most  passionately 
discussed — and  debated — topics  in  health  services  research. 

Based  on  the  predictions  of  these  studies  and  analyses, 
many  professional  and  political  groups  have  proposed  poli- 
cies for  preventing  or  reducing  the  impact  of  the  impending 
oversupply  of  physicians.  For  example,  the  Council  on  Gradu- 
ate Medical  Education  (COGME)  has  recommended  reduc- 
tion in  the  number  of  postgraduate  education  positions  and  a 
limit  on  the  number  of  international  medical  graduates  al- 
lowed to  enter  the  United  States  for  postgraduate  training.2 

In  this  Health  Policy  Report,  we  will  focus  on  several 
questions.  First,  why  is  physician  supply  an  important  is- 
sue for  public  policy?  Second,  what  are  some  of  the  projec- 
tions for  future  supply  and  demand  of  physician  services? 
And  third,  why  do  these  projections  differ  so  dramatically 
from  one  another? 

Why  Do  We  Care? 

A first  question  is  “why  do  we  care?”  If  there  are  too  many 
physicians,  so  be  it.  Let  the  marketplace  deal  with  the  over- 
supply, if  one  exists.  Prices  (and  incomes)  will  fall,  leading  to 
an  economically  appropriate  fall  in  supply.  We  do  not  hear  the 
same  level  of  concern,  at  least  at  a public  policy  level,  about  an 
oversupply  of,  for  example,  lawyers  or  other  professionals. 
Why  does  the  supply  of  physicians  attract  special  attention? 

Physician  supply  is  different.  If  we  view  health  care  as 
public  good,  then  the  suppliers  of  that  good,  namely  physi- 
cians, become  the  subject  of  public  policy.  If,  for  example,  we 
)'  faced  a physician  shortage — either  nationally  or  in  certain  geo- 
t graphic  areas — we  would  not  be  surprised  if  policy  makers 


From  the  Division  of  Health  Services  and  Policy  Research, 
Department  of  Preventive  Medicine,  University  of  Tennessee, 
Memphis. 


implemented  strategies  to  assure  basic  medical  services. 

The  concern  about  an  oversupply  centers  largely  on  costs. 
First,  training  physicians  is  very  expensive.  Approximately 
two-thirds  of  medical  schools  are  state-supported  and  receive 
significant  line-item  support  from  state  budgets.  Many  pri- 
vate schools  receive  some  state  support  as  well.  Postgraduate 
education  is  very  heavily  supported  by  federal  funds,  either 
from  Medicare,  Medicaid,  Department  of  Veterans  Affairs, 
or  other  sources.  In  1990,  federal  programs  contributed  over 
$15  billion  to  graduate  medical  education,  with  major  teach- 
ing hospitals  receiving  over  $70,000  in  federal  direct  and  in- 
direct medical  education  payments  for  a portion  of  each 
resident’s  time.3  Thus,  public  monies  are  at  stake. 

Second,  and  probably  most  importantly,  more  physicians, 
it  is  commonly  asserted,  results  in  more  health  care  services 
and  higher  health  care  costs.  This  is  the  concept  of  “physi- 
cian-induced demand,”  that  is,  physicians  compensate  for 
greater  competition  in  the  market  or  for  lower  reimburse- 
ment rates  by  increasing  the  number  or  complexity  of  ser- 
vices they  provide  to  patients.  For  example,  there  appears  to 
be  a direct  correlation  between  the  physician/population  ra- 
tio and  the  per  capita  spending  on  physician  services  in  an 
area.  Although  the  meaning  of  this  correlation  is  unclear,  it 
has  been  accepted  into  policy  that  physician-induced  demand 
is  real;  the  Congressional  Budget  Office  assumes  increases 
in  the  volume  of  services  that  follow  a reduction  in  fees  will 
offset  56%  of  the  projected  cost  savings.4 

Third,  physician  supply— like  health  care  costs — is  not 
predominantly  determined  by  market  dynamics.  The  num- 
ber of  medical  school  positions  is  highly  restricted  and  not 
fluid,  while  the  number  of  applicants  continues  to  signifi- 
cantly exceed  the  number  of  available  positions.  Thus,  policy 
interventions  may  be  needed  and  warranted. 

Other  nonfinancial  issues  are  also  at  stake.  One  concern  is 
quality  of  care.  Will  a physician  surplus  reduce  quality  be- 
cause individual  practitioners  may  perform  too  few  proce- 
dures to  maintain  their  skills?  And  as  educators,  we  want  stu- 
dents to  have  the  information  needed  to  make  informed 
decisions  about  the  market  for  the  skills  that  they  are  com- 
mitting time  and  money  to  develop. 
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How  Many  Physicians  Will  We  Need? 

These  concerns  are  predicated  upon  an  accurate  assess- 
ment of  future  physician  supply  and  demand.  Several  studies 
reported  over  the  past  two  decades  suggest  the  size  of  the 
impending  problem.  The  1981  GMENAC  report1  projected  a 
surplus  of  1 50,000  physicians  by  the  year  2000.  Tarlov5  raised 
the  projected  surplus  by  forecasting  a greater  growth  in  man- 
aged care,  further  reducing  physician  demand.  The  COGME 
suggested  a surplus  of  120,000  physicians  by  2020, 2 while 
Weiner6  raised  the  ante  to  a surplus  of  270,000  by  that  year. 

More  moderate  estimates  of  the  impending  surplus  have 
been  put  forward  by  others.  Cooper,7  for  example,  projected  a 
surplus  of  3 1,000  in  the  year  2000  and  of  62,000  in  the  year 
2010.  Goodman  et  al8  estimated  a surplus  of 40,000  to  1 1 3,000, 
varying  with  the  benchmark  standard  used  in  the  calculations. 

Finally,  others  have  projected  a deficit  rather  than  a surplus. 
Schwartz  et  al9  forecast  a minimal  deficit  of  7,000  physicians 
in  2000,  while  Cooper7  projects  a deficit  of  13,000  physicians 
in  the  year  2020  (following  a surplus  in  preceding  years). 

Why  the  Differences? 

What  is  remarkable  about  these  studies  is  the  wide  range 
of  answers  they  provide — from  a severe  physician  surplus  to 
a modest  shortage.  Much  of  the  differences  can  be  attributed 
to  different  projection  methods  and  assumptions. 

The  studies  considered  above  use  three  different  planning 
models,  each  with  its  own  limitations.8  Studies  such  as  those 
by  GMENAC1  used  a needs-based  planning  model.  In  this 
model,  expert  panels  predict  the  services  needed  to  treat  ill- 
nesses in  a population.  It  assumes  detailed  knowledge  of  fu- 
ture disease  prevalence  and  the  outcomes  associated  with 
physician  services.  Others,  such  as  those  of  Cooper,7  have 
used  a demand-based  planning  model , in  which  current  utili- 
zation is  used  as  a proxy  for  patient  demand  and  future  utili- 
zation is  estimated  based  on  extrapolations  from  current  use. 

Each  of  these  models  requires  many  assumptions.  Esti- 
mates of  future  physician  demand  depend  on  projections  of 
factors  that  will  increase  demand  (including  new  technology 
development,  the  rate  of  increase  in  chronic  diseases  and  the 
aging  of  the  population,  the  expansion  of  health  insurance 
increasing  access  to  care,  and  changes  in  personal  income) 
and  those  that  will  reduce  physician  demand  (such  as  in- 
creased competition  between  health  plans,  greater  penetra- 
tion of  managed  care,  expansion  of  services  provided  by 
nonphysician  providers,  and  increased  efficiency  due  to  new 
technology).  On  the  other  side  of  the  equation,  projections  of 
the  future  supply  of  physicians  depend  upon  medical  school 
enrollments,  the  number  of  physicians  actually  practicing 
clinical  medicine  (excluding  those  in  teaching,  research,  or 
administrative  roles),  the  number  and  productivity  of  house- 
staff  and  nonphysician  providers,  the  number  of  part-time 
clinicians,  the  number  of  international  medical  graduates 


entering  the  United  States,  and  changes  in  the  overall  work 
output  of  physicians. 

Differences  in  values  assigned  to  these  variables  can  make 
major  differences  in  the  projected  status  of  physician  sup- 
ply.10 For  example,  Goodman  et  al8  assumed  that  a resident 
was  65%  as  productive  as  a staff  clinician,  whereas  Cooper7 
assumed  a 35%  relative  efficiency.  Weiner6  excluded  their 
contribution  entirely.  Schwartz  et  al9  excluded  all  physicians 
in  research,  teaching,  or  administration  (an  estimated  93,000  i 
physicians),  whereas  all  others  included  them.  Some  studies 
have  used  a physician/enrollee  ratio  for  managed  care  pro- 
jections of  77  to  140  physicians  per  10,000  enrollees,  while 
Hart  et  al"  demonstrated  that  in  mature  HMOs  the  ratio  is 
1 80  physicians  per  1 00,000  (a  number  almost  exactly  the  same  ! 
as  now  in  the  general  US  population).  When  these  and  re- 
lated differences  are  considered,  the  variations  in  results  is 
reduced  (but  not  eliminated).  Cooper7  recalculated  Weiner’s6 
surplus  estimate  of  1 65,000  physicians  using  his  own  assump- 
tions  to  yield  a projected  surplus  of  only  6,000  physicians. 

A third  planning  method,  used  by  Goodman  et  al,8  is  bench- 
marking. In  it,  physician  supply  in  one  area  is  compared  to  a 
“gold  standard”  health  plan  or  region.  This  has  the  advantage  I 
of  providing  “a  guidepost  that  does  not  depend  on  a hypo- 
thetical optimal  physician  level  (as  do  the  other  two  planning  j 
models)  but  depends  on  a real-world  and  attainable  health  care 
system.”  The  results  one  obtains,  however,  vary  with  the  bench- 
mark  selected;  Goodman  et  al8  calculated  surpluses  of  40,000  i 
to  1 13,000  depending  on  the  benchmark  that  was  chosen. 

Other  variables  also  enter  the  equation.  One  of  these  is  the 
special  needs  of  specific  populations  that  are  not  factored  ! 
into  global  models.  For  example,  despite  a rise  of  125,000  in 
the  number  of  physicians  nationally  during  the  last  decade, 
the  number  of  areas  with  shortages  of  physicians  has  in- 
creased.12 Remote  areas  with  low  population  densities  repre- 
sent another  problem;  using  national  norms  of  physician-to-  , 
population  ratios,  large  geographic  areas  will  be  uncovered, 
hampering  access  to  adequate  care."  Inner-city  areas  with 
large  numbers  of  minorities  and  poor  may  require  yet  an-  > 
other  planning  model  with  a different  mix  of  physicians.1415  ( 

These  specific  examples  of  different  assumptions  under- 
lay a more  complex  and  generalized  problem  in  projecting 
physician  demand.  Economist  Uwe  Reinhardt  has  developed  1 
the  problem  in  the  following  way.16  Consider  a specific  health  j 
care  issue  such  as  coronary  artery  disease.  The  following 
questions  may  be  asked.  First,  what  is  the  health  status  that  is 
the  target  for  planning?  It  may  be  primary  or  secondary  pre- 
vention,  or  reducing  post-infarct  mortality.  Second,  for  the  j 
selected  target,  do  we  view  the  issue  as  one  focusing  mainly 
on  medical  treatments,  on  influencing  personal  behavior,  or 
on  improving  access  to  care?  Third,  for  each  of  these  strate- 
gies, what  type  of  health  delivery  system  will  be  used?  What 
types  of  health  care  systems  will  be  in  effect  for  what  per-  1 
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centages  of  the  population?  Will  the  focus  be  on  inpatient  or 
outpatient  services?  Fourth,  what  types  of  services  will  be 
provided?  Will  they  rely  upon  existing  “low-tech”  methods 
such  as  diet  counseling,  or  new  “high-tech”  methods  such  as 
electron  beam  computed  tomography?  And  fifth,  what  mix 
of  health  professionals  will  be  used  to  deliver  these  services? 
Will  they  be  delivered  by  physicians  or  a mix  of  allied  health 
personnel?  What  level  of  support  staff  is  assumed  to  opti- 
mize the  efforts  of  the  professionals? 

Each  of  these  questions  has  many  answers,  each  of  which 
may  lead  to  an  equally  satisfactory  impact  on  the  overall  health 
of  the  population.  But  each  will  result  in  a different  estimate 
of  the  number  of  physicians  (and  other  personnel)  that  will 
be  required.  The  problem  is,  in  mathematical  terms,  indeter- 
minate and  the  number  of  possible  solutions  is  infinite. 

Given  these  issues,  what  then  is  the  value  of  planning?  On 
the  plus  side,  planning  does  supply  baseline  inventories  of 
health  personnel  that  may  be  useful  to  policy  makers  and  that 
will  allow  “what  if’  simulations  to  evaluate  possible  future 
pressure  points.  On  the  negative  side,  however,  planning  data 
may  be  detrimental  if  not  communicated  to  policy  makers 
with  the  appropriate  cautions,  or  if  the  results  are  applied 
without  the  added  benefits  of  other  information.  As  summa- 
rized by  Reinhardt,16  physician  supply  planning  may  be  de- 
scribed as  “an  attempt  to  enhance  the  accuracy  of  the  folk- 
lore upon  which  policy  makers  base  their  decisions  . . . health 
manpower  forecasting  is  one  bit  of  the  vast  information 


needed  to  improve  that  folklore,  but  it  will  never  be  the  one 
sufficient  bit  of  information,  and  it  will  never  replace  that 
mysterious  ingredient  fundamental  to  all  good  policy  mak- 
ing: judgment.” 

Well  said.G 
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HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer 
• Review  Committee  assists  doctors  who  are  suffering  from  the 
disease  of  chemical  dependence,  or  mental  or  emotional  illness, 
» or  both,  including  certain  behaviors  problematic  for  physicians. 
2 The  thrust  of  the  program  is  rehabilitative,  not  punitive.  The 

s Committee  is  composed  of  physicians  who  have  special  exper- 

tise in  these  areas,  some  from  personal  experience.  Effective 
treatment  for  these  illnesses  is  achieved  most  easily  when  the 
e disease  or  illness  is  detected  early.  The  Committee  urges  family, 
y friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ir  ables  a physician’s  impaired  condition  to  deteriorate. 

:•  Call  the  TMF  Physicians  Health  Program  at  (615)  665- 
jt  2516  in  Nashville.  Telephone  message  service  available  around 
f the  clock. 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Learn  From  and  Respond  to  the  Record 

J.  Kelley  Avery,  MD 


Case  Report 

The  patient  was  a 30-year- 
old  woman  who  came  to  her 
obstetrician  during  the  first 
trimester  of  her  third  preg- 
nancy. With  the  first  preg- 
nancy the  patient  had  a spon- 
taneous abortion.  Her  second 
pregnancy,  attended  by  the 
same  obstetrician,  ultimately 
resulted  in  a healthy  baby, 
but  during  the  prenatal  pe- 
riod the  patient  was  found 
to  have  gestational  diabetes, 
and  although  the  baby  was 
healthy,  the  mother  had  a 
hard  labor  and  a difficult  de- 
livery. There  was  moderate  to 
severe  shoulder  dystocia  and 
the  Apgar  scores  were  low 
(4  and  8).  The  newborn  was 
successfully  resuscitated,  but 
this  should  have  alerted  the 
doctor  to  the  possibility  of  a 
small  pelvis  in  his  patient. 

Six  months  before  her  first 
prenatal  visit  she  was  seen  for 
a routine  check-up.  The  rec- 
ord indicated,  “Normal  Gyn 
examination.  Pelvic  pain  and 
return  in  a year  unless  pain  worsens.”  There  is  no  further 
documentation  of  findings  on  this  annual  check-up. 

On  the  first  prenatal  visit  the  good,  complete  physical 
examination  was  within  normal  limits.  The  LMP  was  recorded 
as  June  15  and  the  EDC  was  estimated  as  March  22.  Her 
blood  pressure  was  1 26/80  mm  Hg  and  weight  1 68  lb.  All  the 
laboratory  data  were  normal.  The  previous  history  of  gesta- 
tional diabetes  was  recorded,  and  the  24-hour  labor  with 
shoulder  dystocia  was  made  a part  of  this  prenatal  record. 
Three  months  later  an  ultrasound  caused  the  physician  to 
update  the  EDC  to  March  16.  A fasting  blood  sugar  was  89 
mg/dl,  and  three  hours  after  receiving  50  gm  of  glucose  her 


blood  sugar  was  144  mg/dl.  A week  later  the  test  was  re- 
peated, with  essentially  normal  results.  On  that  occasion  100 
gm  of  glucose  was  given,  and  the  3-hour  blood  sugar  was 
129  mg/dl.  The  patient  was  told  that  her  glucose  tolerance 
test  was  normal. 

At  about  27  weeks  gestation  her  urine  sugar  was  reported 
as  3+,  and  about  three  weeks  later  another  GTT  was  done.  On 
this  occasion  the  fasting  blood  sugar  was  89  mg/dl  but  after 
100  gm  of  glucose,  the  1-hour  value  was  186  mg/dl,  the  2- 
hour  value  181  gm/dl,  and  the  3-hour  value  92  mg/dl. 

The  patient  gained  about  30  lb  during  the  pregnancy,  and 
at  about  38  weeks  the  obstetrician  recommended  that  labor 
be  induced.  She  was  admitted  to  the  hospital  in  the  early 
morning  for  induction  and  the  routine  orders  were  given. 
The  fetal  heart  rate  (FHR)  was  recorded  in  the  140  range 
when  the  Pitocin  drip  was  begun.  In  the  first  hour  of  Pitocin 
induction  the  FHR  was  recorded  in  the  130s.  A fairly  aggres- 
sive increase  in  the  amount  of  Pitocin  was  a part  of  the  proto- 
col. When  the  physician  was  contacted,  he  examined  his 
patient  promptly,  affirming  the  increase  in  Pitocin.  About 
three  hours  after  induction  was  begun  the  FHR  was  recorded 
in  the  range  of  120-130/min. 

Eight  hours  into  the  induction  the  head  was  still  high  and 
the  membranes  intact.  An  attempt  was  made  to  rupture  the 
BOW  through  a cervix  dilatated  to  1-2  cm,  but  it  was  unsuc- 
cessful. The  Pitocin  drip  was  progressively  increased  per  pro- 
tocol or  direct  orders,  and  12  hours  into  the  induction  the 
FHR  was  recorded  at  1 10-130/min.  The  cervix  at  this  time 
was  4-cm  dilated,  but  the  head  was  not  in  the  pelvis.  The 
position  was  recorded  at  -2. 

About  1 8 hours  after  the  onset  of  induction,  an  epidural 
anesthetic  was  given,  relieving  the  patient’s  pain  somewhat. 
An  hour  later  the  first  late  deceleration  of  the  FHR  was  noted. 
When  the  doctor  was  notified,  the  Pitocin  was  reduced  for 
about  30  minutes.  Within  an  hour,  further  late  decelerations 
were  noted,  this  time  below  100/min.  These  findings  on  the 
electronic  fetal  monitor  (EFM)  continued,  and  were  reported 
to  the  doctor.  On  change  of  position,  they  would  seem  to 
improve,  but  continued  to  be  reported  by  the  staff. 

Twenty  hours  after  admission  to  the  labor  and  delivery 
suite,  the  obstetrician  took  the  patient  into  the  delivery  room 
and  attempted  a forceps  rotation  and  vacuum  extraction, 
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both  of  which  were  unsuccessful.  With  the  EFM  continuing 
to  show  decelerations,  the  patient  was  prepared  for  Cesarean 
section  (C-section),  a laceration  of  the  perineum  was  noted, 
and  it  was  repaired  before  the  C-section  was  begun. 

A male  infant  weighing  10  lb  10  oz  was  delivered,  with 
Apgar  scores  of  1-4  and  5.  He  was  put  in  the  care  of  a neona- 
tologist  and  taken  to  the  neonatal  intensive  care  unit.  He 
had  respiratory  problems  requiring  ventilator  support  for 
about  two  weeks,  and  seizures  in  the  first  12  hours.  He  ap- 
peared to  be  quadriplegic,  and  was  discharged  from  the  hos- 
pital with  a diagnosis  of  hypoxic  encephalopathy.  He  died 
at  about  18  months  of  age. 

The  obstetrician  was  charged  with  negligence  in  (1)  fail- 
ing to  determine  the  condition  of  the  mother  and  child  be- 
fore inducing  labor,  (2)  failing  to  obtain  informed  consent 
for  the  elective  induction  of  labor,  (3)  electively  inducing 
labor,  and  (4)  failure  to  respond  appropriately  to  signs  of 
fetal  distress  and  failing  to  do  the  C-section  in  a timely  man- 
ner. A very  large  settlement  was  required  to  settle  this  case. 

Loss  Prevention  Comments 

Medical  malpractice  cases  are  not  lost  because  of  errors 
in  judgment.  They  are  lost  when  the  judgment  errors  do  not 
follow  careful  use  of  all  the  data  available,  and  the  case  is  not 
handled  in  a logical  and  sound  fashion  based  on  the  informa- 
tion the  physician  has.  The  attending  obstetrician  had  deliv- 
ered a baby  for  the  patient  two  years  earlier.  He  had  recorded 
in  the  hospital  record  that  the  mother  was  a gestational  dia- 
betic and  that  she  had  a difficult  labor  due  to  shoulder  dysto- 
cia even  though  the  baby  weighed  only  7 lb  6 oz.  He  had  not 
documented  this  previous  experience  in  the  prenatal  record 
of  the  patient  with  this  pregnancy.  He  had  acted  upon  that 
memory  by  doing  the  appropriate  tests  for  gestational  diabe- 
tes. On  at  least  one  of  these  glucose  tolerance  determinations, 
hyperglycemia  was  unmistakable,  indicating  gestational  dia- 
betes. She  had  gained  about  30  lb  during  the  course  of  the 
pregnancy,  and  urine  specimens  had  been  checked  regularly 
for  glucose.  Toward  the  end  of  the  prenatal  period  the  urine 
was  consistently  glucose-positive.  Ultrasound  examinations 
had  been  done  at  expected  intervals,  and  the  condition  of 
the  baby  had  been  determined  to  be  normal,  but  nowhere  in 
the  record  does  the  estimated  weight  appear. 

Based  on  the  physician’s  knowledge  of  the  gestational 
diabetes  and  possibility  of  a macrosomic  baby,  the  decision 
was  apparently  made  to  induce  labor  at  about  38  to  39  weeks 
' gestation,  and  the  patient  was  admitted  for  this  purpose  at 
about  7 am.  There  was  no  documentation  of  discussion  with 
this  patient  about  inducing  labor.  One  presumes,  giving  the 
attending  physician  the  benefit  of  the  doubt,  that  such  a 


discussion  did  take  place.  Perhaps  the  prior  delivery  and  the 
difficulty  she  experienced  with  the  shoulder  dystocia  was 
discussed,  but  we  had  no  record  of  that,  either.  The  standard 
orders  for  induction  were  given  and  the  protocol  indicated 
by  those  orders  was  begun.  Examination  revealed  that  the 
fetal  head  was  not  in  the  pelvis,  and  the  cervix  was  not  di- 
lated. From  the  record,  true  labor  did  not  start  until  about  2 
pm.  Slow  progress  was  made,  even  with  regular  increases  in 
the  amount  of  Pitocin  given.  It  was  about  5 pm  when  the 
patient  began  to  require  increased  amounts  of  pain  medica- 
tion, and  about  two  hours  later  an  epidural  anesthetic  was 
given.  About  9 pm  the  nurses  reported  some  late  decelera- 
tions on  the  EFM.  The  obstetrician  examined  his  patient  and 
apparently  was  reassured  by  the  tracing  that  no  real  problem 
with  the  fetus  was  developing,  and  the  induction  proceeded 
with  increasing  amounts  of  Pitocin.  There  was  no  physician’s 
note  on  the  chart  or  the  EFM  tracing  to  indicate  his  assess- 
ment or  plan.  Again,  at  about  10  pm  the  nurses  reported  de- 
celerations to  a FHR  of  “below  1 30,”  falling,  but  not  critical. 
The  physician  examined  his  patient,  and  noted  in  the  record 
that  the  findings  were  subtle  and  inconsistent,  but  stimulation 
with  Pitocin  continued.  On  a thorough  review,  a qualified 
expert  believed  that  at  this  point  the  baby  was  healthy. 

After  midnight,  decelerations  continued,  the  FHR  falling 
to  the  range  of  100/m  in  and  accelerations  at  and  above  160/ 
min.  The  increases  in  Pitocin  continued  according  to  orders. 
This  judgment  is  certainly  questionable  in  the  face  of  the 
tracing  and  the  FHR.  When  at  about  3:30  am  the  decelera- 
tions with  pushing  showed  rates  in  the  80s,  lasting  for  30 
seconds  or  more,  the  patient  was  taken  to  the  delivery  room 
for  an  attempt  at  vacuum  delivery.  It  failed,  as  did  forceps 
rotation  of  the  head.  A laceration  of  the  perineum  was  dis- 
covered, and  even  with  the  FHR  at  60-80/min  and  with  de- 
creasing variability  of  the  heart  monitor,  repair  was  done 
before  the  C-section  was  begun.  Again,  this  was  considered 
an  error  in  judgment,  and  below  an  acceptable  standard  of 
care  based  on  available  data. 

There  were  consistent  deviations  from  an  acceptable  stan- 
dard of  care  for  at  least  three  hours  before  delivery.  This  pa- 
tient had  had  a hard  labor  previously  with  a 7 lb  10  oz  baby. 
Additionally,  she  had  had  with  her  previous  pregnancy,  and 
this  one,  gestational  diabetes.  The  obstetrician  gambled  with 
his  patient  far  too  long  in  the  attempt  to  achieve  a vaginal 
delivery.  He  was  attentive  to  his  patient,  came  when  called 
by  the  nurses,  but  certainly  did  not  take  into  account  all  the 
facts  available  to  him,  and  failed  to  do  a timely  C-section. 
Had  he  done  so,  this  baby  would  have  had  a good  chance  of 
being  bom  without  the  devastating  neurologic  damage  that 
took  his  life  at  1 8 months  of  age.G 
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Examine  the  best  group  long  term 
disability  coverage  for  physicians. 
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Accidental  Veterinary  Antibiotic 
Injection  Into  a Farm  Worker 

Loren  A.  Crown,  \1D;  Robert  B.  Smith,  \ID 


Case  Report 

A 29-year-old  white  male 
farm  worker  injected  his  fin- 
ger 45  minutes  before  pre- 
senting himself  to  the  emer- 
gency department  (ED)  of  a 
small,  remote  hospital  in  ru- 
ral Kansas.  The  patient  was 
administering  a veterinary 
macrolide  antibiotic  for  the  management  of  bovine  respira- 
tory distress  complex  in  his  cattle  herd,  and  accidentally  in- 
jected between  0.5  and  1.0  cc  into  his  left  fifth  finger.  Ap- 
proximately 15  minutes  later,  he  became  dizzy,  lightheaded, 
weak,  and  pre-syncopal.  As  he  attempted  to  walk  back  to  his 
home  from  the  stock  containment  area,  he  became  ataxic  and 
collapsed,  but  did  not  lose  consciousness.  The  patient’s  wife 
phoned  the  ED  to  report  the  situation  and  the  name  of  the 
antibiotic  (tilmicosin).  Though  neither  the  Regional  Medical 
Center  Poison  Hotline  nor  the  poison  index  computer  had 
little  clinical  information  on  tilmicosin,  a call  to  a local  vet- 
erinary office  revealed  that  the  drug  can  be  fatal  in  humans. 
The  Rocky  Mountain  Poison  Control  Center  further  con- 
firmed that  the  problems  associated  with  the  injection  of 
tilmicosin  in  humans  are  cardiorespiratory,  and  that  most 
problems  occur  when  the  injected  amount  exceeds  0.5  cc, 
and  may  necessitate  a ventilator.  The  patient’s  problem  list 
and  allergy  history,  faxed  from  his  primary  care  physician, 
revealed  allergies  to  penicillin  and  codeine.  Approximately 
20  minutes  after  injection,  the  patient  arrived  at  the  ED.  The 
combined  efforts  of  hospital  staff  and  family  members  were 
required  to  remove  him  from  the  vehicle,  as  by  this  time  he 
was  unable  to  speak  or  move  his  extremities. 

Examination  showed  a 29-year-old  anxious,  diaphoretic, 
white  man  who  did  not  move  his  extremities  or  speak,  but 
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responded  with  head  motion. 
His  blood  pressure  was  1 52/92 
mm  Hg,  pulse  103/min,  respi- 
ratory rate  20/min,  pulse  oxi- 
metry 99%  breathing  room 
air,  and  stated  weight  75  kg. 
Extraocular  movements  were 
normal,  and  purposeful  eye 
movements  were  preserved. 
His  neck  was  supple.  Cardiovascular/respiratory  evaluation 
showed  tachycardia  without  extrasystoles  or  murmur,  and 
with  normal  pulses.  Lungs  were  clear,  and  the  abdomen  was 
soft  without  rebound,  masses,  or  guarding  and  with  normal 
bowel  sounds.  There  was  an  erythematous  injection  site  at 
the  left  fifth  finger,  with  no  active  bleeding/blanching  with 
normal  capillary  refill  in  less  than  two  seconds.  The  extremi- 
ties were  limp,  without  spasm  or  fasciculations.  Neurologic 
examination  was  unremarkable. 

During  the  examination,  the  patient  began  to  regain  vol- 
untary movement  of  the  extremities  and  his  voice.  His  speech 
was  slow  but  articulate,  coherent,  and  normal  according  to 
his  family.  He  mentioned  blurred  vision,  but  a Snell  eye  chart 
examination  was  20/20.  A comprehensive  chemistry  24  panel, 
CBC,  PT/PTT,  CPK,  and  LDH  isoenzyme  were  within  nor- 
mal limits  except  for  a phosphate  of  1 . 1 mg/dl  (normal  2.5  to 
4.8)  and  a total  LDH  of  204  U/L  (normal  100  to  190).  A 
urinalysis  was  unremarkable.  The  EKG  showed  normal  si- 
nus rhythm  without  other  abnormality. 

Approximately  one  hour  after  arrival  in  the  ED,  the  pa- 
tient suddenly  developed  crushing  chest  pain  with  radiation 
to  the  shoulders  and  left  arm.  The  pain  immediately  resolved 
with  sublingual  nitroglycerin,  and  a repeat  EKG  showed  only 
slight  ST  upward  slurring  and  a 1-mm  elevation  in  leads  V, 
and  V3  without  any  other  abnormality.  The  intermittent  chest 
pain  continued  over  the  next  31/2  hours,  and  was  managed 
with  intravenous  morphine  and  nitroglycerin  paste.  The  EKG 
changes  resolved  with  cessation  of  the  chest  pain,  and  were 
replaced  by  a generalized  headache  that  dissipated  over  the 
next  several  hours.  The  patient  also  mentioned  transient  pleu- 
ritic chest  pain  during  this  time.  Eight  hours  after  arrival,  he 


ABSTRACT 

A 29-year-old  white  male  farm  worker  accidentally  injected 
tilmicosin,  a bovine  antibiotic,  into  his  finger.  He  devel- 
oped temporary  pulmonary,  gastrointestinal,  and  neuro- 
muscular symptomatology  and  a more  persistent  subjec- 
tive asthenia. 
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complained  of  abdominal  pains  and  had  vomited  once, 
thought  to  be  due  to  the  morphine  and  nitroglycerin  the  pa- 
tient received  while  in  the  ED.  The  local  veterinarian  called 
back  to  report  the  relative  low  morbidity  of  tilmicosin  in  small 
amounts,  which  soothed  the  patient  and  his  family. 

Following  overnight  observation  and  EKG  monitoring, 
along  with  several  repeat  cardiac  isoenzymes,  the  patient  was 
discharged  without  exhibiting  further  signs  or  symptoms  of 
toxicity  or  impairment.  He  regained  sufficient  strength  to  re- 
sume activities,  although  he  later  experienced  weakness  that 
limited  his  work.  Two  weeks  after  the  event,  the  patient  re- 
ported returning  to  full  status,  but  four  weeks  later  he  was 
hospitalized  with  pneumonia,  stating  that  his  lungs  “just 
haven’t  been  the  same”  since  the  episode.  He  now  reports  de- 
creased exercise  tolerance. 

Pharmacology 

Tilmicosin  is  a macrolide  used  in  veterinary  practice  pre- 
dominantly for  gram-positive  organisms,  but  also  for  certain 
gram-negative  and  atypical  organisms.  Tilmicosin  aids  in  the 
treatment  and  prophylaxis  of  bovine  respiratory  distress  com- 
plex. The  target  organisms  are  usually  Pasteurella  haemolytica, 
as  well  as  Hemophilus  and  several  mycoplasma  species.1 
The  agent  used  in  this  case  is  a solution  of  tilmicosin  in  25% 
propylene  glycol,  with  phosphoric  acid  to  adjust  for  ph,  and 
water  used  as  dilutant  for  subcutaneous  injections.  Each  mil- 
liliter contains  300  mg  of  antibiotic. 

The  cardiovascular  system  appears  to  be  the  primary  tar- 
get of  toxicity  in  both  laboratory  and  domestic  animals.2'3 
Principal  effects  are  tachycardia  and  decreased  contractility.1 
Little  research  is  available  on  the  use  of  this  agent  in  pri- 
mates, but  in  monkeys,  10  mg/kg  produced  no  effect,  20  mg/ 
kg  produced  emesis,  and  30  mg/kg  caused  death.  In  domes- 
tic horses  and  swine,  similar  effects  are  described.  Signifi- 
cantly, cattle  deaths  have  been  observed  with  a single  intra- 
venous dose  of  5 mg/kg.1 

The  drug  label  and  packet  insert  indicate  that  tilmicosin  is 
for  cattle  only,  but  if  it  is  injected  within  28  days  of  slaugh- 
ter, transmission  to  the  meat  may  occur.  Further  warnings 
state  that  tilmicosin  is  not  for  dairy  cattle,  intravenous  injec- 
tion is  not  an  option,  and  human  injection  warrants  immedi- 
ate medical  attention  because  of  possible  cardiovascular  ef- 
fects. If  human  injection  occurs,  monitoring  and  supportive 
measures  are  necessary;  dobutamine  may  be  inotropically 
helpful.2'3  The  drug  delivery  system  is  designed  for  prolonged 
protection  of  the  intended  bovine  recipients,  so  tissue  levels 
may  remain  elevated  for  days  to  weeks. 

Case  Summary 

A tilmicosin-injected  patient  initially  exhibited  nonspe- 
cific signs  and  symptoms  that  were  similar  to  and  not  incon- 
sistent with  those  reported  in  exposed  experimental  animals, 


with  the  spectrum  ranging  from  cardiovascular  to  gastrointes- 
tinal and  neurologic  effects.  The  patient  was  weak  and  light- 
headed, and  eventually  collapsed,  suffering  flaccid  paralysis 
and  inability  to  speak.  Supportive  care  correlated  with  rapid 
immediate  return  to  normal  status.  Prolonged  tissue  presence 
of  the  agent  did  not  cause  the  patient’s  subsequent  impair- 
ment. In  the  few  human  exposure  cases  reported,  needle  punc-  j 
ture  of  1 ml  or  less  did  not  result  in  significant  illness;  obser- 
vation was  considered  sufficient.2  Many  of  this  patient’s  j 
complaints,  which  may  have  been  due  to  the  injected  agent, 
can  be  difficult  to  separate  from  those  related  to  the  effects 
of  anxiety  and/or  the  side-effects  of  the  treatment  medica- 
tions given. 

Comment 

In  the  general  sense,  exposure  to  veterinary  products  dur- 
ing occupational  endeavors,  such  as  in  this  case,  reflects  larger 
problems  in  rural  health  care  pertaining  to  the  individual.  The 
6.5  million  citizens  involved  in  farm  work  (25%  are  under ; 
16  years  of  age)  have  one  of  the  highest  occupational  fatal- 
ity/injury/illness rates  in  an  often  unstructured  environment, 
where  regulations  protecting  farm  workers  are  sparse.  OSHA 
does  not  regulate  farms  that  have  ten  or  fewer  workers,  and 
age  regulations  are  very  flexible.  Ill  and  injured  patients  of- 
ten need  help  at  remote  sites  far  from  definitive  care  centers,  j 
with  lengthy  response  and  transport  times,  and  must  fre- 
quently  rely  on  themselves  or  their  family  for  emergency  care, 
as  in  this  patient’s  case. 

In  addition,  the  agricultural  use  of  antibiotics  poses  risks 
to  the  public  at  large.  The  emergence  of  resistant  strains  of! 
bacteria  treated  with  the  same  or  similar  antibiotics  as  used 
in  humans  is  ominous.  Such  cases  of  resistance  have  occurred 
in  biologicals  awaiting  FDA  approval  for  human  use.  Cross- 
resistance to  technically  different  but  closely  related  agents 
has  been  noted.4  Currently,  agriculture  uses  almost  half  of  all 
antibiotics  in  the  nation  for  prophylaxis  and  growth  produc- 
tion (90%)  or  treatment  (10%)  of  livestock  and  poultry.4  Ef- 
forts at  all  levels  may  be  required,  including  withdrawal  of 
antibiotics  closely  related  to  those  used  in  humans  and/or  those, 
agents  shown  to  be  capable  of  enabling  resistance  against 
agents  used  for  patient  care.5  The  totality  of  these  risk  factors 
generates  a need  for  enhanced  awareness  of  rural  medical 
problems  and  increased  preparedness  on  the  part  of  all  prac- 
titioners in  such  areas. □ 
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Hypoparathyroidism,  Intracranial 
Calcification,  and  Seizures  61  Years 
After  Thyroid  Surgery 

Sahadeva  T.  Reddy,  MD;  R.  Daniel  Merrick,  MD 


Case  Report 

This  74-year-old  woman 
was  accepted  from  a local  hos- 
pital because  of  seizures  that 
developed  the  day  following  a 
planned  excision  of  a Clark’s 
Level  5 melanoma  from  her 
right  groin.  Her  physician  trans- 
ferred her  for  evaluations  be- 
cause he  was  concerned  about 
metastasis  or  possible  with- 
drawal from  her  long-stand- 
ing use  of  meprobamate.  Prior 
to  transfer  she  was  treated  for  hypokalemia  and  hypo- 
magnesemia, given  intravenous  diazepam,  and  loaded  with 
intravenous  phenytoin  for  her  seizures.  Her  magnesium  level 
was  1.4  mg/dl.  Serum  calcium  levels  were  not  done. 

Her  past  medical  history  was  significantly  negative  for 
seizures,  tetany,  weakness,  paresthesias,  and  psychiatric  dis- 
orders. She  had  had  radiotherapy  followed  by  thyroidectomy 
for  a simple  goiter  at  the  age  of  13,  and  had  used  thyroid 
replacement  only  intermittently  in  the  past.  She  was  taking 
only  meprobamate  at  the  time  of  admission.  There  was  no 
prior  history  of  intake  of  vitamin  D,  multivitamins,  or  cal- 
cium supplements. 

On  arrival  to  our  center  the  patient  was  drowsy,  and  ori- 
ented only  to  person.  She  responded  appropriately  to  verbal 
stimulation,  obeying  commands,  and  moving  all  limbs.  Her 
blood  pressure,  pulse,  and  respiratory  rate  were  within  nor- 
mal limits  but  she  had  a temperature  of  101  °F.  Her  eyes  had 
bilateral  immature  cataracts  precluding  adequate  evaluation 
of  the  fundus.  There  was  dense  fibrous  scarring  over  the 
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anterior  neck  due  to  surgery 
and  radiation.  Bilateral  caro- 
tid bruits  were  present.  A sur- 
gical drain  was  present  in  her 
right  groin.  The  rest  of  the  sys- 
tems were  normal  except  for 
retrograde  amnesia  for  a brief 
period  after  her  surgery,  which 
subsequently  cleared  during 
the  hospital  stay.  Signs  of  la- 
tent tetany  (Chvostek’s  and 
Trousseau’s  sign)  were  not 
present  on  arrival. 

A CBC  revealed  an  elevated  WBC  count  of  1 7,300/cu  mm, 
with  82%  polymorphonuclear  leukocytes,  1 1%  lymphocytes, 
5%  monocytes,  and  2%  eosinophils.  Her  thyroid  stimulating 
hormone  and  free  T„  levels  were  normal.  The  serum  chemis- 
try  profile  showed  a blood  glucose  of  23 1 mg/dl,  sodium 
132  mEq/L,  potassium  2.8  mEq/L,  chloride  98  mEq/L,  carbon 
dioxide  24  mEq/L,  calcium  6.9  mg/dl,  phosphate  3.5  mEq/L, 
magnesium  2.3  mg/dl,  creatinine  phosphokinase  437  mg/dl, 
lactate  dehydrogenase  530  mg/dl,  cholesterol  283  mg/dl, 
and  a normal  albumin.  Her  BUN  and  creatinine  were  normal. 
Serum  intact  parathyroid  hormone  levels  were  less  than  1 
pg/ml  (normal  1 1 to  54).  Her  EKG  was  normal.  CT  imaging 
of  the  brain  (Figs.  1 and  2)  showed  extensive  bilateral  intrac- 
ranial calcification  involving  the  dentate  nuclei,  basal  gan- 
glia, cerebral,  and  cerebellar  hemispheres.  Carotid  Doppler 
studies  did  not  show  significant  stenosis.  EEG  showed  ab- 
normal alpha-wave  activity  over  the  left  parietal  lobe  and 
there  was  no  seizure  activity. 

Discussion 

Our  patient  was  transferred  with  a provisional  diagnosis 
of  seizures  secondary  to  cerebral  metastasis  versus  drug  with- 
drawal. Serum  chemistries  revealed  hypocalcemia  without 
evidence  of  hyperphosphatasemia.  Sudden  withdrawal  of 
meprobamate  after  prolonged  exposure  very  rarely  precipi- 


ABSTRACT 

Though  hypocalcemic  symptoms  from  hypoparathyroidism 
following  thyroidectomy  most  often  occur  in  the  immediate 
postoperative  period,1  hypoparathyroidism  can  present  it- 
self many  years  after  the  thyroid  surgery  with  nonspecific 
symptoms.2  We  present  herein  the  case  of  a 74-year-old 
woman  with  previously  undiagnosed  hypoparathyroidism 
who  had  tonic-clonic  seizures  and  intracranial  calcification 
61  years  after  her  thyroidectomy.  This  case  is  unusual  be- 
cause of  the  long  latency  between  thyroidectomy  and  clini- 
cal presentation. 
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Figure  1.  Calcification  of  the  basal  ganglia,  periventricular  area,  and  frontal 
and  parietal  lobes. 


fates  seizures.  Such  seizures  are  more  likely  to  occur  in  per- 
sons with  CNS  damage  or  preexisting  or  latent  convulsive 
disorder.3  Initially  the  patient  was  found  to  have  hypo- 
magnesemia, which  is  often  associated  with  normal  or  low 
phosphate  levels,  sometimes  related  to  nutritional  factors.4 
On  arrival  at  the  hospital,  signs  of  tetany  were  absent,  which 
could  be  explained  by  the  replacement  of  magnesium  prior 
to  transfer. 

Although  basal  ganglia  calcifications  have  been  associ- 
ated with  prolonged  hypoparathyroidism,5  few  patients  show 
extensive  intracranial  calcifications.6,7  The  basal  ganglia  cal- 
cification in  these  patients  is  proposed  to  result  from  a de- 
generative vascular  process  in  the  extrapyramidal  system, 
initiated  possibly  by  deposition  of  calcium  crystals  over  the 
blood  vessels.8  Some  of  the  patients  with  extensive  intracra- 
nial calcification  continue  to  have  seizures  even  after  correc- 
tion of  serum  calcium  levels.9 

The  pathogenesis  of  hypoparathyroidism  following  exter- 
nal radiation  is  not  reported  in  the  literature.  A few  cases  of 
transient  hypoparathyroidism  after  1-131  therapy  of  hyper- 
thyroidism10,11 have  been  reported,  but  again,  this  is  not  the 
cause  in  this  patient.  In  our  patient  hypoparathyroidism  would 
more  likely  have  resulted  from  direct  irradiation,  because  the 
depth  of  the  penetration  is  always  greater  with  external  ra- 
diation than  with  1-131  therapy,  or  from  dense  scarring  of  the 
skin  and  subcutaneous  tissues  over  the  anterior  neck  from 
radiation  with  subsequent  compromise  of  the  vascular  sup- 
ply of  the  parathyroid  glands  over  time.  In  this  patient,  sei- 
zures did  not  recur  after  correction  of  her  serum  electrolyte 
abnormalities,  indicating  that  her  hypocalcemia/hypokalemia 
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Figure  2.  Calcification  of  the  cerebellum. 


or  meprobamate  withdrawal  combined  with  intracranial  cal- 
cification  might  have  precipitated  the  seizures.  Since  hypo- 
calcemia may  cause  a variety  of  physical  and  mental  symp- 
toms, the  diagnosis  is  often  easily  overlooked,  with  serious  ! 
and  potentially  fatal  consequences.1214  Patients  with  vague 
symptoms  and  seizures  should  always  be  asked  about  the  his- 
tory of  previous  thyroid/parathyroid  disease  or  surgery.  Fur- 
thermore, serum  calcium  levels  should  always  be  measured 
along  with  blood  glucose. □ 

j 
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Vanderbilt  Morning  Report 

A Case  of  Alcohol  Withdrawal 


Case  Report 


A 41 -year-old  black  man  was  admitted  to  Vanderbilt  Hos- 
pital complaining  of  three  days  of  nausea,  vomiting,  and 
shortness  of  breath.  After  eating  a chicken  sandwich,  he  had 
experienced  three  episodes  of  vomiting  followed  by  a bowel 
movement  with  watery  brown  stools.  Since  that  time,  he  had 
been  unable  to  consume  liquids  or  solids.  Over  the  same 
period,  he  had  a cough  productive  of  clear  sputum,  which 
increased  progressively.  He  became  short  of  breath  two  days 
before  admission.  He  denied  other  symptoms  and  his  review 
of  systems  was  negative.  He  was  admitted  to  the  Vanderbilt 
Hospital.  His  past  medical  history  included  alcohol  depen- 
dence, for  which  he  underwent  rehabilitation  in  1994,  and 
exposure  to  tuberculosis.  He  was  taking  medications  and 
had  no  known  drug  allergies.  He  drank  more  than  a pint  of 
whiskey  a day,  but  because  of  his  illness  had  not  done  so  for 
the  previous  three  days.  He  smoked  cigarettes,  but  denied 
intravenous  drug  use.  An  HIV  test  in  November  1997  was 
negative.  He  was  employed  as  a construction  worker. 

Physical  examination  showed  a thin,  well-developed  man 
in  no  distress.  His  temperature  was  37.3°C,  pulse  130/min, 
and  blood  pressure  1 15/80  mm  Hg.  His  respiratory  rate  was 
20/min,  and  his  oxygen  saturation  was  95%  on  breathing 
room  air.  The  remainder  of  his  physical  examination  was  nega- 
tive except  for  decreased  breath  sounds  over  the  right  mid- 
dle lung  field  and  left  base,  with  egophony  over  the  left  base. 
Laboratory  studies  showed  a WBC  count  of  4,000/cu  mm 
(normal  5,000  to  1,000),  hematocrit  37%  (normal  40  to  45), 
and  platelet  count  120,000/cu  mm  (normal  150,000  to 
450,000).  A chest  radiograph  showed  multiple  lobar  infiltrates. 
Serum  and  urine  toxicology  screens  were  negative.  Urine, 
cerebrospinal  fluid,  and  blood  cultures  were  without  growth, 
and  blood  and  sputum  AFB  stains  were  negative. 

He  was  treated  with  broad-spectrum  antibiotics  for  com- 
munity-acquired pneumonia  and  also  given  thiamine,  folate, 
multivitamin,  and  magnesium  because  of  his  history  of  alco- 
hol use.  He  remained  alert  and  responsive,  but  within  36  hours 
developed  increasing  tachycardia,  tachypnea,  hypertension, 
fever,  and  extreme  agitation.  In  particular,  he  complained  of 
insects  crawling  on  him  and  would  pick  at  his  skin  and  occa- 


Presented  by  Deepak  Talreja,  MD,  second  year  medical  resident, 
F.  Lei  Wang,  MD,  third  year  medical  resident,  Seth  Barnes,  MD, 
chief  resident,  and  John  Newman,  MD,  chief  of  medicine,  Veterans 
Affairs  Medical  Center,  Nashville. 
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sionally  the  air.  These  symptoms  were  believed  consistent 
with  alcohol  withdrawal.  As  signs  of  withdrawal  progressed, 
the  patient  was  electively  intubated  and  sedated  with  benzo- 
diazepines. In  the  first  30  hours  after  intubation,  he  required 
4,500  mg  of  diazepam  intravenously  to  control  his  symp- 
toms, and  the  dosage  was  subsequently  tapered.  He  was  main- 
tained on  artificial  ventilation  for  three  days,  after  which  time 
he  was  extubated  without  complications.  His  pneumonia  sub- 
sequently resolved.  Alcohol  cessation  therapy  was  discussed 
with  the  patient,  but  he  was  unwilling  to  participate  in  reha- 
bilitation, and  he  was  subsequently  discharged. 

Discussion 

In  the  United  States,  the  lifetime  prevalence  of  alcohol 
abuse  and  dependence  is  estimated  to  be  between  5%  and 
15%,  and  alcohol  dependence  occurs  in  15%  to  20%  of  all 
primary  care  and  hospitalized  patients.1  A diagnosis  of  alco- 
hol dependence  requires  a high  index  of  clinical  suspicion, 
since  the  typical  alcoholic  has  a family  and  a job.  The  two 
major  risk  factors  for  alcohol  abuse  and  dependence  are  male 
gender  and  a family  history  of  alcohol  abuse.12 

Abrupt  withdrawal  from  alcohol  in  humans  can  have  po- 
tentially life-threatening  consequences.23  Four  withdrawal 
syndromes  can  be  observed.  The  most  common  is  tremulous- 
ness, usually  beginning  six  to  twelve  hours  after  cessation.  It 
is  a self-limited  hypersympathetic  condition.  A second  syn- 
drome, hallucinosis,  occurs  in  10%  to  25%  of  individuals, 
and  is  manifested  commonly  by  olfactory  or  visual  halluci- 
nations. A third  syndrome  is  characterized  by  withdrawal 
seizures,  or  “rum  fits.”  The  seizures  are  usually  generalized, 
and  are  associated  with  a loss  of  consciousness.  They  are 
self-limited,  and  occur  in  5%  of  individuals  undergoing  with- 
drawal. The  most  life-threatening  syndrome  is  delirium  tre- 
mens, which  also  occurs  in  approximately  5%  of  individu- 
als.3 Delirium  tremens,  or  “DTs,”  usually  manifests  itself  three 
to  five  days  after  cessation  of  alcohol  intake,  and  is  charac- 
terized by  confusion,  vivid  visual  and  tactile  hallucinations, 
fever,  and  autonomic  hyperactivity  (hypertension  and  pro- 
found tachycardia).  Historically,  delirium  tremens  was  as- 
sociated with  a mortality  of  20%,  but  with  appropriate  treat- 
ment, this  can  be  reduced  to  between  1%  and  6%.  These 
clinically  distinct  syndromes  may  occur  alone  or  in  combina- 
tion, and  are  not  necessarily  progressive  stages. 

Treatment  for  any  patient  who  is  suspected  of  alcohol  abuse 
and  is  admitted  to  the  hospital  begins  with  supportive  care.4 
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Replacement  of  fluids  intravenously  or  by  mouth  must  be  a 
priority.  Repletion  of  electrolytes  and  vitamins  is  best  achieved 
by  the  intravenous  route.  In  particular,  therapy  should  include 
thiamine  (given  before  dextrose  infusions),  folate,  and  multi- 
vitamins. In  addition,  the  patient  should  be  kept  in  a calm, 
quiet  environment. 

Pharmacologic  prophylaxis  or  treatment  for  alcohol  with- 
drawal can  be  approached  either  with  scheduled  dosing  of  an 
appropriate  agent  in  fixed  amounts  or  through  symptom-trig- 
gered therapy,  which  has  been  shown  to  result  in  the  need  for 
lower  drug  doses  and  shorter  treatment  times.4-6  The  agents 
available  for  therapy  include  benzodiazepines,  barbiturates, 
and  carbamazepine.  Benzodiazepines  are  the  most  frequently 
used  drugs,  and  all  agents  of  this  class  are  equally  effective. 
Long-acting  benzodiazepines  such  as  diazepam  are  preferred 
for  patients  with  a history  of  prior  withdrawal  seizures  to 
allow  for  a smoother  withdrawal.  Shorter  acting  agents  such  as 
lorazepam  have  a decreased  risk  of  oversedation  and  are  pre- 
ferred in  elderly  patients  or  patients  with  hepatic  dysfunction. 
The  amount  of  benzodiazepine  necessary  to  control  symp- 
toms of  withdrawal  varies  from  person  to  person.4-6  As  this  case 
illustrates,  however,  some  individuals  require  massive  amounts 
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of  a benzodiazepine  to  control  adverse  withdrawal  effects. 

An  important  component  to  the  management  of  alcohol 
dependence  is  the  prevention  of  relapse  after  treatment  of 
acute  withdrawal.1-2  Psychosocial  rehabilitation  is  the  most 
important  component  of  this  phase  of  therapy,  and  can  be 
approached  in  a number  of  ways,  including  inpatient  treat- 
ment programs,  outpatient  programs,  and  referral  to  Alco- 
holics Anonymous  or  other  support  groups.  Pharmacologic 
aids  to  abstinence  are  also  available,  and  include  disulfiram 
and  naltrexone.  These  serve  as  an  adjunct  to  psychosocial 
rehabilitation.  It  is  important  to  note  that  even  after  long  pe- 
riods of  complete  abstinence,  many  individuals  who  have 
become  dependent  on  ethanol  will  experience  severe  alcohol 
craving,  and  remain  at  high  risk  for  relapse. □ 

References 

1 O’Connor  PG  Patients  with  alcohol  problems  N Engl  J Med 338  592-602,  1998 

2 Carlson  RW  Alcohol  withdrawal  syndrome  alleviating  symptoms,  preventing  progression.  I 
J Crit  Illness  1 3 46-50,  1 998 

3 Erwin  WE  Delirium  tremens  South  Med  J 91 :425-432,  1998 

4 Mayo-Smith  MF  Pharmacologic  management  of  alcohol  withdrawal  JAMA  278  144-151,  \ 

1997 

5 Lohr  RH  Treatment  of  alcohol  withdrawal  in  hospitalized  patients  Mayo  Clin  Proc  70:777-  ; 
782,  1995 

6 Saitz  R Individualized  treatment  for  alcohol  withdrawal  - a randomized  double-blind  con-  I 
trolled  trial  JAMA  212  519-523,  1994 


Tennessee  Medicine  ~ September,  1 99! 


344 


The  Journal 


Health  Department  Report 

Medicare  Rural  Hospital 
Flexibility  Program 

Bill  Jolley,  MPA 


As  reported  by  the  National  Rural  Health  Association  in  a 
recent  paper  entitled  “The  Need  for  a National  Limited-Ser- 
vice Hospital  Program,”  rural  communities  continue  to 
struggle  to  maintain  adequate  access  to  quality  health  care 
services.  Factors  such  as  demographic  changes,  shortages 
of  physicians,  changes  in  medical  practice,  and  economic 
stagnation  have  led  to  the  closure  of  numerous  rural  hospi- 
tals nationally  and  in  Tennessee  over  the  past  decade.  Those 
that  remain  are  often  in  financial  difficulty,  and  struggle  to 
maintain  adequate  facilities  and  services.  According  to  the 
Prospective  Payment  Assessment  Commission  (ProPAC),  non- 
metropolitan hospitals  as  a group  have  continued  to  lose 
money  on  their  Medicare  patients,1  despite  changes  in  Medi- 
care payment  policy  designed  to  assist  these  facilities.  The 
smallest  rural  hospitals  (those  with  fewer  than  50  beds),  which 
serve  disproportionate  numbers  of  Medicare  beneficiaries 
and  are,  therefore,  particularly  dependent  on  Medicare  rev- 
. enue,  are  in  the  most  precarious  financial  position.  Although 
about  one-half  receive  local  tax  support  to  subsidize  opera- 
tions, ProPAC  reports  that  total  revenues  still  lag  behind  costs 
for  39%  of  these  facilities.2 

The  closure  of  hospitals  that  are  located  more  than  20  miles 
away  from  the  next  nearest  acute-care  facility  has  created 
undue  access  problems  for  the  residents  they  served,  espe- 
cially for  elderly  and  poor  residents.3  4 In  addition  to  an  in- 
crease in  barriers  to  access,  closure  of  local  rural  hospitals 
often  leads  to  the  provision  of  more  expensive  care  in  urban 
hospitals  that  absorb  the  resulting  unmet  health  care  needs.5'8 
Hospital  closure  can  ultimately  result  in  the  departure  of 
physicians  and  other  health  care  personnel,  the  closure  of 
primary  care  services,  and  the  reduction  of  emergency  medi- 
cal service  (EMS)  capacity. 

One  of  the  first  casualties  of  rural  hospital  closure  is  EMS, 

' resulting  in  care  available  at  increasingly  greater  distances. 
Rural  EMS  response  is  complicated  by  low  population  den- 
sities, long  distances  to  the  hospital  emergency  rooms,  poor 
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quality  back  roads,  mountainous  terrain,  and  severe  winter 
travel.  Often  the  major  occupations  of  rural  areas  are  among 
the  most  hazardous  (e.g.,  farming),  generating  injury  rates 
many  times  the  national  average.9 

There  is  also  evidence  that  rural  hospitals  are  crucial  to 
attracting  and  retaining  physicians  and  that  communities 
without  a nearby  hospital  have  greater  problems  with  physi- 
cian supply  than  other  communities.5  8 Like  hospitalization, 
the  use  of  ambulatory  services  is  directly  related  to  travel 
distance  and  time,  particularly  for  low-income  families  and 
the  frail  elderly.6 

Given  these  findings,  it  is  apparent  that  some  rural  com- 
munities can  no  longer  support  a full-service  hospital,  but 
residents  of  these  communities  will  lack  adequate  access  to 
care  if  the  local  hospital  closes.  Some  of  these  communities 
would  be  better  served  by  an  alternative  model  that  preserves 
access  to  EMS  and  primary  care  and  offers  a level  of  acute- 
care  services  appropriate  to  the  needs  of  the  community  and 
the  capabilities  of  the  facility  and  its  staff.  A limited-service 
hospital  would  combine  improved  reimbursement  with  cost 
savings  from  relaxed  operating  requirements  to  help  ensure 
financial  viability.  In  communities  that  have  difficulty  re- 
cruiting doctors,  services  at  these  facilities  could  be  pro- 
vided by  a nonphysician  practitioner,  under  the  remote  su- 
pervision of  a physician. 

Now  tucked  within  the  4,000-page  omnibus  spending  bill 
that  Congress  sent  to  President  Clinton  was  a $25  million 
appropriation  to  fund  grants  to  the  states  under  the  Medicare 
Rural  Hospital  Flexibility  Program.  This  appropriation  will 
increase  the  ability  of  states  and  rural  communities  to  iden- 
tify and  address  rural  health  problems.  The  Medicare  Criti- 
cal Access  Hospital  Program,  part  of  the  Balanced  Budget  Act 
of  1997,  is  a nationwide  limited-service  hospital  program  built 
on  the  earlier  demonstration  programs  of  rural  primary  care 
hospitals  and  medical  assistance  facilities.  Under  this  pro- 
gram, the  critical  access  hospital  (CAH),  a limited-service 
facility  that  can  get  Medicare  cost-based  reimbursement,  will 
be  established.  CAHs  can  provide  outpatient,  emergency, 
and  limited  inpatient  services  in  communities  where  local 


n Tennessee  Medicine  — September,  1999 


345 


use  no  longer  supports  a full-service  hospital.  To  qualify  as 
CAHs,  this  new  type  of  hospital  must  be  in  a rural  area,  operate 
only  a small  number  of  inpatient  beds,  keep  inpatients  a maxi- 
mum of  four  days,  and  be  remote  from  the  nearest  full-service 
hospital  or  designated  as  a necessary  provider  by  the  state.  In 
Tennessee,  hospitals  situated  outside  a metropolitan  statisti- 
cal area  that  meet  other  additional  federal  and  state  eligibil- 
ity criteria  have  been  deemed  eligible  for  participation.9 

The  CAH  Program  is  one  major  component  of  the  Medi- 
care Rural  Hospital  Flexibility  Program.  The  other  component 
is  a grant  program  authorized  at  $25  million  annually  for  five 
years.  These  grant  funds  can  be  utilized  for  implementation 
of  the  CAH  Program,  improvement  of  rural  EMS,  and  sup- 
port of  community  development  activities  and  other  activi- 
ties to  strengthen  rural  health  systems.  The  initial  $25  mil- 
lion was  appropriated  for  this  grant  program  in  October  1 998. 
These  funds  were  awarded  to  the  states  in  April  1 999  through 
the  Office  of  Rural  Health  Policy  of  the  Health  Resource 
Services  Administration.10 

This  $25  million  will  assist  states  in  developing  and  imple- 
menting a rural  health  plan,  developing  networks,  designat- 
ing CAHs,  and  improving  rural  EMS.  The  funds  may  also  be 
used  to  support  local  citizen,  employer,  and  provider  efforts 
to  carry  out  community  development  activities  that  would 
identify  local  health  care  needs  and  design  a system  of  ser- 
vices to  meet  them. 

Technical  assistance  will  also  be  available  for  potential 
eligible  hospitals.  States  can  make  funds  available  to  hospi- 
tals and  other  providers  to  develop  integrated  networks,  ex- 
amine prospects  for  conversion  to  CAHs,  and  improve  infor- 
mation systems  and  quality  assurance  programs,  as  well  as 
other  activities.  The  new  funding  comes  at  a time  when  rural 
health  care  services  are  facing  an  increase  in  pressure  on 
their  revenues  as  the  Health  Care  Financing  Administration 
(HCFA)  plans  a giant  leap  forward  in  prospective  payment— 
to  be  applied  in  the  next  few  years  to  outpatient  care,  home 
health,  hospice,  skilled  nursing  facilities,  and  even  EMS.11 
In  general,  savings  will  be  achieved  by  limiting  annual  pay- 
ment increases,  converting  cost-based  reimbursement  to  pro- 
spective payment  systems  (PPS),  and  changes  in  policy.  As 
an  example,  under  the  Balanced  Budget  Act,  the  inpatient 
payments  for  all  rural  hospitals  under  PPS  will  be  reduced 
9.6%  in  2002,  accounting  for  0.6%  of  all  revenues.  Home 
health  payments  were  also  reduced  from  a maximum  of  1 12% 
of  the  national  average  to  106%. 

While  CAHs  are  an  important  component  of  the  program, 
the  Medicare  Rural  Hospital  Flexibility  Program  is  more  than 
a life  preserver  to  keep  at-risk  rural  hospitals  afloat.  The  grant 
program  will  provide  states  with  resources  to  develop  and 
implement  a comprehensive  rural  health  plan  that  will  lead 
to  the  development  of  community  health  networks.  These 
networks  are  based  upon  the  precept  that  communities  them- 


selves can  best  determine  how  their  local  health  care  should 
be  delivered.  Rural  communities  should  find  that  creating 
networks  improves  the  stability  and  quality  of  health  care 
services.  Grant  funds  will  be  especially  useful  to  support  com- 
munity involvement  in  education  and  development  programs. 

In  partnership  with  the  Tennessee  Hospital  Association 
and  Rural  Health  Association  of  Tennessee,  the  Tennessee 
Department  of  Health,  Office  of  Rural  Health,  is  embarking 
upon  a planning  process  that  will  allow  Tennessee  to  par- 
ticipate in  the  Medicare  Rural  Hospital  Flexibility  Program. 
The  Office  of  Rural  Health  has  submitted  Tennessee’s  rural 
health  plan  to  HCFA  for  approval  and  is  awaiting  the  ap- 
proval of  federal  program  funding  and  new  state  licensure 
regulations.  A program  start  date  of  September  1999  is  an- 
ticipated. For  more  information,  please  contact  the  Office  of 
Rural  Health  at  (615)  74 1-03 88. □ 
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TMA  Alliance  Report 

AMA  Foundation 

Tennessee  has  been  a leader  in  raising  funds  for  the  AMA 
Foundation  for  over  27  years.  However,  while  it  is  wonderful 
to  be  recognized  for  this  achievement  alone  (everyone  loves 
a pat  on  the  back),  what  really  matters  and  what  this  achieve- 
ment really  means  is  that  we  are  ensuring  that  the  medical 
schools  in  our  country  are  able  to  train  the  physicians  of 
today  and  tomorrow  so  that  they  will  be  able  to  meet  the 
needs  of  the  people  living  in  our  communities.  The  funds 
raised  through  the  AMA  Foundation  provide  money  to  medi- 
cal schools  for  equipment  and  textbooks;  student  loans, 
grants,  and  scholarships;  clinical  research;  and  support  for 
pilot  and  experimental  health  and  medical  programs.  To  date, 
the  Tennessee  Medical  Association  Alliance  (TMAA)  has 
raised  over  $2.5  million  for  medical  students  and  medical 
schools.  We  should  all  be  very  proud  that  we  are  helping  to 
keep  medical  schools  and  physicians  on  the  cutting  edge 
(no  pun  intended)  of  medical  advancements  and  medical 
achievements. 

Please  remember  the  AMA  Foundation  when  making  me- 
morials and  honoraria,  and  when  thanking  that  “special  phy- 
sician” who  takes  care  of  you  and  your  family.  Our  Holiday 
Sharing  Card  is  currently  in  the  works  and  will  be  “unveiled” 
in  September  at  the  TMAA  Fall  Board  Meeting.  I am  excited 
about  the  impact  that  we  have  made  through  the  AMA  Foun- 
dation, and  look  forward  to  making  an  even  greater  impact. 
Thanks  to  each  and  every  one  of  you  who  support  the  AMA 
Foundation.  For  those  of  you  who  haven’t,  please  consider 
helping  us  help  the  physicians  of  tomorrow.  Remember,  you 
can  designate  the  medical  school  and  the  area  in  which  you 
would  like  to  designate  your  funds. 

To  all  of  the  physicians  and  spouses  who  continue  to  keep 
Tennessee  focused  and  committed  to  the  AMA  Foundation, 
Thank  You. 

Marcy  E.  Walker 

AMA  Foundation  State  Chair 


In  Memoriam 


John  Eugene  Goddard,  MD,  age  33.  Died  June  18,  1999. 
Graduate  of  University  of  Tennessee  College  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 

Jones  Flanagan  Rutledge  Jr.,  MD,  age  76.  Died  June  3,  1999. 
Graduate  of  New  York  Medical  College.  Member  of  Marshall 
County  Medical  Society. 

Harold  A.  Schwartz,  MD,  age  87.  Died  July  4,  1999.  Gradu- 
ate of  Johns  Hopkins  School  of  Medicine.  Member  of  Chat- 
tanooga-Hamilton  County  Medical  Society. 

Charles  W.  Sensenbach,  MD,  age  85.  Died  June  17,  1999. 
Graduate  of  Harvard  Medical  School.  Member  of  Roane- 
Anderson  County  Medical  Society. 
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New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennesssee  Medical  Association. 

Cumberland  County  Medical  Society 

Barry  S.  Wagner,  DO,  Crossville 

Knoxville  Academy  of  Medicine 

Dennis  R.  Solomon,  MD,  Knoxville 

Maury  County  Medical  Society 

Francis  J.  Falbo  III,  MD,  Columbia 

Memphis-Shelby  County  Medical  Society 

Ara  J.  Hanissian,  MD,  Memphis 
Kenneth  C.  Kasper  Jr,  MD,  Memphis 
Richard  D.  Paulsen,  MD,  Memphis 
Lillian  H.  Rinker,  MD,  Memphis 
Marilyn  P.  Watts,  MD,  Memphis 

Nashville  Academy  of  Medicine 

Howard  A.  Burris  III,  MD,  Nashville 
Kathleen  A.  Crews,  MD,  Nashville 
Roy  L.  DeHart,  MD,  Nashville 
Frank  H.  Scott,  MD,  Nashville 
Peter  L.  Sonkin,  MD,  Nashville 

Sullivan  County  Medical  Society 

Michael  B.  Baron,  MD,  Bristol 
John  W.  Whiteley,  MD,  Bristol 

Sumner  County  Medical  Society 

Calvin  R.  Dyer,  MD,  Gallatin 

Tipton  County  Medical  Society 

Laura  A.  Tavernier,  MD,  Memphis 


Personal  News 


Ronald  Kirkland,  MD,  Jackson,  has  been  elected  president  of 
the  University  of  Tennessee  National  Alumni  Association. 

James  R.  Noonan,  MD,  Dyersberg,  was  elected  a Fellow  of 
the  American  College  of  Physicians-American  Society  of 
Internal  Medicine. 

Ina  D.  Tonkin,  MD,  Memphis,  was  presented  the  University 
of  Louisville  School  of  Medicine  Alumni  Association  Dis- 
tinguished Alumnus  Award. 

The  following  TMA  members  have  been  honored  for  their 
years  of  service  to  Vanderbilt  University  Medical  Center  by 
having  the  title  Emeritus  bestowed  on  them:  Harvey  W. 
Bender  Jr,  MD,  Professor  of  Cardiac  and  Thoracic  Surgery; 
M.  Lawrence  Berman,  MD,  Professor  of  Anesthesiology;  Ben- 
jamin F.  Byrd  Jr.,  Clinical  Professor  of  Surgery;  Roscoe  R 
Robinson,  MD,  vice-chancellor  for  Health  Affairs;  William  S. 
Stoney,  MD,  Professor  of  Cardiac  and  Thoracic  Surgery;  and 
John  B.  Thomison,  MD , Clinical  Professor  of  Pathology. 
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AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  June,  1999.  This  list,  sup- 
plied by  the  AMA,  does  not  include  members  who  reside  in  other 
states.  Physicians  can  receive  the  PRA  certificate  valid  for  one, 
two,  or  three  years.  For  the  one-year  award,  physicians  report  50 
hours  of  continuing  medical  education,  including  20  hours  of  Cat- 
egory 1;  for  the  two-year  award,  physicians  report  100  hours  of 
CME,  including  40  hours  of  Category  1 ; for  the  three-year  award, 
physicians  report  150  hours  of  CME,  60  of  which  are  Category 
1.  Each  application  for  the  PRA  must  also  verify  participation  in 
Category  2 CME  activities. 

Terry  C.  Borel,  MD,  Johnson  City 
Charles  P.  Bownds,  MD,  Pikeville 
Richard  D.  Buchanan,  MD,  Nashville 
Frank  T.  W.  Chin,  MD,  Jackson 
Stephen  S.  Chung,  MD,  Crossville 
Richard  C.  Cole,  MD,  Tullahoma 
Glenn  D.  Crater,  MD,  Oak  Ridge 
Gerald  M.  Fenichel,  MD,  Nashville 
Jack  E.  Greer,  MD,  Chattanooga 
Joel  T.  Hargrove,  MD,  Columbia 
Alan  S.  Henson,  MD,  Madison 
James  T.  Holbrook,  MD,  Nashville 
Ronald  E.  Hubbard,  MD,  Memphis 
Wayne  Y.  Kim,  MD,  Chattanooga 
Marc  J.  Lacrampe,  MD,  Nashville 
Mark  M.  Lessner,  MD,  Memphis 
Thomas  F.  O’Brien  Jr,  MD,  Memphis 
Ronald  E.  Overfield,  MD,  Nashville 
Rodney  A.  Poling,  MD,  Columbia 
Russell  R.  Smith,  MD,  Madison 
Robert  J.  Stallworth,  MD,  Nashville 
Larry  M.  Toffoletto,  MD,  Morristown 
Rodney  S.  Whitby,  MD,  Paris 
Bruce  D.  Woodall,  MD,  Jellico 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of 
CME  should  be  made  in  writing  to:  CME  Department,  Tennessee 
Medical  Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet  the 
physician’s  practice  needs.  This  may  include  contact  with  patients, 
participation  in  clinical  rounds  and  diagnostic  procedures,  interaction 
with  faculty  and  housestaff,  access  to  the  Medical  Center  Library  and 
other  learning  resources,  and  other  benefits  of  a preceptorship.  AMA/ 
PRA  Category  1 credit  is  provided  for  each  hour  of  participation. 
Physicians  must  be  licensed  and  be  in  active  practice  with  evidence  of 
liability  coverage. 


Special  Conferences/ Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Oct  7-9  5th  Annual  Fall  Neonatology  Symposium 

Oct  15-16  Phonosurgery  Workshop 

Oct  22-23  Laryngovideostroboscopy  & Therapeutic  Implications 
Workshop 

Dec.  3-4  25th  Annual  High-Risk  Obstetrics  Seminar 

For  more  information  contact  the  Division  of  CME,  Vanderbilt 
University  School  of  Medicine,  D-82 1 1 MCN,  Nashville,  TN  37232; 
Tel.  (615)  322-4030. 


East  Tennessee  State  University 

Continuing  Education  Schedule 

Oct  1 -2  Pumpkin  Patch  Pediatric  Conference 
Oct  15-16  Behavioral  Health  in  Primary  Care:  From  the  Cradle  to 
the  Grave 

Oct  22-23  2nd  Annual  Osteoporosis  Conference — Chattanooga 

Oct  23-24  An  Update  on  Geriatric  Medicine — Chattanooga 

Oct  26  HIV/AIDS  Care:  Changing  Concepts — Kingsport 

For  more  information  contact  the  Office  of  CME,  ETSU  Box 
70559,  Johnson  City,  TN  376 1 4-0559;  Tel.  (423)  439-808 1 or  (800) 
222-ETSU. 


University  of  Tennessee 

Continuing  Education  Schedule 

Knoxville 

Nov  1 1 4th  Annual  Pediatric  Emergency  Medicine  & Trauma 
Sympsosium 

Nov  16-18  Advanced  Cardiac  Life  Support  Course 
Nov  30-Dec  1 Pediatric  Advanced  Life  Support  Course 


Memphis 

Oct  7 Adolescence:  Critical  Years  for  Women 

Oct  9- 1 3 Comprehensive  Review  of  Women ’s  Health  Care 

Oct  1 5 Homer  Visiting  Professorship  Series  Alumni  Weekend 

Jan  22  3rd  Annual  Clinical  Update  for  the  Comprehensive;: 
Ophthalmologist 

Feb  21-24  12th  Annual  Update  in  Obstetrics  and  Gynecology — 
Grand  Cayman  Island,  BW1 
March  11-12  Advanced  Life  Support  in  Obstetrics 
March  12-17  33rd  Annual  Review  Course  for  the  Family  Physician 
March  12-17  9th  Annual  Current  Issues  in  Obstetrics  and  Gynecol- 
ogy— Snowmass  Village,  Colo 


Oct  28-29 
Oct  30 

Nov  11-12 


Nov  19 
Dec  2-3 
Feb  18-23 


Chattanooga 

9th  Annual  Care  of  the  Aging  Patient  Symposium 
are  of  the  Patient  With  Cerebrovascular  Disease  foi  | 
Primary  Care  Physicians 
The  Social  Threat  of  the  New  Millennium — Terrorism 
Community  and  Medical  Response  to  Biological 
Chemical  and  Ballistic  Disorders 
Breast  Disease  Seminar 
6th  Annual  Internal  Medicine  Update 
13th  Annual  Clinical  Medicine  Update  Symposium— 
Maui,  Hawaii 
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Feb  21  Integrating  Alternative  and  Complementary  Medicine 
With  Traditional  Medicine — Maui,  Hawaii 
Feb  22-25  Emergency  Medicine  Symposium — Maui,  Hawaii 
March  20-24  4th  Annual  Primary  Care  Symposium 

For  more  information  contact  Mr.  Mike  Spikes,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163; 
Tel.  (901)  448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and  departments 
in  the  medical  school  to  allow  practicing  physicians  to  participate  in 
the  service’s  activities  for  a period  of  one  day  to  one  week.  This 
program  provides  an  opportunity  for  physicians  to  study  in  depth  for 
a specified  period.  The  schedule  of  activities  is  individualized  in 
response  to  the  physician’s  request  by  the  participating  department. 
The  experience  includes  conferences,  ward  rounds,  audiovisual 
materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses,  Ph.D., 
Director  of  Continuing  Education,  Meharry  Medical  College,  1005 
D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


Board  of  Medical  Examiners 

Minutes  - May  1999 

Name:  Rhonda  Brennan,  MD  (Nashville) 

Violation:  Appearance  and  request  for  Board  to  appoint 
an  independent  psychiatrist  to  perform  evaluation. 

Action:  Board  appointed  independent  psychiatrist  to  per- 
form evaluation. 

Name:  Harry  Goldenberg,  MD  (Knoxville) 

Violation:  Request  for  licensure  modification. 

Action:  Granted  unrestricted  license. 

Name:  Fasih  Samad,  MD  (Mount  Juliet) 

Violation:  Request  for  order  modification. 

Action:  Case  to  be  continued. 

Tennessee  Medicine  Policy 

Tennessee  Medicine  publishes  the  actions  of  the  Board  of  Medical 
Examiners  directly  from  the  Department  of  Health’s  monthly  sun- 
shine notice.  TMA  policy  calls  for  Tennessee  Medicine  to  print 
corrections,  retractions,  or  case  updates  as  they  are  received  from 
the  Department  of  Health.  Physicians  whose  case  results  are  over- 
turned or  modified  by  either  the  Board  of  Medical  Examiners  or 
final  judicial  action  may  request,  through  appropriate  supporting 
documentation,  that  Tennessee  Medicine  print  an  update  in  the 
next  possible  publication. 


Stroke  Update  in  Tennessee 

Saturday,  September  25,  1999,  8:45  a.m.  - 12:30  p.m. 
The  University  of  Tennessee  Conference  Center 
600  Henley  Street,  Knoxville,  Tennessee 


Howard  S.  Kirshner,  M.D. 
Professor  of  Neurology 
Vanderbilt  University 


William  A.  Pulsinelli,  M.D.,  Ph.D. 

Professor  of  Neurology 
University  of  Tennessee,  Memphis 


Presented  by  The  Tennessee  Stroke  Education  Consortium  to  provide  current  information  about: 

♦ Risk  factors  for  stroke 

♦ How  risk  factors  can  be  modified 

♦ Less  common  risk  factors 

♦ Acute  stroke  treatments 

Who  should  attend? 

Family  Physicians,  Internists,  Emergency  Department  Physicians.  Neurologists.  Nurses, 

Nurse  Practitioners,  Physical  Therapists,  Occupational  Therapists,  Speech  Therapists,  Nutritionists 


Cost:  Registration: 

Physician $30  Phone:  (423)544-9190 

Other  health  care  professional $15  Fax:  (423)544-6823 

Resident  physician no  cost  (with  letter  from  dept,  chair)  E-mail:  cberrier@mc.utmck.edu 


Sponsored  by  The  University  of  Tennessee  Medical  Center  at  Knoxville 
Graduate  School  of  Medicine 

Department  of  Continuing  Dental  and  Medical  Education,  Knoxville 


CME  Credit: 

3 hrs  AMA  Cat.  1 
3 hrs  AAFP 
3 hrs  CEU 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows: 
$35  for  the  first  50  words  ($25  for  TMA  members),  25 
cents  for  each  additional  word.  Count  as  one  word  all 
single  words,  two  initials  of  a name,  single  numbers, 
groups  of  numbers,  hyphenated  words,  and  abbrevia- 
tions. Advertisers  may  utilize  a box  number  for  confi- 
dentiality, if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this 
box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of 
the  2nd  month  preceding  the  desired  month  of  publica- 
tion, and  will  be  subject  to  approval.  No  phone  orders 
will  be  accepted.  Payment  must  accompany  order. 
Each  listing  will  be  removed  after  its  first  publication 
unless  otherwise  instructed.  Fee-for-service  agency 
advertisements  are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO 
Box  120909,  2301  21st  Ave.  South,  Nashville,  TN 
37212-0909.  Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

FAMILY  PHYSICIAN  or  MEDICINE-PEDIATRIC  PHYSICIAN 

needed  in  Crossville,  Tennessee,  for  multispecialty  group.  No 
obstetrics  required  Approximately  three  call  nights  per  month. 
Group  is  replete  with  family-oriented  physicians  in  a family-ori- 
ented community.  Cumberland  Medical  Center  Hospital  is  listed 
in  top  100  hospitals  in  the  nation.  Contact  Doug  Carpenter,  MD, 
FAAFP,  at  1-931-484-5141  or  FAX  CV  to  1-931-484-5620. 


List  of  Advertisers 

Averitt  Air  Charter 344 

BTS  (Business  Technology  Solutions) 320 

Carolyn  Avery  & Associates,  Inc 344 

Emergency  Coverage  Corporation  350 

Kentucky  Sleep  Society 346 

Passport  Health  Communications 322 

State  Volunteer  Mutual  Insurance  Company 352 

Team  Health 350 

TN  Dept.  Mental  Health  & Mental  Retardation  ...  326 

TMA  Physician  Services,  Inc 3 1 8 

Tennessee  Stroke  Education  Consortium 349 


The  TMA  Association  Insurance  Agency,  Inc.  338,  351 


Immediate 
\ Emergency 
/ Medicine 
Opportunities 


Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available 
in  emergency  departments  throughout  Tennessee, 
Kentucky,  Virginia  and  Georgia.  Physicians  who  are 
board  eligible  or  certified  in  Emergency  Medicine  or 
a primary  care  specialty  with  Emergency  Medicine 
experience  and  current  ACLS  and  ATLS  certifications 
will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid 
malpractice  insurance. 

For  more  information,  fax  your  CV  to 
(423)  693-4064  or  call  Ann  Lane  at 

1-800-577-7707 


ECC 

EMERGENCY  COVERAGE 

A Team  Health  Affiliate 

www.team-health.com 


Why  Team  Health? 

“I  enjoy  both  the  clinical  and  business  aspects  of 
healthcare  delivery.  As  a Medical  Director  for 
Team  Health,  / can  still  practice  medicine  and 
work  on  administrative  issues.  ” 

John  Proctor,  M.D. 

Medical  Director 
Southern  Hills  Medical  Center 
Nashville,  Tennessee;  and 
Regional  Medical  Director 
Middle  Tennessee 

Southeastern  Emergency  Physicians,  an  affiliate  of 
Team  Health,  currently  has  both  full-  and  part-time 
opportunities  throughout  the  United  States. 

Team  Health  offers  its  full-time  independent  contractors 
competitive  compensation,  flexible  scheduling  and  paid 
malpractice  insurance.  Additionally,  you  will  have  the 
opportunity  to  be  affiliated  with  a patient-focused,  phy- 
sician-led group  that  credits  its  success  to  teamwork, 
integrity  and  innovation.  Sorry,  no  J-l  opportunities 
available. 

For  more  information, 
contact  Lee  Ann  Long  at 

1-800-909-8366 

www.teamhealth.com 
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THE 

TMA 

ASSOCIATION 
INSURANCE 
AGENCY,  INC. 

Corporate  Office 
1089  Bailey  Avenue 
Chattanooga,  TN  37404 
Toll  Free  1-888-616-7873 
Local  423-629-2400 
Fax  423-629-1109 
E-mail:  tma@assoc-admin.com 

Sales  Offices 
23  Weatherford  Square 
Jackson,  TN  38305-2202 
Phone  (901)  668-0098 
Fax  (901)  668-0082 


1061  West  Rex  Road 
Memphis,  TN  38119 
Phone  (901)  761-2440 
Fax  (901)  761-2448 


2301  21st  Avenue,  South 
Nashville,  TN  37212-0909 
Phone  (615)  385-4208 

Dedicated  to  providing 
TMA  members  with 
comprehensive , quality 
insurance  coverage  for 
themselves , their 
families , and  their 
practices. 

II  Products  & Service 


Practice  Coverage 

□ Group  Major  Medical 

□ Group  Life  and  AD&D 

□ Group  Disability 

□ Group  Dental 

□ Office  Contents/Building  Package 

□ Workers'  Compensation  Plan 

Individual  Coverage 

□ Disability  Income  Protection 

□ Term  Life  Insurance 

□ Universal  Life  Insurance 

□ Second-to-die  Life 

□ Long  Term  Care  Coverage 

□ Medicare  Supplement 

Personal  Coverage 

□ Auto 

□ Boat 

□ Homeowners 

□ Personal  Umbrella 

For  further  information  on  any  of  these  products , 
please  check  the  appropriate  box(es)  above, 
complete  the  information  below,  and  fax  to  us  at 
(423)  629-1109 . 

Name : 

Title: 

Address: 

City/ State/ Zip: 

Phone:  ( ) Fax:  ( ). 

You  Can  Depend  On 


Selecting  Malpractice 
Insurance  Based  on 
Low  Rates  is  the  Original 
High  Risk  Procedure. 


The  real  question  is  what  are  you  getting  for  your  money,  and  just  what  is  the  potential  cost  of  being 


inadequately  prepared  in  the  event  of  litigation?  As  doctors  with  over  20  years  of  experience 
in  serving  other  doctors,  we  just  don’t  think  playing  the  odds  is  such  a great  idea.  When  it  comes 
to  something  as  important  as  malpractice  insurance,  who  can  afford  to  take  chances? 


For  more  information,  contact  Randy  Meador  or  Susan  Decareaux  • P.O.  Box  1065,  Brentwood,  TN  37024-1065  • e-mail:  svmic@svmic.com 
Web  Site:  www.svmic.com  • 1-800-342-2239  • (615)  377-1999  • SVMIC  is  exclusively  endorsed  by  the  Tennessee  Medical  Association 
and  its  51  component  county  societies. 


State  Volunteer 
Mutual  Insurance 
Company 


HIS  ISSUE 


C/BS  Letters 
dr  Debate 

51 

omestic  Violence 
wareness 

57 

ompleting  the 
ertificate  of  Death 

f8 


- J52  o- 
leo 
y s-  az  ►— 

£ Q rr- 

<l»  Q 
> — i LiJ  LU 

Sg.ssg 


1-SIZE 

R15 

J79x 

SCI 


Tennesse 

Medicine 

j O U R N A L 0 F T II  E T E N N E S S E E M E I)  I C A L A S S 0 C 1 A T I 0 N 


{of  better 


and  unions 


j\izaUon  1$ 

« mea""' 

official 

-Yes.^ 


•"oWS*y2tei 

someone 

inctcasingty 


"My  profession  is  being  crushed  under  the  rocks  of 
rules  and  regulations,  government  influence,  HMOs. 
I need  to  help  fight  back." 

Dr.  Jack  L.  Summer* 

Akron,  Ohio  ^s- , 

^ es  fo  unic 


S?">  an  HHy  —.**  9"° 


See  page  365 


At  Tennessee’s  State  Park  Conference  Centers,  we  do  have  indoor  meeting  facilities.  Up  to  20,000  sq.  ft.,  in  fact. 
Plus  room  for  more  than  200  in  our  guest  hotels.  But  some  people  are  drawn  more  to  what’s  outside.  The  fresh 
air.  The  scenery.  Nature  at  its  best.  So  have  your  next  meeting  here,  and  then  step  outside.  You  may  not 
want  to  come  back  in.  To  learn  more,  call  1-888-TN-PARKS,  or  e-mail  us  at  www.tnstateparks.com. 


act. 

Ml 


Table  of  Contents 


Journal  of  the  Tennessee  Medical  Association 


President’s  Comments 

357  When  Medicine  Speaks  as  a Unified  Voice — James  Chris  Fleming,  MD 


Editorials 


Volume  92,  Number  10  - October,  1999 


359  The  Color  of  Money — John  B.  Thomison,  MD 


Office  of  Publication 

2301  21st  Avenue  South 
PO  Box  120909 
Nashville,  TN  37212-0909 
Phone  (615)  385-2100 
Fax  (615)  383-5918 

Editor 

John  B.  Thomison,  MD 
Assistant  Editor 
Robert  W Ikard,  MD 
Managing  Editor 
Jean  Wishnick 
Business  Manager 
Donald  H Alexander 
Sr.  V.P. — Communications 
Russ  Miller 

Advertising  Representative 

Jean  Wishnick 

Call  (615)  385-2100  or 

e-mail  jeanw@tma.medwire.org 

Tennessee  Medicine 

Journnl  ot  (lie  Tennessee  Medical  Association 

(ISSN  1088-6222) 

Published  monthly  under  the  direction  of 
the  Board  of  Trustees  for  and  by  members  of 
the  Tennessee  Medical  Association,  a non- 
profit organization  with  a definite  member- 
ship for  scientific  and  educational  purposes. 

Devoted  to  the  interests  of  the  medical 
profession  of  Tennessee.  This  Association  is 
not  responsible  for  the  authenticity  of  opinion 
or  statements  made  by  authors  or  in  communi- 
cations submitted  to  Tennessee  Medicine  for 
publication.  The  author  or  communicant  shall 
be  held  entirely  responsible.  Advertisers  must 
conform  to  the  policies  and  regulations  estab- 
lished by  the  Board  of  Trustees  of  the  Tennes- 
see Medical  Association. 

Subscriptions  (nonmembers)  $20  per  year 
for  US,  $26  for  Canada  and  foreign.  Single 
copy  $2.50.  Payment  of  Tennessee  Medical  As- 
sociation membership  dues  includes  the  sub- 
scription price  of  Tennessee  Medicine. 

Copyright  1999,  Tennessee  Medical  Asso- 
ciation. All  material  subject  to  this  copyright 
appearing  in  Tennessee  Medicine  may  be  pho- 
tocopied for  noncommercial  scientific  or  edu- 
cational use  only. 

Periodicals  postage  paid  at  Nashville,  TN, 
and  at  additional  mailing  offices. 

POSTMASTER:  Send  address  changes  to: 
' Tennesssee  Medicine 
"PO  Box  120909 
! Nashville,  TN  37212-0909 


Web  site:  www.medwire.org 


Letters  to  the  Editor 

361  Claim  Denied-Comments;  Loss  Prevention — Response 


Practicing  Medicine 

365  All  Aboard  for  Physician  Unions:  Collective  Bargaining  Efforts  for  Doc- 
tors Are  Picking  Up  Steam — Brenda  Williams 
367  Domestic  Violence:  Raising  Awareness  All  Over  Again — Brenda  Williams 
369  Loss  Prevention  Case  of  the  Month — The  Same  Lesson  Again  and  Again — 
J.  Kelley  Avery,  MD 


Special  Item 

371  Tennessee  Medical  Foundation  Community  Support  1998-99 


The  Journal 

375  Original  Contribution — An  Unusual  Peripheral  Vascular  Response  to 
Dopamine  in  a Neonate — Seema  Goenka,  MB,  BS;  Ashok  V.  Mehta,  MD;  Pius 
J.  Powers,  MD 

ill  Vanderbilt  Morning  Report — Neuroleptic  Malignant  Syndrome — James 
Loynes,  MD;  Steven  Tann,  MD;  Dana  Redick,  MD;  Robin  Hickman 

378  Department  of  Health  Report — Not  Just  Another  Piece  of  Paper — Rebecca 
Groves 

382  Trauma  Rounds — The  Use  of  Controlled  Subatmospheric  Pressure  to  Pro- 
mote Wound  Healing  in  Preparation  for  Split-Thickness  Skin  Grafting  in  a 
Fourth  Degree  Bum — R.F.  Cozart,  MD;  J.R.  Atchison,  MD;  E D.  Lett,  MD;  T.S. 
Fabian,  MD;  M.A.  Brzezienski,  MD;  E.E.  Breazeale,  MD 


News  and  Views 

385  TMA  Alliance  Report — TMAA  Health  Promotions 

385  In  Memoriam 

385  New  Members 

385  Personal  News 

386  PRA  Recipients 

386  TMA  Board  of  Trustees  Meeting  Minutes — July  10-11,  1999 

387  Continuing  Medical  Education  Opportunities 

389  Career  Opportunity  Advertising 

390  Information  for  Authors 
390  Advertisers  in  this  Issue 


Tennessee  Medicine  ~ October,  1999 


355 


A 


THE 


TMA 

ASSOCIATION 
INSURANCE 
AGENCY,  INC. 


Practice  Coverage 

□ Group  Major  Medical 

□ Group  Life  and  AD&D 

□ Group  Disability 

□ Group  Dental 

□ Office  Contents/Building  Package 

□ Workers'  Compensation  Plan 


Corporate  Office 
1089  Bailey  Avenue 
Chattanooga,  TN  37404 
Toll  Free  1-888-616-7873 
Local  423-629-2400 
Fax  423-629-1109 
E-mail:  tma@assoc-admin.com 

Sales  Offices 
23  Weatherford  Square 
Jackson,  TN  38305-2202 
Phone  (901)  668-0098 
Fax  (901)  668-0082 

1061  West  Rex  Road 
Memphis,  TN  38119 
Phone  (901)  761-2440 
Fax  (901)  761-2448 


Individual  Coverage 

□ Disability  Income  Protection 

□ Term  Life  Insurance 

□ Universal  Life  Insurance 

□ Second-to-die  Life 

□ Long  Term  Care  Coverage 

□ Medicare  Supplement 

Personal  Coverage 

□ Auto 

□ Boat 

□ Homeowners 


2301  21st  Avenue,  South 
Nashville,  TN  37212-0909 
Phone  (615)  385-4208 

Dedicated  to  providing 
TMA  members  with 
comprehensive,  quality 
insurance  coverage  for 
themselves,  their 
families,  and  their 


□ Personal  Umbrella 

For  further  information  on  any  of  these  products, 
please  check  the  appropriate  box(es)  above, 
complete  the  information  below,  and  fax  to  us  at 
(423)  629-1109. 

Name : 

Title: 

Address: 

City/ State/ Zip: 


practices. 


Phone:  ( ) 


Products  & Service 


You  Can  Depend  On 


President’s  Comments 


James  Chris  Fleming,  MD 


When  Medicine  Speaks  as  a 
Unified  Voice 


In  the  recent  past,  the  practice  of  medicine  has  been  experiencing  significant  changes. 
Many  of  these  changes  have  been  caused  by  forces  outside  of  our  medical  community:  insur- 
ance companies,  managed  care  organizations,  and  PPOs,  to  name  a few.  As  physicians,  we 
would  all  agree  that  many  of  these  changes  have  not  been  in  the  best  interest  of  medicine  as  a 
whole,  nor  has  it  been  “good  medicine”  for  our  patients. 

It  has  been  difficult  for  medicine  as  a group  to  address  these  issues  because  the  physician 
community  is  fragmented  in  so  many  ways.  We  have  generalists  versus  specialists,  primary  care 
versus  subspecialty  care.  We  are  divided  by  the  manner  in  which  we  practice:  solo  practice, 
group  practice,  corporate  practice,  and  university  practice.  Location  divides  us  even  further: 
hospital-based,  office-based,  rural  and  urban.  Not  only  is  pulling  this  diversified  group  of 
physicians  together  a difficult  task,  but  this  diversity  makes  it  easier  for  outside  forces  such  as 
governmental  agencies  and  managed  care  organizations  to  fashion  opportunities  to  influence 
and  to  change  medical  practice,  often  for  the  worse. 

If  on  the  other  hand  physicians  band  together  and  speak  with  a unified  voice  through  our 
local  medical  societies  and  our  state  and  national  society,  this  one  voice  can  be  a powerful  tool 
to  protect  not  only  the  practice  of  medicine,  but  also  our  patients’  best  interests. 

I want  to  be  certain  that  each  of  you  understands  and  appreciates  that  our  voice  was  indeed 
heard  both  in  Nashville  and  in  Washington  recently.  A few  months  ago,  the  definition  of  a 
physician  “consult”  was  questioned,  and  was  redefined  within  the  realm  of  Medicare.  This  was 
done  to  contain  and  to  cut  costs,  and  was  in  the  best  interest  of  neither  patient  care  nor  medical 
practice.  Such  an  issue  helps  physicians  to  put  aside  diversity  and  to  look  at  those  issues  that 
unify  us,  as  well  as  to  allow  us  to  join  forces  and  to  speak  confidently  with  one  voice.  Conse- 
quently, with  this  type  of  “grassroots”  involvement  by  individual  physicians,  hundreds  of 
letters  to  appropriate  places  allowed  the  TMA  and  the  AMA  to  speak  for  physicians  and  to 
negotiate  with  HCFA  with  power  and  with  strength.  What  happened?  The  definition  of  “con- 
sult” was  reversed  as  we  were  heard  strongly  and  clearly  in  a unified  voice. 

I am  pleased  to  tell  you  that  the  TMA  and  the  AMA  did  an  excellent  job  in  informing 
physicians  of  this  issue  and  of  relating  the  TMA’s  position  regarding  this  problem  and  in  asking 
you  as  physicians  for  help.  Also,  I am  pleased  with  the  rapid  response  of  our  membership  and 
the  hundreds  of  physicians  who  contacted  both  their  congressmen  and  HCFA. 

What  can  we  learn  from  this  experience?  This  example  of  medicine  speaking  with  a unified 
voice  should  be  a model  for  the  future.  Physicians  need  to  stay  involved  in  their  respective 
societies;  they  need  to  share  information  with  each  other  and  with  organized  medicine.  Let  us 
put  aside  our  differences  and  concentrate  on  our  similarities.  Only  by  doing  so  will  organized 
medicine  be  allowed  to  work  effectively  and  expeditiously  to  accomplish  its  goals  and  to 
empower  itself  to  speak  for  each  physician  with  a unified  voice. 


Tennessee  Medicine  ~ October,  1999 


357 


4' 


Money  slipping 
through  your 
fingers. 


Medical  Management  information  systems. 
Increase  effectiveness  in  today's  changing 
healthcare  environment.  Streamline  data. 
Increase  revenue.  Access  the  vital  signs  of 
your  business. 


i*877*938«4072 


The  first  step  is  an  analysis  of  your 
current  system.  So  call  us  today  and 
schedule  a free  evaluation  with  your 
solution  provider  at  Business 
Technology  Solutions,  Inc.  We  can 
help  get  your  practice  into  peak  condition 


i*423»938»090i 


i»423«947»4922 


www.btsonline.com 


IS  YOUR  PRACTICE  IN  PEAK  CONDITION? 

Are  you  spending  more  time  documenting 
patient  care  than  giving  it?  Does  claims 
paperwork  clog  up  your  computer  system? 
Does  bureaucracy  keep  you  from  focusing 
on  what  you  do  best  - namely,  practice 
medicine?  If  so,  then  we  can  help. 


Business  Technology  Solutions,  Inc. 

specializes  in  helping  medical  offices 
use  technology  to  become  more 
efficient  and  profitable.  We  make  it 
easy  for  you  to  access,  process  and 
store  vast  amounts  of  information. 
Maintain  patient  records.  Track 
claims.  Connect  with  colleagues.  And 
use  the  Internet  for  research 
and  collaboration. 


Editorials 


John  B.  Tliomison,  MD 


The  Color  of  Money 

The  Love  of  money  is  the  root  of  all  evil. 

Letter  of  Paul  the  Apostle  to  Timothy 

When  I was  young,  I thought  that  money  was  everything. 
Now  that  I am  old,  1 know  it  is. 

Oscar  Wilde 

Money  isn’t  everything  . . . It’s  just  what  you  use  to  buy 
everything  else  with. 

Anonymous 


Thou  shalt  have  no  other  gods  before  me  . . . 

Thou  shalt  not  kill  . . . 

Thou  shalt  not  covet . . . 

Thou  shalt  not  steal  . . . 

From  the  Ten  Commandments 


You  might  gather  from  the  above  that  this  bit  is  about  money.  If  you  do,  you  gather  wrong. 
It  is  about  money  only  tangentially.  What  it  is  about  is  the  evil  and  its  consequences  that  result 
from  the  love  of  money.  I have  to  say  here  that  an  increasing  number  of  people  believe  evil  is  a 
figment,  and  does  not  exist.  If  you  are  one  of  those,  I have  nothing  to  say  to  you  but,  “God  be 
merciful  to  you.”  In  the  meantime,  you’d  better  wake  up. 

At  least  in  mythology,  but  also  otherwise  on  occasion,  signs  and  wonders  in  the  heavens  and 
on  earth  have  often  precipitated  notable  portents  onto  our  mortal  coil.  For  instance,  there  was  a 
marvelous  convergence  of  planets  that  preceded  the  birth  of  Jesus.  That  is  a fact,  regardless  of 
whether  or  not  you  believe  it  to  be  coincidence.  And  now,  right  before  our  very  eyes,  we  wit- 
ness a convergence  of  signs  and  wonders  in  Tennessee,  which  portend  dire  consequences — or 
more  properly,  which  actually  call  attention  to  prior  dire  travesties — that  have  called  forth  this 
present  reaction  of  mine.  First,  this  month,  October,  is  the  month  of  Halloween,  when  all  the 
forces  of  evil  are  unloosed  upon  mankind.  Second,  there  was  the  unloosing,  not  entirely,  even 
not  at  all,  unexpected,  of  gross  perfidy  by  BlueCross  that  was  previously  revealed  to  us  by  Dr. 
Laurence  A.  Grossman  (Term  Med 92:288,  1999),  and  third,  there  has  been  a vast  outpouring  of 
outrage  at  the  crass  and  unfounded  denials  of  it  by  a company  official,  as  witness  our  section  of 
Letters  to  the  Editor.  There  have  been  so  many  letters,  in  fact,  that  we  ran  out  of  space  and 
couldn’t  print  them  all.  The  theme,  however,  has  been  the  same.  Only  the  details  varied. 

My  American  Heritage  Dictionary  refuses  to  define  the  word  gringo  at  all,  simply  saying  it 
is  offensive.  I’ll  accept  that,  since  that’s  the  way  I’m  going  to  use  it  here.  Turning  to  my  Oxford 
Dictionary,  it  told  me  it  is  a usually  derogatory  term  for  a foreign  male  (female  is  gringo), 
usually  British  or  American,  in  a Spanish-speaking  country.  I knew  all  that,  having  absorbed  all 
the  writings  of  Zane  Gray  and  Clarence  E.  Mulford  in  my  boyhood.  I really  was  interested, 
though,  in  the  derivation  of  the  term,  for  which  neither  offered  any  help.  Somewhere  in  my  past 
I read  that  it  was  a corruption  of  “Green  grow  . . from  the  song  “Green  Grow  the  Lilacs”  that 
the  Spanish-speaking  population  heard  all  the  homesick  soldiers,  prospectors,  cowboys,  and 
others  keep  singing  to  remind  them  of  home.  Hence  the  term  gringo. 

I have  a suggestion.  Maybe  it  would  be  appropriate  to  refer  to  the  officials  and  shareholders 
of  the  insurance  companies  and  MCOs  and  HMOs  as  gringos,  since  their  continual  chant  is 
“Green  grow  . . . 
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But  before  we  go  on,  let’s  back  up  a minute  here  to  regroup.  We  need  to  take  a moment  to 
look  back  a couple  of  issues  to  examine  the  reply  of  Dr.  Steven  L.  Coulter,  Sr.  Vice  President  & 
Chief  Medical  Officer  of  BlueCross/BlueShield  of  Tennessee  to  Dr.  Grossman  ( Tenn  Med  92:288, 
1999),  which  would  be  laughable  in  its  transparency  were  its  portents  not  so  grim.  Dr.  Coulter 
said,  “We  do  not  like  pre-certs  any  more  than  the  practicing  physicians  do  [ You  better  watch  out 
for  yo’  nose  nex’  time  you  shave,  doc.]  However,  since  it  is  so  highly  effective  at  reducing 
hospitalization  utilization,  our  customers  demand  it.  ” [Italics  mine] 

(Puts  me  in  mind  of  the  fanner  who,  so  as  to  save  money,  began  mixing  sawdust  in  with  the 
oats  he  fed  his  mule.  He  increased  the  proportion  just  a little  bit  each  day,  so  that  the  mule  really 
never  noticed.  The  only  problem  was,  about  the  time  the  farmer  got  it  to  where  he  didn’t  have 
to  buy  any  oats  at  all  anymore,  the  mule  up  and  died.) 

So,  I’ll  bet  the  customers  sho’  nuff  liked  it. 

But  . . . Wait  just  a cotton-pickin ' minute!!!! 

Customers?  I thought  the  patients  were  the  customers.  [I  didn’t  really  think  that.  I’m  not  that 
naive.  It’s  just  that  they  ought  to  be.]  The  customers,  of  course,  are  the  ones  who  pay  the  bills. 
And  who  might  that  be?  Why,  the  businesses,  of  course,  who  negotiate  with  BlueCross  to  pay 
for  their  employees’  health  care.  So  maybe  all  those  business  people  are  gringos,  too,  along 
with  the  insurance  people. 

Lest  there  be  some  misunderstanding,  and  my  message  gets  lost  in  the  levity,  I will  relate  to 
you  an  incident  that  ought  to  be  apocryphal  but  isn’t,  because  I knew  the  Presbyterian  pastor 
involved.  His  first  pastorate  was  in  a logging  community  where  the  logs  were  cut,  branded  on 
the  end,  and  floated  down  the  river  to  the  sawmill,  where  they  were  separated  according  tc 
brand.  Various  loggers  would  sometimes  intercept  a log,  cut  off  its  end  with  the  brand,  and 
replace  the  brand  with  their  own.  The  pastor  found  out  about  this,  and  preached  a fiery  sermor 
on  the  commandment,  “Thou  shalt  not  steal,”  for  which  he  was  roundly  congratulated.  But 
when  the  practice  continued,  he  preached  another  one  entitled,  “Thou  shalt  not  cut  the  ends  ofi 
other  people’s  logs  and  replace  their  brand  with  your  own.”  He  wound  up  with  a pastorate  ir 
Lexington,  Ky.,  which  was  a short  stop  on  his  way  to  a career  in  Home  Missions  when  he 
preached  against  whiskey. 

So  you  don’t  lose  your  focus,  that  story  is  not  about  drinking. 

I was  about  to  explain  myself  back  there,  when  I made  a digression  to  explain  myself  before 
I would  explain  myself  about  the  chant  of  all  those  insurers  and  so  on  and  their  customers.  Anc 
what  is  the  chant? 

The  chant  is,  “Green  grow  my  coffers,  ” of  course. 
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ables a physician’s  impaired  condition  to  deteriorate. 
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Call  the  TMF  Physicians  Health  Program  at  (615)  665-2516  in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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Letters  to  the  Editor 


“Claim  Denied’*  Comments 

To  the  Editor: 

I read  with  some  interest  the  claims  problem  of  Dr. 
Grossman  in  the  Letters  to  the  Editor  in  the  August  1999 
issue  of  Tennessee  Medicine  (Grossman  LA:  Claim  denied 
[Letter],  Tenn  Med  92:299,  1999). 

The  response  from  Dr.  Stephen  L.  Coulter  at  BlueCross 
has  one  sentence  that  really  and  truly  does  not  make  sense. 
While  he  agreed  that  “pre-cert”  was  intrusive  and  labor  in- 
tensive, he  said  that  since  it  was  highly  effective  at  reducing 
hospital  utilization,  our  customers  demand  it. 

I wonder  who  Dr.  Coulter  thinks  their  customers  are.  It  seems 
that  their  customers  are  outpatients,  and  I certainly  do  not 
think  that  our  patients  demand  pre-certification  as  an  ef- 
fective tool  at  reducing.  I would  suggest  that  BlueCross  inves- 
tors or  executives  who  make  more  bonuses  with  increased 
profits  demand  it. 

E.  B.  Wilkinson,  MD 
7655  Poplar,  Suite  250 
Germantown,  TN  38138 

To  The  Editor: 

In  reference  to  “Claim  Denied”  and  “Response”  in  the 
August  1999  issue  I would  like  to  offer  a few  comments: 

The  complaints  Dr.  Grossman  lodges  against  BlueCross 
are  common  to  most  physicians  who  admit  patients  covered 
by  that  company.  Although  Dr.  Grossman  didn’t  detail  the 
times  of  day  for  his  patient’s  presentation,  consultation,  and 
surgery,  unless  she  were  admitted  in  the  wee  hours  of  1 7 May 
(a  Monday),  the  hospital  should  have  been  able  to  obtain 
pre-certification  for  the  admission  and  the  corrective  sur- 
gery. If  it  did  not,  or  could  not  because  of  busy  phone  lines, 
the  surgery  should  no  doubt  have  been  done  for  the  sake  of 
the  patient’s  best  interest.  When  the  hospital  submits  its  re- 
quest for  certification  after  the  fact,  it  is  in  the  best  interests  of 
the  hospital  to  include  all  the  information  about  the  patient’s 
hospital  stay  which  might  pertain  to  justifying  the  certifica- 
tion. Why  does  anyone  suppose  that  Dr.  Grossman’s  hospital 
failed  to  supply  the  needed  information?  Dr.  Coulter  writes 
that  “new  information”  supplied  with  the  filing  of  an  appeal 
was  persuasive  in  the  reversal  of  the  denial.  Brown  Stuff. 

The  one-day  admission  of  this  patient  was  not  significant- 
ly different  from  the  “outpatient  basis  with  up  to  23  hours  of 
observation”  Dr.  Coulter  derives  from  the  M&R  guidelines. 
There  wasn’t  any  patient-oriented  reason  for  distinguishing 
between  the  hospital  course  of  this  patient  and  that  in  the 
guidelines.  My  suspicion,  based  on  personal  experience,  is 
that  Dr.  Grossman  admitted  the  patient  as  a regular  hospital 
admission,  pending  an  expected  certification  whenever 
BlueCross  could  be  contacted.  His  mistake,  if  BlueCross  be- 
haves the  same  in  Nashville  as  in  Greeneville,  was  that  he 
didn’t  call  the  admission  a “23-hour”  admission.  They  claim 
a willingness  to  “upgrade”  an  admission  when  the  hospital 
course  or  subsequent  diagnostic  test  results  justify  a longer 
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stay.  Around  here,  though,  if  you  can’t  contact  them  for  pre- 
certification  (a  practical  impossibility  after  about  1700,  or 
on  weekends:  nobody  returns  the  calls)  then  you’d  better 
call  any  admission  “23-hour”  or  you’ll  get  it  denied.  Bad 
boy,  Dr.  Grossman,  next  time  do  what  Massa  says! 

I have  not  extensively  reviewed  the  M&R  guidelines,  but 
my  exposure  to  them  at  the  hands  of  John  Deere/Heritage, 
the  agent  of  which  place  the  relevant  guidelines  in  the  hos- 
pital charts  of  inpatients  he  reviewed,  showed  those  guide- 
lines to  be  consistently  best-case  scenarios  for  the  relevant 
diagnoses.  That’s  OK  if  they  are  guidelines.  Unfortunately, 
they  are  used  as  hardlines. 

The  hospital  to  which  I and  my  partners  admit  patients 
pleads  for  our  compliance  on  this  because  when  the  hospi- 
talization gets  denied,  BlueCross  pays  nothing,  regardless 
of  the  patient’s  need  or  duration  of  stay.  When  questioned 
about  the  communication  of  patient  status  and  co-morbidi- 
ties as  they  relate  to  after-the-fact  certification,  the  hospital 
administrator  claims  that  all  the  information  we  include  is 
reported  to  BlueCross.  As  noted  above,  it  is  in  the  hospital’s 
best  interest  to  provide  all  the  information  it  can  to  BlueCross. 
It  is  in  BlueCross’  interest  to  avoid  or  delay  payment.  Whom 
should  we  believe? 

Dr.  Coulter  lays  the  responsibility  for  “good”  information 
upon  the  attending  physicians.  That’s  reasonable  when  the 
information  is  relayed  from  the  physicians’  office.  Even  then, 
the  information  is  relayed  by  a nurse  or  clerk  to  the  nurse  or 
clerk  at  BlueCross.  At  a hospital,  when  admitting  from  the  ER, 
the  clerical  staff  of  the  admissions  office  relays  information  to 
the  clerk  at  BlueCross.  The  physician  supplies  the  informa- 
tion up  front,  but  he  cannot  spare  the  time  to  be  the  direct 
deliverer  of  patient  information,  any  more  than  BlueCross  can 
hire  enough  physicians  to  personally  do  the  certifications.  If 
Dr.  Coulter  really  wants  a cooperative  relationship  with  phy- 
sicians, he  could  start  by  cooperating  with  us:  try  looking  for 
reasons  to  approve  an  admission,  not  for  excuses  to  deny  one. 

Walter  Dee  Ashe  Jr,  MD 
221  N.  Main  Street 
Greeneville,  TN  37745 

To  the  Editor: 

Thank  your  for  including  the  correspondence  from  Dr. 
Laurence  Grossman  and  the  response  from  Dr.  Steven  Coulter, 
Senior  Vice-President  of  BlueCross  BlueShield  of  Tennes- 
see, in  the  August  Tennessee  Medicine.  No  better  example  of 
our  current  dilemma  have  I seen. 

To  Dr.  Grossman’s  lament  about  a problem  with  “pre-cert” 
Dr.  Coulter  replies  “it  is  intrusive  and  labor  intensive.  How- 
ever, since  it  is  also  highly  effective  at  reducing  hospital 
utilization,  our  customers  demand  it.” 

This  truly  gets  to  the  root  of  the  problem.  No  doubt  the 
“customers”  Dr.  Coulter  refers  to  are  large  companies  who 
actually  send  the  checks  to  BlueCross  to  purchase  health 
insurance  on  behalf  of  their  employees.  Dr.  Coulter  and  his 
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company,  along  with  almost  all  health  insurers,  are  far  too 
insulated  from  the  true  “customer”  of  their  product,  who  is  in 
fact  the  individual  patient/family  whose  labors  actually  pay 
the  premiums. 

The  interposition  of  employers  or  government  or  any  other 
entity  between  the  patient  and  the  insurance  company  has 
resulted  in  our  current  dilemma.  All  are  simply  obeying  the 
usual  priorities  dictated  by  human  nature.  Patients  want  as  much 
health  service  with  as  little  noticeable  pain  to  their  pocketbook 
as  possible.  Employers  want  to  survive  in  a competitive  mar- 
ketplace while  keeping  employees  as  happy  as  possible 
(which  nowadays  includes  providing  low-cost  health  insur- 
ance). Insurance  companies  wish  to  be  as  profitable  as  pos- 
sible for  their  stockholders  which  means  being  as  attractive 
as  possible  to  their  “customers”  which  really  are  the  companies 
purchasing  health  insurance  for  their  employees.  With  this 
scenario  it  is  inevitable  that  we  have  today’s  “managed  care.” 

No  “Patient  Bill  of  Rights”  will  be  able  to  correct  the 
fundamental  defect  in  our  system  which  is  the  interposition 
of  a fourth  party  (employer)  between  the  consumer  and  the 
third  party  (insurance  company)  and  medical  service. 

If  insurance  companies  had  to  compete  for  business  by 
pleasing  the  real  payer  for  their  services  we  most  certainly 
would  have  a better  system  than  we  now  have.  Legislation  to 
encourage  this  change  via  our  federal  income  tax  system 
would  be  relatively  straightforward.  Employers  must  receive 
no  or  negative  incentive  for  providing  health  insurance  while 
individuals  are  provided  real  tax  benefits  for  purchasing  their 
own  health  insurance.  Assistance  for  those  who  truly  cannot 
afford  health  insurance  could  easily  be  provided  as  “nega- 
tive” tax  for  those  whose  health  risks  require  very  high  insur- 
ance premiums. 

To  effect  this  change  would  require  that  individuals  pay 
their  health  insurance  premiums  directly  rather  than  as  artifi- 
cially low  withholds  by  their  employer,  with  employers  re- 
turning the  difference  to  the  employee  as  pay  increases. 
While  not  a likely  scenario,  it  is  the  only  one  I can  see  which 
would  return  the  health  care  market  to  one  which  functions 
as  it  should.  Then  the  insurance  companies  would  find  them- 
selves accountable  to  the  patient  in  a much  more  meaning- 
ful way  than  they  are  currently.  With  properly  structured  in- 
come tax  deductions,  health  care  could  humanely  become 
part  of  our  market  economy  without  the  waste  and  frustra- 
tion for  all  imposed  by  the  current  system. 

Stephen  K.  Felts,  MD 
63 1 7 N.  New  Hope  Road 
Hermitage,  TN  37076 


To  the  Editor: 

I read  with  interest  Dr.  Grossman’s  letter  to  you  about 
BlueCross/BlueShield  and  with  even  more  interest  Dr.  Steven 
Coulter’s  of  Blue  Cross/Blue  Shield  response. 

Dr.  Coulter  stated  that  their  busy  signal  rate  is  less  than 
5%.  That  is  unbelievable  based  on  my  personal  experience. 


Dr.  Coulter  also  stated  that  “we  do  not  like  “pre-certs”  any- 
more than  practicing  physicians  do  . . . however,  since  it  is 
also  highly  effective  at  reducing  hospitalization  utilization 
our  customers  demand  it.” 

First  of  all,  precertification  does  not  reduce  hospital  utili- 
zation but  rather  reimbursement  for  hospital  utilization  by 
the  insurance  company.  I note  that  Dr.  Grossman’s  patient 
was  in  and  out  of  the  hospi  tal  in  one  day  despite  her  fairly 
serious  gallbladder  problem,  but  BlueCross  denied  the  claim 
stating  that  a 23-hour  admission  should  have  been  requested. 
Of  course,  BlueCross  never  gives  an  answer  such  as  “based 
on  our  review  full  hospitalization  cannot  be  approved  but 
we  will  gladly  approve  a 23-hour  stay”;  rather  they  simply 
flatly  deny  the  entire  claim.  As  I recall,  they  consider  it  fraud 
to  change  admission  types  to  full  admission  down  to  23- 
hour  admission  after  the  fact.  BlueCross  simply  likes  to  set 
up  so  many  hoops  for  us  to  jump  through  that  they  will  be 
able  to  come  up  with  some  excuse  not  to  pay  for  our  services. 
Dr.  Coulter’s  claim  that  they  don’t  like  precertifications  is 
disingenuous  to  say  the  least. 

BlueCross  is  probably  the  worst  of  all  the  insurance  com- 
panies I’ve  had  to  deal  with  so  far,  but  they  are  so  mammoth 
that  there  is  very  little  the  practicing  physician  can  do  about 
their  abuses.  I used  to  think  that  it  was  only  Blue  Care  that 
was  difficult  to  deal  with;  after  more  experience  I found  that 
any  form  of  BlueCross/BlueShield  is  ridiculously  obstruc- 
tionist and  demands  considerable  nursing/administrative  time 
as  well  as  far  too  much  of  my  time  arguing  with  them  about 
every  little  thing. 

Shame  on  you  BlueCross/BlueShield!  I can  only  hope  I 
haven’t  retired  yet  by  the  time  the  worm  turns  and  you  get 
what’s  coming  to  you. 

Phil  Thwing,  MD 
1021  Coolidge  Street 
GreenevilleTN  37443 



“Loss  Prevention** 

To  the  Editor: 

In  the  August  1999  edition  of  the  Tennessee  Medicine , Dr. 
Avery  reports  the  case  of  a 42-year-old  woman  who  appar- 
ently died  as  the  result  of  an  electrolyte  disturbance  follow- 
ing a vaginal  hysterectomy  and  anterior  and  posterior  repair 
(Avery  JK:  A baseline  is  necessary  [Loss  Prevention  Case  of 
the  Month],  Tenn  Med  92:297-298,  1999).  My  conclusions 
drawn  from  the  data  reported  are  the  same  as  Dr.  Avery’s,  i.e., 
this  patient  died  as  the  result  of  severe  water  intoxication, 
leading  to  her  downhill  spiral. 

What  I cannot  agree  with,  however,  is  Dr.  Avery’s  recom- 
mendations for  a routine  preoperative  electrolyte  study  based 
on  this  case.  In  fact,  there  is  nothing  in  this  case  report  that 
gives  any  indication  that  a baseline  electrolyte  study  was 
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indicated  and,  furthermore,  there  is  nothing  to  suggest  that 
the  outcome  would  be  any  different  had  a preoperative  base- 
line electrolyte  panel  been  obtained. 

1 am  not  one  to  spare  expense  when  those  resources  will 
improve  patient  outcomes  but  the  facts  of  this  case  do  not 
support  the  recommendation  for  routine  preoperative  elec- 
trolyte testing  for  patients  not  at  risk. 

John  B.  Raff,  MD 
1 20  West  Ravine  Road 
Kingsport,  TN  37660 


To  the  Editor 

In  the  August  1 999  Loss  Prevention  Case,  it  was  suggested 
that  an  apparently  healthy  42-year-old  woman  who  was  to 
have  a relatively  routine  pelvic  operative  procedure  needed 
to  have  a preoperative  set  of  electrolytes.  This  is  not  stan- 
dard. My  discussion  with  several  surgical  practitioners  and 
residents  confirms  that  this  is  not  usually  done.  Indeed,  in 
most  healthy  persons,  such  tests  almost  certainly  would  have 
been  normal.  In  your  case  the  essence  is  that  postoperative 
care  was  associated  with  change  that  could  have  been  re- 
flected in  postoperative,  not  preoperative,  laboratory  results. 

At  this  time,  when  there  is  great  emphasis  on  appropriate 
laboratory  use,  it  is  unfortunate  when  a presented  case  stresses 
the  need  for  a baseline  preoperative  test  when  this  is  oppo- 
site to  what  should  be  done. 

Lester  F.  Williams  Jr.,  MD 
4220  Harding  Road 
Nashville,  TN  37205 
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To  the  Editor: 

I must  respectfully  object  to  Dr.  J.  Kelley  Avery’s  com- 
ments from  his  Loss  Prevention  Case  in  the  August  1999 
issue  of  Tennessee  Medicine.  Both  the  title  of  the  article,  “A 
Baseline  is  Necessary,”  and  his  opinion  in  the  Loss  Preven- 
tion Comments  section  seem  to  state  that  routine  preopera- 
tive testing  of  electrolytes  is  the  standard  of  care.  I whole- 
heartedly disagree. 

Necessary  laboratory  tests  are  determined  by  many  fac- 
tors, including  patient  age,  coexisting  disease  states,  and 
preoperative  drug  therapy.  Obviously,  preoperative  electro- 
lytes are  indicated  in  patients  with  cardiac,  hepatic,  or  renal 
disease,  diabetes,  hypertension,  and  for  patients  taking  cer- 
tain medicines,  such  as  diuretics  or  digoxin.  However,  a 
young  person  without  other  medical  illnesses  should  require 
only  a hematocrit. 

Routine  preoperative  electrolyte  screening  rarely  uncov- 
ers problems  not  apparent  from  a history  and  physical  ex- 
amination.1 Substantial  data  exist  which  support  the  con- 
cept that  routine  screening  is  neither  a cost-effective  way  to 
spend  the  health  care  dollar,  nor  an  efficient  means  of  detect- 
ing new  disease.2  It  is  not  needed  in  healthy  patients. 

Routine  preoperative  electrolyte  testing  does  not  have  a 
measurable  effect  on  perioperative  patient  management.  The 


most  important  “screening  test”  is  the  history  and  physical. 
It  should  serve  as  the  guide  to  preoperative  laboratory  work. 

B.  Jeff  Sanders,  MD 

266  S.  Cleveland  Ave,  Suite  105 

Memphis,  TN  38104 

1 Barash  PG,  Cullen  BF,  Stoelting  RK  Clinical  Anesthesia,  ed  2 Philadelphia,]  B Lippincott, 
1992,  p 558 

2 Kirby  RR,  Gravenstein  N Clinical  Anesthesia  Practice  Philadelphia,  W B Saunders,  1994, 

pp  11-12. 


To  the  Editor: 

The  Loss  Prevention  Case  in  the  August  1999  issue,  A 
Baseline  is  Necessary,  is  instructive.  The  title  and  take  home 
message  fall  short  in  completeness  in  my  opinion.  Baseline 
laboratory  work  in  an  otherwise  healthy  42-year-old  woman 
could  be  argued  as  unnecessary  and  wasteful.  The  thesis  that 
preop  and  frequent  postop  blood  work  is  the  ticket  to  preven- 
tion and  therapy  in  this  type  of  case  is  incorrect.  Electrolyte 
management  and  proper  assignment  of  symptoms  to  the  elec- 
trolyte abnormalities  should  have  been  the  central  theme.  This 
lady  lost  her  life  due  to  hypotonic  fluid  infusion,  misjudg- 
ment  of  symptoms,  and  overzealous  correction  of  sodium  in 
too  short  a period  of  time  (not  more  than  0.5  mEq/hr  in  the  first 
24  hours)  resulting  in  central  myelinolysis  syndrome. 

Douglas  J.  Springer,  MD 
1 35  W.  Ravine  Road,  Suite  3-A 
Kingsport,  TN  37660 


Response 

The  only  thing  reassuring  about  the  comments  regarding 
the  above  case  is  that  it  indicates  that  folks  are  reading  the 
“Case  of  the  Month.”  With  all  the  comments,  I will  have  to 
agree  in  substance.  It  is  not  standard  to  have  preoperative 
electrolyte  studies  on  apparently  healthy  patients.  I agree 
that  the  problem  here  is  the  large  amount  of  hypotonic  IV 
solution  and  the  failure  to  recognize  the  symptoms  as  indi- 
cations of  the  true  problem.  Fluid  and  electrolyte  manage- 
ment are  the  problem  here. 

Without  monitoring  the  electrolytes  postoperatively  to 
some  degree,  it  is  doubtful  whether  or  not  the  physician 
would  have  had  a clue  as  to  appropriate  fluid/electrolyte 
management.  It  is  true  that  the  plaintiff  lawyer  made  the 
point  of  no  monitoring  of  the  electrolytes  and  it  is  also  true 
that  the  patient  died.  So,  bottom  line,  postoperative  fluid 
management  left  much  to  be  desired,  symptoms  were  not 
attributed  to  the  presence  of  water  intoxication,  and  there 
were  no  electrolyte  determinations  until  it  was  too  late  to 
prevent  catastrophe.  1 want  to  thank  the  readers  for  their 
comments.  I wish  we  received  more  of  this  kind  of  construc- 
tive criticism. 

J.  Kelley  Avery,  MD 
PO  Box  159012 
Nashville  TN  37215-9012 
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Practicing  Medicine 


All  Aboard  for  Physician  Unions: 
Collective  Bargaining  Efforts  for 
Doctors  Are  Picking  Up  Steam 

Brenda  Williams 


“ The  train  has  left  the  station.  ” 

Dr.  Charles  N.  Aswad  sagely  sums  up  the  chugging  mo- 
mentum toward  collective  bargaining  for  physicians.  As  Ex- 
ecutive Vice  President  and  CEO  of  the  Medical  Society  of 
the  State  of  New  York,  Aswad  has  seen  the  benefits  of  union 
representation  for  doctors — a privilege  bestowed  on  New 
York’s  resident  physicians  35  years  ago. 

“Union  activity  is  not  new  to  New  York  State  and  it’s 
been  estimated  that  approximately  10,000  physicians  in  New 
York  State  might  be  in  some  way  or  another  involved  with 
unions,”  he  says.  He’s  not  surprised  that  a recent  battle  with 
Aetna  in  Texas  resulted  in  self-employed  doctors  winning 
collective  bargaining  rights  in  that  state,  and  fully  supports 
HR  1304,  known  as  the  Campbell  Bill,  which  would  lift 
antitrust  restrictions  and  expand  those  rights  nationally.  “It 
just  seems  hard  to  believe  that  a major  insurance  company 
can  represent  thousands  of  patients,  but  if  two  or  three  doc- 
tors get  together  to  try  and  deal  with  that  company,  they’re 
guilty  of  antitrust,”  Aswad  observes. 

AMA  Conducts  the  Physicians  Union  “Train" 

If  collective  bargaining  is  the  train,  the  American  Medi- 
cal Association  is  the  conductor.  A June  vote  by  the  AMA 
House  of  Delegates  directed  the  AMA  to  underline  the  “or- 
ganized” in  organized  medicine  and  actively  form  a physi- 
cian union  for  employed  physicians  and  medical  residents. 

“The  debate  and  vote  at  the  House  of  Delegates  was  a 
reflection  of  the  extreme  frustration  and  hopelessness  physi- 
cians are  feeling  in  trying  to  deal  with  large  insurance  com- 
panies,” offers  AMA  President  Dr.  Thomas  R.  Reardon,  who 
emphasizes  this  negotiating  unit  will  not  be  a traditional  la- 
bor organization.  “This  will  be  set  up  so  we  follow  our  ethi- 
cal principles — not  to  strike  or  withhold  care  and  to  see  that 
| patients  are  not  harmed.  This  is  an  option  for  physicians 
around  the  country  who  cannot  resolve  differences  in  the  tra- 
ditional manner.”  Reardon  says  in  that  instance,  the  AMA 
would  step  in  to  help  set  up  a local  negotiating  unit.  Physi- 
cians would  have  to  petition  the  National  Labor  Relations 


Brenda  Williams  is  a freelance  writer  based  in  Nashville. 


Board  (NLRB)  to  be  recognized  as  an  entity — that  forces  the 
other  side  to  come  to  the  table  and  protects  the  physicians 
from  retribution,  he  explains. 

Former  TMA  President  and  Chairman  of  Tennessee’s 
AMA  Delegation  Dr.  Robert  Bowers  points  out  the  union 
won’t  change  anything  for  most  doctors.  Six  out  of  seven  are 
self-employed  and  not  eligible  to  engage  in  collective  bar- 
gaining, but  it’s  a start.  “Hopefully,  this  will  shake  up  insur- 
ance companies  a little  bit,  let  them  know  we’re  serious  about 
what’s  going  on,”  Bowers  says.  “Even  though  it  doesn’t  af- 
fect us  directly,  hopefully  it  will  have  an  indirect  result.” 

Employed  and  resident  doctors  already  have  some  union 
opportunities;  the  AMA  also  continues  to  support  the  pro- 
liferation of  independent  housestaff  organizations  (IHO), 
another  type  of  negotiating  outlet  for  doctors-in-training. 
Accrediting  groups  like  the  Accrediting  Commission  on 
Graduate  Medical  Education  (ACGME)  and  the  American 
Association  of  Medical  Colleges  (AAMC)  have  reportedly 
taken  the  position  that  residents  should  have  the  ability  to 
form  an  IHO  if  they  so  desire. 

Self-Employed  Physicians  Climb  Aboard 

In  the  meantime,  the  AMA  is  developing  strategies  to  make 
sure  that  private-sector  physicians  aren’t  left  standing  on  the 
platform.  Along  with  a more  aggressive  drive  for  its  current 
advocacy  program — which  goes  to  bat  for  self-employed 
doctors  in  disputes — the  Association  is  actively  supporting 
the  Campbell  Bill  in  Congress.  The  measure  is  currently 
awaiting  action  in  the  House  Judiciary  Committee,  and  with 
141  favorable  votes  officials  believe  they  have  enough  for 
passage  ...  if  Chairman  Henry  Hyde  will  allow  a vote.  “We 
are  working  hard,”  Reardon  says.  “We  are  looking  at  all  av- 
enues and  working  with  Congressman  Hyde  to  get  that  out.” 

TMA’s  Bowers  says  it’s  going  to  take  a fight  to  get  the 
Campbell  Bill  through;  he  believes  Congress  members  are 
caught  between  wanting  to  improve  health  care  and  wanting 
to  hold  down  health  care  costs.  Physicians  need  to  contact 
their  state  and  national  legislators  and  push  for  antitrust  re- 
lief, he  says,  while  at  the  same  time  convincing  them  that 
relief  doesn’t  have  to  mean  higher  medical  bills. 
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Apart  from  fee  negotiations,  Bowers  adds  that  doctors  need 
leverage  to  negotiate  better  treatment  for  their  patients.  “We 
have  absolutely  no  respect  with  the  insurance  companies  in 
terms  of  negotiating,”  he  says.  “We  need  to  be  able  to  sit 
down  at  the  table  and  talk  to  these  people — they’re  not  prac- 
ticing doctors.  They  look  at  one  point  of  view  and  that’s  the 
point  of  view  of  saving  money.” 

Private  doctors  have  their  hands  tied  when  it  comes  to 
managed  care,  agrees  Aswad.  “Anytime  a plan  or  a health 
care  delivery  company  begins  to  impose  on  doctors  such  se- 
vere restrictions  on  how  they  practice  and  what  they  can  bring 
to  their  patients,  that  clearly  is  going  to  harm  patients.  Not 
only  is  it  a restriction  on  a doctor’s  ability  to  practice,  but  it’s 
a direct  insult  to  the  process  of  taking  care  of  a patient.  The 
patient  suffers.” 

Looking  Down  the  Track 

Supporters  of  “organized”  medicine  say  they’re  expect- 
ing a fight  from  managed  care  companies — similar  to  the 
Congressional  battle  that  led  to  the  defeat  of  the  Patient  Bill 
of  Rights.  Aswad  agrees.  “They’re  very  concerned  that  any 
kind  of  effort  that  would  level  the  playing  field  would  not 
work  to  their  advantage.”  But  he  says  there’s  little  they  can 
do  to  stop  the  AMA’s  current  union  effort,  since  it  involves 
salaried  or  student  physicians. 

Doctors  themselves  are  in  favor  of  the  change;  a recent 
AMA-commissioned  survey  found  they  strongly  support 
organizing  residents  and  employed  physicians.  The  AMA’s 
Reardon  says  physicians  are  frustrated  and  feel  powerless 
as  individuals,  and  are  starting  to  recognize  the  advantages 
of  having  a collective  voice.  “United,  we  can  win.  When  we’re 
divided,  we  often  lose.  United,  we  are  listened  to;  divided, 
we  are  often  ignored.”  He  adds,  chuckling,  “That’s  a speech 
I’ve  been  giving  a lot;  I call  it  the  Plea  For  Unity.”  Aswad 
agrees.  “Why,  in  heaven’s  name,  would  doctors  be  talking 
about  unionism  if  they  weren’t  absolutely  pushed  to  the  brink 
of  frustration?”  And  Bowers  says  it’s  no  different  in  Tennes- 
see, where  TennCare  stretches  every  resource  to  the  limit. 
“Physicians  in  general  are  pretty  frustrated  about  dealing  with 
managed  care,”  he  says.  “It’s  not  managed  care,  it’s  managed 
dollars  and  we  have  a high  level  of  frustration.”  Reardon  prom- 
ises the  AMA  will  continue  to  do  its  part  to  ease  the  frustration 
and  give  physicians  an  effective  voice  in  medicine. 

And  what  about  the  patients? 

Another  survey  concluded  that  approximately  one-half  of 
Americans  favor  the  AMA  forming  a national  bargaining  unit 
and  most  said  it  would  not  harm  their  perception  of  the  phy- 
sicians’ lobbying  group.  On  a more  personal  level,  Bowers 
says  the  patients  he’s  heard  from  have  been  very  supportive. 
“The  ones  I’ve  heard  said,  ‘You  should  have  done  it  long 
ago,”’  he  says.  “Patients  are  caught  in  the  middle  and  I think 
they  feel  the  doctors  do  have  the  patients’  interests  at  heart, 


and  from  that  point  of  view,  we  are  still  viewed  as  a patient 
advocate,  more  so  than  insurance  companies.” 

Derailing  the  Critics 

Back  in  New  York,  where  physician  unions  are  old  news, 
Aswad  says  the  state  medical  society  has  an  answer  for  crit- 
ics— and  even  doctors — who  fear  the  collective  bargaining 
“train”  will  derail  a doctor’s  image.  “There  are  nurses’  unions, 
hospital  workers,  teachers  ...  it’s  not  like  this  is  the  first  time 
a professional  group  has  ever  entered  into  a collective  nego- 
tiating entity.  So  those  who  would  say  that  this  is  somehow 
or  other  going  to  de-professionalize  the  profession,  a lot  of 
professions  have  taken  this  course  of  action  when  conditions 
were  so  bad  they  had  no  other  choice.  A lot  of  doctors  feel 
like  that’s  where  we’ve  headed. ”□ 


AMA  House  Actions  on  Unions 

The  objective  is  to  give  America’s  physicians  the 
leverage  they  now  lack  to  guarantee  that  patient  care 
is  not  compromised  or  neglected  for  the  sake  of  profits. 

• All  AMA  activities  regarding  physician  negotiation 
shall  maintain  the  highest  levels  of  professionalism. 

• A national  labor  organization,  under  the  National 
Labor  Relations  Act,  is  to  be  created  immediately  as 
an  option  for  (a)  employed  physicians,  and  (b)  residents 
and  fellows  who  are  authorized  under  current  law  to 
collectively  bargain. 

• There  is  to  be  continued  support  for  the  develop- 
ment of  independent  housestaff  organizations  for  resi- 
dents and  fellow  physicians.  The  AMA  is  to  move  ahead 
with  a national  labor  organization  in  the  event  the  Na- 
tional Labor  Relations  Board  gives  residents  and  fel- 
lows approval  to  collectively  bargain  under  the  National 
Labor  Relations  Act. 

• There  is  to  be  continued  vigorous  support  for  anti- 
trust relief  for  physicians  and  medical  groups,  and  the 
creation  of  a national  organization  to  support  develop- 
ment and  operation  of  local  negotiating  units,  as  an 
option  for  self-employed  physicians  and  medical  groups 
consistent  with  the  provisions  of  the  Quality  Health  Care 
Coalition  Act  of  1999  when  enacted. 

• The  AMA  is  to  work  aggressively  for  antitrust  relief 
with  the  U.S.  Department  of  Justice  and  the  Federal 
T rade  Commission  and  for  the  AMA  to  help  state  medi- 
cal associations  achieve  their  own  “state-action  doc- 
trine” legislation. 

• The  AMA’s  private  sector  advocacy  programs  are 
to  be  expanded,  to  include  initiating  litigation,  stopping 
egregious  health  plan  practices,  and  helping  physicians 
level  the  playing  field  with  health  care  payors. 

• There  are  to  be  programs  to  educate  members  and 
non-members  as  to  the  possible  limits  on  benefits  and 
the  risks  to  the  formation  of  a national  labor  organiza- 
tion, concurrent  to  its  creation. 
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Practicing  Medicine 


Domestic  Violence: 

Raising  Awareness  All  Over  Again 


Brenda  Williams 


TO  RECOGNIZE  AND 
TREAT  VICTIMS  OF 
DOMESTIC 
VIOLENCE... 

Keep  your  professional 
RADAR  turned  on* 

Remember  to  screen 
your  patients  about  vio- 
lence. 

Ask  questions  such  as: 
“At  any  time,  has  a partner 
hurt  or  frightened  you?” 

Document  your  find- 
ings. Information  in  the  pa- 
tient's chart  about  “sus- 
pected domestic  violence" 
can  serve  a valuable  func- 
tion in  court  should  the 
partner  seek  legal  action. 
A physician’s  documenta- 
tion validates  the  victim’s 
allegations. 

Assess  your  patient’s 
safety.  Is  it  safe  to  go  home? 
Find  out  if  any  weapons  are 
kept  in  the  house,  if  the  chil- 
dren are  in  danger,  and  if 
violence  is  escalating. 

Review  options  with 
the  patient.  Know  about  re- 
ferral options. 

*From  the  Physicians’  Reference 
Manual  on  Domestic  Violence 


Brenda  Williams  is  a freelance 


The  brutal  1994  murder 
of  Nicole  Brown  Simpson 

did  more  to  raise  awareness 
about  domestic  violence 
than  years  of  well-meaning 
campaigns.  Nightly  news 
coverage  of  the  investiga- 
tion and  the  subsequent  trial 
of  the  victim’s  famous,  es- 
tranged husband  brought 
the  issue  into  every  living 
room  in  America.  National 
concern  led  to  statewide  ac- 
tivism, including  new  legis- 
lation, law  enforcement 
training,  even  new  training 
resources  for  Tennessee’s 
medical  personnel. 

Five  years  later,  Tennes- 
see experts  say  the  fires  of 
enthusiasm  have  dimmed.  “I 
think  that  we  are  beginning 
to  see  the  pendulum  swing 
a different  way,”  laments 
Kathy  England  Walsh,  ex- 
ecutive director  of  the  Tennes- 
see Task  Force  Against  Do- 
mestic Violence  (TTFADV). 
“For  a while,  we  saw  legisla- 
tors, fundraisers,  and  other 
folks  wanting  to  get  on  the 
bandwagon.  It  was  popular 
for  a while,  but  as  all  issues 
go,  there  was  a tide — and  it 
turned.”  The  bad  news  has 
been  less  support  for  domes- 
tic violence  programs  as  the 
nation’s  short  attention  span 
turns  to  other  issues.  The 
good  news  is  the  improve- 

writer  based  in  Nashville. 


ments  made  during  those  years  are  still  around — better  legal 
protection  for  victims  and  assistance  programs  that  are  mak- 
ing a difference. 

TMA  Leads  the  Way 

Former  Tennessee  Medical  Association  President  Dr. 
Robert  Bowers  says  anti-domestic  violence  efforts,  includ- 
ing those  led  by  the  TMA,  have  made  progress.  “I  think  it 
made  a big  difference  in  bringing  awareness,”  he  says.  “We 
have  many  more  shelters  now  than  we  had  before,  a much 
better  network.  Physicians  in  general — both  in  emergency 
rooms  and  primary  care — are  better  educated.” 

The  TMA  worked  on  many  levels  to  attack  the  problem: 
creation  and  start-up  funding  for  a Statewide  Domestic  Vio- 
lence hotline;  joining  with  TTFADV  to  develop  the  Health 
Care  Practitioner  Domestic  Violence  Reporting  Form;  dis- 
tribution of  a Physicians’  Reference  Manual  on  Domestic 
Violence;  and  sponsoring  statewide  education  programs,  in- 
cluding a Domestic  Violence  photography  exhibit.  But  there’s 
more  to  be  done,  says  Bowers.  “We  live  in  a violent  society 
and  we  take  it  out  on  each  other,  so  1 think  that’s  an  ongoing 
process,”  he  says. 

Ongoing  Training 

Walsh  agrees,  saying  she  would  like  to  see  even  more 
training  in  the  medical  community.  “That’s  a territory  we’ve 
begun,  but  there’s  a lot  more  work  to  be  done,”  she  cautions. 
Statistics  bear  that  out — -a  1997  survey  by  the  American 
Medical  Association  found  that  98%  of  domestic  violence 
victims  are  misdiagnosed  in  the  emergency  room.  AMA  num- 
bers also  indicate  that  battered  women  account  for  15%  to 
35%  of  patients  seen  in  emergency,  internal  medicine,  psy- 
chiatric, and  prenatal  care  practices.  “We  need  to  give  physi- 
cians the  tools  to  identify  victims,”  Walsh  says,  “and  not  only 
to  identify  them  but  to  make  referrals  for  help,  and  to  do 
lethality  assessments — that’s  assessing  how  dangerous  the 
situation  is,  determining  what  the  potential  is  for  domestic 
homicide.  We’re  talking  about  preventing  murders  here.” 

Lt.  Mark  Wynn  of  the  Nashville  Metro  Police  Domestic 
Violence  Unit  concurs  that  more  medical  staff  training  is 
important.  Wynn  is  considered  an  international  expert  on 
domestic  violence — he’s  testified  before  Congress  on  the  is- 
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sue  and  trained  police  officers  in  43  states  as  well  as  Russia, 
Ireland,  and  Germany.  “In  the  last  13  years,  we’ve  worked 
tirelessly  to  improve  the  law  enforcement  response  to  do- 
mestic violence,  and  we’ve  talked  to  a lot  of  physicians  and 
nurses  along  the  way,”  Wynn  says,  stressing  that  the  rela- 
tionship between  police  and  the  medical  profession  is  cru- 
cial. “We’re  not  there  yet,  but  obviously  we  can’t  do  it  alone. 
I have  to  depend  on  the  trauma  room  nurse,  who  in  her  initial 
interview  finds  out  this  woman  was  raped.  We  should  al- 
ways focus  on  the  victim’s  needs,  and  the  only  way  to  do 
that  is  for  the  medical  profession  to  train  me  and  for  me  to 
train  the  medical  profession.” 

Bowers  has  seen  the  benefits  of  that  relationship.  The 
Chattanooga  surgeon  says  most  of  the  suspected  domestic 
violence  victims  he  sees  are  already  in  the  system.  “By  the 
time  I see  them,  they’ve  been  referred  from  the  emergency 
room,  and  if  I ask  them  what’s  going  on,  they’re  either  in  a 
shelter  or  will  be  in  a few  days.  They’re  already  on  track.” 

Voluntary  Reporting 

Tennessee  law  requires  physicians  to  report  any  suspected 
abuse  involving  a deadly  weapon  (such  as  a gun  or  knife),  as 
well  as  any  suspected  abuse  or  neglect  of  a child,  an  elderly 
patient,  or  a physically  or  mentally  impaired  adult.  Other  re- 
porting isn’t  mandatory,  but  a new  program  in  the  Tennessee 
Department  of  Health  collects  voluntary,  anonymous  reports 
from  doctors  across  the  state. 

Larry  Jackson,  chief  of  the  Domestic  Violence  Registry, 
says  participation  is  low  and  reporting  is  slow;  his  unit  re- 
ceived just  300  reports  from  April  1,  1998  through  March 
3 1 , 1999.  “I  think  based  on  the  literature  that  it’s  more  wide  - 
spread than  reported,”  he  says,  adding,  “Until  you  get  some 
data  on  it,  people  can  always  say  there’s  not  as  much  as  you 
think.” 

What  could  be  behind  the  low  numbers?  Protocol,  per- 
haps. The  AMA  still  fears  mandatory  reporting  could  violate 
physician-patient  confidentiality,  and  some  physicians  may 
have  similar  fears  about  voluntary  reporting  programs.  Mis- 
trust of  law  enforcement  could  be  another  reason.  Wynn  ad- 
mits he  hasn’t  always  been  proud  of  law  enforcement’s  track 
record  in  domestic  violence  cases,  but  says  the  response  and 
training  has  improved.  “At  one  time,  we  were  trained  to  avoid 


arrests  in  domestic  violence  cases,  which  left  victims  out  in 
the  cold.  We’re  now  more  sensitive  to  the  victims’  needs. 
We  have  to  convince  doctors  they  can  trust  us,  that  we’ve 
got  the  health  and  welfare  of  their  patient  in  mind.”  Bowers 
offers  yet  another  explanation  for  reluctance:  Red  Tape.  “The 
doctor’s  very  busy — if  he’s  really  going  to  get  involved,  it 
takes  a lot  of  time  and  effort.  There  are  legal  issues  involved 
and  a lot  of  paperwork.  We  need  to  streamline  the  process.” 

Domestic  Violence  Screening 

The  TTFADV  says  physicians  are  beginning  to  under- 
stand their  role  in  “opening  the  door”  for  victims  of  abuse. 
Walsh  says  more  of  them  are  seeking  information  and  learn- 
ing to  ask  the  tough  questions.  “A  friend  of  mine  went  for  a 
checkup  in  Nashville  ...  the  doctor  asked  her  about  domes- 
tic violence  as  part  of  her  screening,”  she  relates.  “She  said 
‘No,’  but  thanked  the  doctor  for  asking.  I had  to  go  to  the 
emergency  room  for  an  accident  and  they  asked  me  as  part 
of  their  screening  there.  I think  women  are  not  offended  by 
these  questions.  In  fact,  they  think,  ‘Well,  hey,  this  is  great! 
It’s  about  time  to  ask  these  questions!”’ 

Wynn  cites  yet  another  AMA  study  to  back  that  up.  “They 
found  84%  of  the  women  they  surveyed  said  they  would  talk 
to  their  physicians  about  everything;  68%  said  they  wanted 
to  discuss  domestic  violence  with  their  doctors;  only  4%  said 
their  doctors  asked  them  about  domestic  violence.”  The  in- 
vestigator says  asking  the  questions  and  documenting  the 
injuries,  and  information  are  the  stepping-stones  to  freedom 
for  victims  who  often  feel  trapped  in  their  circumstances. 
Doctors  are  one  of  the  “doorways”  through  which  a victim 
can  seek  help,  he  says,  adding  that  he’s  met  several  “enlight- 
ened” physicians  who  display  domestic  violence  literature 
and  posters,  train  their  staffs  in  domestic  violence  issues  and 
talk  to  their  patients  about  suspicious  injuries.  “Those  are  the 
doctors  I admire,  because  they’ve  gone  the  extra  mile  in 
empowering  the  victim.” 

Bowers  says  he  considers  himself  one  of  the  “enlightened”  I 
nowadays.  “I’m  much  less  hesitant  today  to  ask  those  questions 
and  make  recommendations  as  to  what  they  ought  to  do,”  he  | 
says.  “I  also  take  pictures  of  patients  if  they’ve  been  beaten  up — 
of  their  cuts  and  bruises — and  put  them  in  the  patient’s  chart 
so  it’s  documented.  A picture’s  worth  a thousand  words.”Q 


ACCESSING  DOMESTIC  VIOLENCE  INFORMATION 

For  assistance  and  shelter  information:  800-356-6767  (24  hours) 

For  domestic  violence  training  or  other  information:  800-289-9018  (daytime) 
TTFADV  Web  site:  www.citysearch.com/nash/ttfadv 
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Loss  Prevention  Case  of  the  Month 

The  Same  Lesson  Again  and  Again 


J.  Kelley  Avery,  MD 


Case  Report 

A 37-year-old  woman, 
gravida  2 para  2 with  one 
living  child,  had  a regular 
examination  every  year  at 
her  local  health  department 
(HD).  She  was  a moderate 
smoker  and  used  birth  control 
pills  (BCPs)  for  contracep- 
tion. Five  years  before  her 
death,  she  had  a routine  ex- 
amination at  the  HD,  where 
the  examining  nurse  felt 
some  “nodular  thickening” 
in  the  left  breast.  The  nurse 
strongly  recommended  a 
mammogram,  and  cautioned 
the  patient  about  the  risks  of 
taking  BCPs  and  smoking. 
The  patient  was  asked  to 
consider  other  contraceptive 
methods  and  also  urged  to 
stop  smoking,  but  she  stated 
that  the  pill  was  the  only 
method  she  was  willing  to 
use  at  that  time,  and  was 
given  a supply  of  them.  Five 
weeks  later  the  mammo- 
gram was  done,  and  the  mam- 
mographer  reported  fibro- 
nodular  tissue  in  both  breasts.  There  were  calcifications  in 
the  left  breast  that  appeared  to  be  benign  but  no  indication 
of  malignancy.  No  return  date  was  suggested  and  no  repeat 
mammogram  was  advised. 

The  report  of  the  mammogram  was  sent  to  the  HD,  where 
the  physician  saw  the  report  and  documented  that  he  wished 
to  see  and  examine  her  in  two  weeks.  On  examination,  the 
HD  physician  considered  that  a malignancy  could  not  be 
ruled  out,  and  documented  a “possible  lump  left  breast.” 
The  nurse  called  the  patient  and  left  a message  on  the  an- 
swering machine  for  the  patient  to  call,  but  she  did  not.  Three 
months  later  she  came  to  the  HD  for  her  routine  annual  ex- 


amination by  the  nurse  practitioner,  and  was  scheduled  to 
return  to  see  the  physician.  Following  this  visit,  the  physi- 
cian made  an  appointment  for  the  patient  to  see  a general 
surgeon.  He  stated  in  his  referral  note,  “She  has  a small  lump 
just  above  the  nipple  and  the  mammogram  shows  a benign- 
appearing  calcification  in  the  left  breast,  but  I felt  that  she 
ought  to  have  it  checked.”  The  HD  physician  drew  a dia- 
gram of  the  mass  he  felt  and  made  it  a part  of  the  consultation 
request.  She  received  only  one  month  of  BCPs,  and  was  told 
that  she  would  have  to  see  the  consultant  before  she  got  any 
more.  When  she  did  not  keep  the  appointment,  it  was  re- 
scheduled, and  again  she  was  informed  that  no  further  ser- 
vices would  be  given  by  the  HD  until  she  saw  the  surgeon 
and  he  evaluated  her  breast. 

Nine  months  after  the  initial  report,  the  patient  was  evalu- 
ated by  the  general  surgeon  who  reported  that  neither  his 
examination  nor  the  mammogram  found  any  evidence  of 
malignancy. 

“I  am  not  planning  to  see  her  again  unless  she  develops 
future  problems.  I recommend  that  she  have  a follow-up  mam- 
mogram in  two  years.”  The  HD  physician  recorded  that  the 
consultant  saw  no  need  for  biopsy  at  that  time. 

About  a year  later  the  patient  reported  to  the  HD  for  her 
usual  examination  with  the  statement  that  she  had  a white 
discharge  from  both  breasts.  There  were  two  lumps  said  to 
be  at  10  and  1 1 o’clock  positions.  She  said  that  the  lumps 
seemed  bigger  but  that  she  was  being  followed  by  the  con- 
sultant and  was  supposed  to  see  him  “next  summer.” 

She  was  again  told  that  no  further  BCPs  could  be  given, 
since  she  was  a smoker  and  needed  a follow-up  mammo- 
gram. The  examination  was  done  with  the  finding  of  a large 
5 X 4-cm  irregular  lesion,  which  the  mammographer  strongly 
suggested  be  biopsied.  An  excision  biopsy  showed  adeno- 
carcinoma, with  normal  nodes.  Because  of  the  clinical  find- 
ings and  the  tissue  analysis  of  the  tumor,  a modified  radical 
mastectomy  was  done,  and  at  least  two  of  the  removed  nodes 
were  positive  for  tumor.  The  patient  chose  a different  sur- 
geon from  the  first  consultant. 

Her  recovery  from  surgery  was  uneventful.  The  final  di- 
agnosis was  a stage  2 carcinoma  of  the  breast  with  two  of 
nine  removed  nodes  positive  for  cancer.  Chemotherapy  was 
begun.  Scanning  technology  was  used  to  determine  the  ab- 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
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sence  of  brain,  bone,  or  liver/spleen  metastasis.  She  was  fol- 
lowed closely  by  the  oncologist,  and  chemotherapy  ended 
about  three  years  after  the  initial  mammogram.  At  that  time 
she  appeared  to  be  cancer-free,  and  was  excited  about  her 
plans  to  pursue  a nursing  education. 

Sixteen  months  later  she  was  admitted  to  the  hospital 
because  of  a very  heavy  menstrual  period.  She  had  lost  weight 
and  was  obviously  anemic.  A thorough  workup  revealed 
metastatic  disease  involving  the  chest  (pleura  with  effusion), 
bone,  and  soft  tissues  of  the  abdomen.  She  was  in  renal 
failure  due  to  bilateral  ureteral  obstruction,  for  which  stents 
were  placed.  The  kidney  problem  cleared,  and  the  oncolo- 
gist continued  to  follow  this  patient  closely.  She  was  ag- 
gressively treated  with  chemotherapy,  required  repeated 
hospitalizations  for  complications  of  her  disease  and  her  treat- 
ment, and  died  about  seven  years  after  the  first  suspicious 
mammogram. 

A lawsuit  was  filed  two  years  before  her  death  charging 
all  concerned  with  her  treatment  with  negligence  in  the  fail- 
ure to  diagnose  and  treat  cancer  of  the  breast  in  a timely 
fashion.  Early  in  the  litigation  the  HD  physician  and  the 
hospital  were  dismissed  from  the  case.  The  patient  died  while 
the  case  was  being  developed  for  trial. 

Loss  Prevention  Comments 

It  is  apparent  that  this  patient  could  be  seen  as  contribut- 
ing to  her  own  problems.  She  was  noncompliant  with  in- 
structions to  get  the  mammogram  in  the  first  place.  She  was 
slow  to  get  to  the  first  surgical  consultant  for  the  first  exami- 
nation, and  did  not  return  at  all  after  the  HD  doctor  sug- 
gested that  he  should  reevaluate  her.  She  continued  to  insist 
on  oral  contraception  after  having  been  told  time  and  time 
again  to  stop  smoking  because  the  combination  of  BCPs  and 
smoking  was  dangerous.  She  was  a noncompliant  patient. 

In  evaluating  a case  of  this  sort,  it  must  be  remembered 
that  the  arena  of  medical  malpractice  is  not  a scientific  arena. 
The  issues  embodied  in  the  case  must  be  evaluated  from  a 
lay  jury’s  perspective.  The  last  thing  to  which  such  a jury 
would  be  sympathetic  would  be  for  the  defense  attorney  to 
try  to  assess  liability  to  this  dead  woman. 

The  surgical  consultant  saw  this  patient  nine  months  af- 
ter the  suspicious  mammogram.  Experts  opined  that  he 
should  have  repeated  the  test.  Although  the  consultant  did 
not  feel  the  mass,  other  examiners,  both  the  nurse  and  the 
HD  physician,  had  felt  it,  and  since  the  evaluation  of  a small 
lesion  in  a nodular  breast  is  difficult,  the  mammogram  should 
have  been  repeated.  Experts  further  opined  that  in  all  prob- 
ability the  1-cm  lesion  had  not  yet  spread.  The  initial  mam- 


mogram that  described  the  nodular  breast  and  the  “benign- 
appearing  calcification  in  the  left  breast”  also  stated  that 
“neoplasm  cannot  be  ruled  out.”  In  this  situation,  the  mam- 
mogram should  have  been  repeated,  and  if  the  findings  were 
still  equivocal  a biopsy  was  indicated  at  that  time. 

As  the  preparation  for  trial  proceeded,  the  plaintiff  took 
the  deposition  of  the  patient,  who  was  desperately  ill.  Since 
it  was  also  thought  that  “a  day  in  the  life  of’  videotape  was 
planned  for  the  trial,  the  defendant  physician  requested  that 
the  case  be  settled.  A negotiated  settlement  of  a moderate 
six-figure  amount,  which  included  more  in  treatment  costs 
than  in  paid  loss,  was  achieved. 

Again  and  again  we  have  described  cases  of  this  type  that 
have  consistently  strongly  indicated  the  necessity  of  a breast 
biopsy  when,  after  mammography  and  careful  physical  ex- 
amination, there  remains  even  a suspicion  of  neoplasm. □ 
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TMF  Community  Support  1998-99 


As  we  look  towards  the  year  2000,  the  Tennessee  Medical  Foun- 
dation (TMF)  Board  of  Directors,  Physicians  Health  Peer  Review 
Committee,  medical  directors,  and  staff  would  like  to  take  this  op- 
portunity to  thank  those  who  have  made  a difference  in  the  lives  of 
physicians,  their  families,  and  patients  this  past  year.  By  supporting 
the  work  of  the  Physicians  Health  Program,  donors  have  been  able 


to  help  the  TMF  realize  its  simple  mission:  Helping  Physicians 
Heal.  We  congratulate  those  listed  below  who  have  given  and 
would  like  to  acknowledge  their  generosity  (anonymous  donors  are 
not  listed).  If  you  would  like  to  contribute  and  add  your  name  to 
this  list,  you  may  send  the  TMF  a tax-deductible  gift  anytime  to 
P.O.  Box  120909,  Nashville,  TN  37212-0909. 


PHOENICAN  FELLOWSHIP  - $100,000  & UP 

State  Volunteer  Mutual  Insurance  Company 
Tennessee  Medical  Association 

DORIAN  DIVISION  - $15,000  TO  $99,999 
The  Assisi  Foundation  of  Memphis 

SERENITY  SOCIETY  - $5,000  TO  $14,999 
Baptist  Hospital  & Medical  Staff,  Nashville 
Baptist  Memorial  Hospital,  Memphis 
Blount  Memorial  Hospital,  Maryville 
Centennial  Medical  Center,  Nashville 
Erlanger  Health  System,  Chattanooga 
Holston  Valley  Medical  Center  Medical  Staff, 
Kingsport 

Methodist  Medical  Center  of  Oak  Ridge 

St.  Francis  Hospital,  Memphis 

St.  Thomas  Hospital  & Medical  Staff,  Nashville 

Steven  M.  Tate,  MD,  Franklin 

Vanderbilt  University  Hospital 

Wellmont  Health  System,  Kingsport 

CADUCEUS  CHARTER  - $1,000  TO  $4,999 
Clyde  V.  Alexander,  MD,  Jackson 
Dr.  and  Mrs.  J.  Kelley  Avery,  Nashville 
Baptist  Health  System  of  East  Tennessee 
Baptist  Hospital  of  Cocke  County 
Baptist  Memorial  Hospital-Tipton,  Covington 
Timothy  R.  Bastin,  MD,  Gallatin 
Bristol  Regional  Medical  Center  Medical  Staff 
J.  Kenneth  Champion,  MD,  Atlanta,  GA 
Cookeville  Regional  Medical  Center 
Cumberland  Medical  Center,  Crossville 
Robert  T.  Dodd,  MD,  Covington 
William  K.  Dwyer,  MD,  Chattanooga 
Clifton  W.  Emerson,  MD,  Nashville 
TN  Academy  of  Family  Physicians  Foundation 
James  H.  Fleming,  Jr.,  MD,  Nashville 
Fort  Sanders  Parkwest  Medical  Center,  Knoxville 
Fort  Sanders  Regional  Medical  Center,  Knoxville 
Cary  G.  Hodnett,  MD,  Chattanooga 
H.  Douglas  Holliday,  MD,  Nashville 
Horizon  Medical  Center,  Dickson 
James  H.  Jaster,  MD,  Memphis 
Laughlin  Memorial  Hospital 
James  A.  Loveless,  Jr.,  MD,  Mt.  Juliet 
Judson  C.  McGowan,  MD,  Johnson  City 
Memphis-Shelby  County  Medical  Foundation 
Methodist  Healthcare,  Memphis 
Middle  Tennessee  Medical  Center,  Murfreesboro 
Morristown-Hamblen  Healthcare  System 
Nashville  Academy  of  Medicine  Alliance 
Evelyn  B.  Ogle,  MD,  Memphis 
Tennessee  Osteopathic  Medical  Association 
Parkridge  Medical  Center,  Chattanooga 
Robert  T.  Shull,  Jr.,  MD,  Memphis 
St.  Mary’s  Health  System,  Knoxville 
J.  Morris  Stallings,  MD,  Memphis 
Summit  Medical  Center,  Hermitage 
University  of  Tennessee  Memorial  Hospital 
Tipton  County  Medical  Society 
Lee  N.  Vieron,  MD,  Memphis 
Alvin  J.  Weber,  III,  MD,  Memphis 
David  J.  Wendt,  MD,  Chattanooga 
Woodridge  Psychiatric  Hospital,  Johnson  City 
Dr  and  Mrs.  Arthur  H.  Woods,  Jackson 
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ALTRUISTIC  AWARD  - $250  TO  $999 
TN  Chapter  of  the  American  Society  of 
Addiction  Medicine 
R.  Benton  Adkins,  Jr.,  MD,  Nashville 
A.  Julian  Ahler,  MD,  Harriman 
Jean  K.  Alexander,  MD,  Nashville 
Arthur  R.  Anderson,  Jr.,  MD,  Nashville 
William  C.  Anderson,  MD,  Nashville 
Tennessee  Society  of  Anthesiologists 
J.  Malcolm  Aste,  MD,  Memphis 
Athens  Regional  Medical  Center 
Charles  A.  Ball,  MD,  Mt.  Pleasant 
T.  Dee  Baker,  MD,  Nashville 
Baptist  Memorial  Hospital-Huntingdon 
Baptist  Three  Rivers  Hospital,  Waverly 
Benton-Humphreys  County  Medical  Society 
John  R Bertuso,  MD,  Kingsport 
Joseph  A.  Blythe,  III,  MD,  Memphis 
Robert  W.  Booher,  MD,  Maryville 
Howard  A.  Boone,  MD,  Memphis 
Margaret  M.  Brennan,  MD,  Nashville 
John  M.  Burkhart  & Laura  B.  Powers,  MDs, 
Knoxville 

R.  James  Burnett,  DO,  Somerville 

John  M.  Byrnes,  MD,  Smyrna 

Charles  G.  Cannon,  Jr.,  MD,  Nashville 

The  Chattanooga  Heart  Institute 

Mary  Ellen  Clinton,  MD,  Nashville 

Crockett  Hospital,  Lawrenceburg 

Jefferson  W.  Crosier,  MD,  Cookeville 

Lee  R.  Crowe,  Jr.,  MD,  Cookeville 

Thomas  W.  Currey,  MD,  Chattanooga 

Eslick  E.  Daniel,  MD,  Columbia 

Debora  B.  & Kenneth  B.  Dodge,  MDs,  Franklin 

Tracey  E.  Doering,  MD,  Nashville 

Karen  B.  Duffy,  MD,  Nashville 

East  Tennessee  Medical  Group,  Maryville 

Doran  D.  Edwards,  MD,  Dickson 

Sandra  K.  Elkins,  MD,  Knoxville 

Robert  A.  Frazier,  Jr.,  MD,  Virginia  Beach,  VA 

John  C.  Frist,  Jr.,  MD,  Nashville 

James  T.  Galyon,  MD,  Memphis 

Francis  W.  Gluck,  Jr.,  MD,  Nashville 

Michael  D.  Heilman,  MD,  Memphis 

Alan  S.  Henson,  MD,  Hendersonville 

Charles  B.  Herrin,  MD,  Johnson  City 

Mack  L.  Hicks,  MD,  Kingsport 

Hillside  Hospital,  Pulaski 

Donna  K.  Hobgood,  MD,  Chattanooga 

Jefferson  Memorial  Hospital,  Jefferson  City 

D.  Marshall  Jemison,  MD,  Chattanooga 

John  H.  Kennedy,  MD,  Hixson 

Haresh  H.  Khatri,  MD,  Lawrenceburg 

John  H.  Kinser,  MD,  Morristown 

Dana  L.  Latour,  MD,  Nashville 

Paul  A.  Latour,  MD,  Nashville 

Lawrence  County  Medical  Society 

Robert  S.  Lazar,  MD,  Munford 

Thomas  C.  Lewis,  MD,  Nashville 

Livingston  Regional  Hospital 

Lawrence  E.  Madlock,  MD,  Memphis 

J.  Samuel  Marcy,  MD,  Knoxville 

Warren  F.  McPherson,  MD.  Murfreesboro 

Memphis  Caduceus 

Philip  G.  Miller,  MD,  Franklin 

Jack  A.  Monnig,  MD,  Cleveland 

Alfredo  Nieves-Gonzales,  MD,  Chattanooga 

David  M.  O’Neal,  MD,  Chattanooga 


Tennessee  Pediatric  Society 
Mark  W.  Peterson,  MD,  Chattanooga 
Elizabeth  P.  Pierce,  MD,  Nashville 
John  D.  Pigott,  MD,  Memphis 
Ronald  E.  Pruitt,  MD,  Nashville 
Eric  L.  Raefsky,  MD,  Nashville 
R Michael  Rodriquez,  MD,  Nashville 
James  E.  Rogers,  DPM,  Nashville 
Howard  L.  Salyer,  MD,  Nashville 
Timothy  P.  Schoettle,  MD,  Nashville 
James  W.  Shore,  MD,  Martin 
Thomas  F.  Shultz,  MD,  Nashville 
Siskin  Hospital  for  Physical  Rehabilitation, 
Chattanooga 

James  H.  Spaulding,  MD,  Chattanooga 

St  Jude  Children’s  Research  Hospital,  Memphis 

Kenneth  C.  Susong,  MD,  Greeneville 

Stanley  M.  Swindell,  MD,  Hixson 

Anita  J.  Thomas,  MD,  Chattanooga 

Howard  W.  Thomas,  MD,  Savannah 

Paul  C.  Thompson,  MD,  Chattanooga 

Tennessee  Medical  Association  Alliance 

Volunteer  General  Hospital,  Martin 

Gary  V.  Walker,  MD,  Nashville 

Paul  M.  Watson,  MD,  Thousand  Oaks,  CA 

Mark  A.  Wigger,  MD,  Nashville 

Stephen  G.  Wilson,  Jr.,  MD,  Knoxville 

Jack  R.  Woodside,  Jr.,  MD,  Johnson  City 

THE  12th  STEP  CLUB  - UP  TO  $249 

Jerome  H.  Abramson,  MD,  Chattanooga 

Mark  W.  Anderson,  MD,  Waverly 

David  S.  Archie,  MD,  Dover 

Philip  M.  Aronoff,  MD,  Memphis 

Allan  H.  Bailey,  MD,  Nashville 

Joseph  C.  Bailey,  MD,  Murfreesboro 

David  A.  Baker,  MD,  Johnson  City 

Malcolm  A.  Baker,  MD,  Arlington 

Preston  H.  Bandy,  MD,  Nashville 

Frederick  J.  Barry,  MD,  Oak  Ridge 

Luther  A.  Beazley,  MD,  Nashville 

R.  Bryan  Bell,  MD,  Murfreesboro 

J.  Michael  Bolds,  MD,  Nashville 

Michael  I.  Bonder,  MD,  Chattanooga 

Robert  L.  Bourland,  Jr.,  MD,  Memphis 

John  B.  Breinig,  MD,  Nashville 

Maury  W.  Bronstein,  MD,  Memphis 

Daniel  Brookoff,  MD,  Memphis 

James  S.  Brown,  MD,  Memphis 

John  F.  Bryant,  MD,  Chattanooga 

Susan  H.  & James  D.  Bryant,  MDs,  Nashville 

Dr.  and  Mrs.  Patrick  H.  Burkhart,  Maryville 

William  L.  Burkhart,  MD,  Knoxville 

Gerald  R.  Burns,  MD,  Mt.  Juliet 

Thomas  C.  Caldwell,  Jr.,  MD,  Hixson 

Morris  D.  Campbell,  MD,  Knoxville 

Richard  O.  Cannon,  II,  MD,  Nashville 

Peter  G.  Carnesale,  MD,  Memphis 

J.  Roland  Carter,  MD,  Memphis 

Robert  R.  Casey,  MD,  Oak  Ridge 

Patricia  Joan  Chesney,  MD,  Memphis 

Russell  W.  Chesney,  MD,  Memphis 

Robert  P.  Christopher,  MD,  Memphis 

Daniel  E.  Conrad,  MD,  Knoxville 

Larry  H.  Cox,  MD,  Kingsport 

Thomas  K.  Creson,  Jr.,  MD,  Memphis 

Robert  A.  Crowder,  Jr.,  MD,  Nashville 

James  D.  Crutchfield,  MD,  LaFollette 
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Terry  P.  Cruthirds,  MD,  Martin 
Thomas  A.  Currey,  MD,  Memphis 
Thomas  H.  Curtis,  MD,  Chattanooga 
Peter  A.  DiCorleto,  MD,  Lascassas 
J.  Patrick  Dilworth,  MD,  Chattanooga 
Robert  M.  Dimick,  MD,  Nashville 
Robert  C.  Donaldson,  MD,  Kingsport 
John  B.  Dorian,  MD,  Cordova 
William  J.  Drury,  MD.  Athens 
Paul  Duchastel,  MD,  Carthage 
Raphael  H.  Duncan,  Jr.,  MD,  Knoxville 
James  L.  Early,  MD,  Bristol 
James  F.  Easterly,  Jr.,  MD,  Greeneville 
Jerome  F.  Eastham,  MD.  Knoxville 
Lloyd  C.  Elam,  MD,  Nashville 
Eric  P.  Ellington,  MD,  Maryville 
Suresh  Enjeti,  MD,  Chattanooga 
Irving  K.  Ettman,  MD,  Memphis 
Thomas  S.  Evans,  MD,  Sweetwater 
Meredith  A.  Ezell,  MD,  Nashville 
Roy  C.  Ezell,  MD,  Nashville 
Cheryl  Ann  Fassler,  MD,  Nashville 
James  W.  Felch,  MD,  Nashville 
Jere  W.  Ferguson,  MD,  Bristol 
John  A.  Floersh,  DO,  Rutherford 
Edward  P.  Fody,  MD,  Chattanooga 
Darryl  Fontaine,  MD,  Kingsport 
Jerry  T.  Francisco,  MD,  Memphis 
David  N.  Freemon,  MD,  Johnson  City 
Donald  L.  Gaines,  MD,  Nashville 
R Eugene  Galloway,  MD,  Elizabethton 
Sherry  J.  & Russell  E.  Galloway,  MDs, 
Murfreesboro 

Carl  C.  Gardner,  Jr.,  MD,  Columbia 

Walter  R Gaylor,  MD,  Bristol 

Dannie  W.  Glover,  MD,  McMinnville 

Clarence  E.  Goulding,  III,  MD,  Johnson  City 

Hugh  E.  Green,  MD,  Carthage 

Mark  D.  Greene,  Nashville 

Walter  P.  Griffey,  Jr.,  MD,  Paris 

Andrew  H.  Gross,  MD,  Signal  Mountain 

Ruth  M.  Hagstrom,  MD,  Nashville 

Jan  T.  Hahn,  MD,  Lenior  City 

Robert  C.  Hall,  MD,  Monterey 

Margaret  A.  Halle,  MD,  Memphis 

James  R Hamilton,  MD,  Nashville 

Jere  D.  Hammond,  MD,  Jackson 

Oscar  B Harrington,  MD,  Memphis 

Jackson  Harris,  MD,  Nashville 

Stephen  H.  Harrison,  MD,  Knoxville 

James  W.  Hays,  MD,  Nashville 

Ray  M.  Hayworth,  MD,  Knoxville 

James  E.  Henry,  Jr.,  MD,  Oak  Ridge 

J.  Kenneth  Herd,  MD,  Johnson  City 

Bruce  E.  Herron,  MD,  Jackson 

George  A.  Hill,  MD,  Nashville 

Stephen  L.  Hines,  MD,  Nashville 

Alice  A.  Hinton,  MD,  Nashville 

Clair  S.  Hixson,  MD,  Kingsport 

William  M.  Hogan,  MD.  Knoxville 

Thomas  J.  Holcomb,  III,  MD,  Germantown 

Marshall  L.  Horton,  III,  MD,  Hixson 

IN  HONOR  OF  DR.  DAVID  T.  DODD 

Maurice  M.  Acree,  Jr.,  MD,  Nashville 
Maysoon  S.  & Subhi  D.  Ali,  MDs,  Waverly 
Roy  R.  Anderson,  MD,  Cookeville 
Ralph  M.  Bard,  MD,  Tullahoma 
Michael  J.  Baron,  MD,  Franklin 
Dr.  and  Mrs.  David  Barton,  Nashville 
Jack  M Batson,  Sr.,  MD.  Nashville 
Elizabeth  A.  Baxter,  MD,  Nashville 
Carey  F.  Browder,  MD,  Nashville 
W.  Rees  Buttram,  MD,  Chattanooga 
Carter  County  Medical  Society 
W.  Zach  Catterton.  MD,  Chattanooga 
Floyd  C.  Cooper,  MD,  Ooltewah 
Lawrence  B.  Crowson,  Jr.,  MD,  Winchester 
Timothy  P Davis,  MD.  Chattanooga 
Noel  R.  Dominguez,  MD,  Waverly 
James  E.  Downs,  MD,  Knoxville 


Humbolt  General  Hospital 

A.  Lee  Hunter,  Jr.,  MD,  Lawrenceburg 

W.  Powell  Hutcherson,  MD,  Chattanooga 

John  J.  Ingram,  III,  MD,  Maryville 

Alan  I.  Jacobson,  MD.  Athens 

Charles  L.  Jarrett,  Jr.,  MD,  Memphis 

Gerald  R.  Jerkins,  MD,  Memphis 

Jerry  M.  Jernigan,  MD,  Dyersburg 

Penn  Q.  Joe,  MD,  Cordova 

Gerald  E.  Johnson,  MD,  Winchester 

David  N.  Jones,  MD,  Nashville 

Herman  J Kaplan,  MD,  Nashville 

Jennifer  J.  & Michael  S.  Kinnard,  MDs,  Memphis 

Karl  J.  Klein,  MD,  Cookeville 

A.B.  Kliefoth,  III,  MD,  Knoxville 

Knoxville  Caduceus 

Gordon  J.  Kraus,  MD,  Memphis 

Robert  M.  Kraus,  MD,  Memphis 

Mack  A.  Land,  MD,  Memphis 

Richard  G.  Lane,  MD,  Franklin 

David  W.  Lawhorn,  MD.  Maryville 

Thomas  L.  Lawrence,  MD,  Cookeville 

S.  Reeves  Lee,  MD,  Memphis 

Russell  B.  Leftwich,  MD,  Nashville 

P.  Jesus  Lemus,  MD,  Huntingdon 

Thomas  E.  Lester,  MD,  Knoxville 

Jon  H.  Levine,  MD,  Nashville 

Richard  T.  Light,  MD,  Nashville 

Douglas  W.  Ligon,  MD,  Erin 

James  P.  Little,  MD,  Chattanooga 

Ricardo  M.  Mandojana.  MD,  Maryville 

Venk  Mani,  MD,  Dickson 

John  C.  Mankin,  MD,  Memphis 

Richard  O.  Manning,  MD,  Knoxville 

Michael  R.  Marshall,  MD,  Memphis 

Curtis  P.  McCammon,  MD,  Knoxville 

Robert  L.  McCracken,  MD,  Nashville 

John  W.  McCravey,  MD,  Chattanooga 

Thomas  W.  McGinnis,  MD,  Johnson  City 

Peggy  F.  McMurray,  Nashville 

Walter  H.  Merrill,  MD,  Nashville 

James  K.  Metcalfe,  MD,  Chattanooga 

Andrew  H.  Miller,  MD,  Nashville 

Frank  J.  Miller,  MD.  Chattanooga 

John  M.  Miller,  MD,  Johnson  City 

Monroe  County  Medical  Society 

Neil  F.  Mooney,  MD,  Bristol 

John  H.  Moore,  MD,  Kingsport 

Kenneth  L.  Moore,  MD,  Columbia 

Merri  B.  Morris,  MD,  Carthage 

W.  Michael  Mullins,  MD,  Franklin 

John  R Nelson,  Jr.,  MD,  Knoxville 

Robert  B.  Nelson,  MD,  Cookeville 

Dewey  G.  Nemec,  MD,  Nashville 

H.  Norman  Noe,  MD,  Memphis 

James  R.  Noonan,  MD,  Dyersburg 

Patrick  O'Brien,  MD,  Farragut 

Richard  A.  Orland,  MD,  Nashville 

William  J.  Oswald,  MD,  Memphis 

Mr.  and  Mrs.  Marc  E.  Overlock,  Nashville 

David  L.  Page,  MD,  Nashville 

Genaro  M.  Palmieri,  MD,  Memphis 

Roy  C.  Ellis,  Jr.,  MD,  Harrogate 
Thomas  C.  Farrar,  MD,  Germantown 
James  C.  Fleming,  MD.  Memphis 
David  G.  Gerkin,  MD,  Knoxville 
W.  Robert  Gronewald,  MD,  Morristown 
Celia  H.  Harrison,  MD,  Philadelphia 
Cauley  W.  Hayes,  Jr.,  MD,  Chattanooga 
Phillip  W.  Hayes,  MD,  Dickson 
Gordon  P Hoppe,  MD,  Greeneville 
C.  Daryl  Huffman,  MD,  Greeneville 
John  M.  Jackson,  Jr.,  MD,  Cookeville 
James  Gibb  Johnson,  MD,  Memphis 
Joseph  C.  Knight,  MD,  Murfreesboro 
E.  Ray  Lowery,  MD,  Murfreesboro 
William  A.  Loy,  MD,  Oliver  Springs 
James  R.  McFerrin,  MD,  Nashville 
James  W.  Menzie,  MD,  Nashville 
Lee  W.  Milford,  Jr.,  MD,  Memphis 
Eddie  S.  Moore,  MD,  Knoxville 


Robert  C.  Patton,  MD,  Kingsport 
Randall  E.  Pearson,  MD,  Oak  Ridge 
Joseph  A.  Peters,  MD,  Counce 
John  B.  Phillips,  MD,  Parsons 
Alton  W.  Pickett,  MD,  Carthage 
John  S.  Powers,  Jr.,  MD,  Kingsport 
Richard  E.  Rainey,  MD,  Nashville 
J.  Fred  Ralston,  Jr.,  MD,  Fayetteville 
James  P.  Rash,  MD,  Kingsport 
Pranahitha  C.  Reddy,  MD,  Murfreesboro 
R.F.  Regester,  Jr.,  MD,  Knoxville 
John  M.  Reisser,  Jr.,  MD,  Memphis 
Deloris  E.  Rissling,  MD,  Chattanooga 
Marilyn  J.  Rogers,  MD,  Chattanooga 
Gerald  M.  Rosen,  MD,  Memphis 
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An  Unusual  Peripheral  Vascular 
Response  to  Dopamine  in  a Neonate 


Seema  Goenka,  MB,  BS;  Ashok  V.  Mehta,  MD;  Pius  J.  Powers,  MD 


Introduction 

Dopamine  hydrochloride, 
a naturally  occurring  cat- 
echolamine precursor  of 
phenylpropanolamine  hy- 
drochloride, has  been  used 
widely  in  the  treatment  of 
hypotension,  and  its  effec- 
tiveness in  treating  cardio- 
genic, septic,  and  traumatic 
shock  is  well  established.1 
Peripheral  ischemia  due  to 
prolonged  dopamine  usage, 
especially  in  adults  with 
known  peripheral  vascular  disease,  is  well  documented.2  We 
report  a case  of  a neonate  who  developed  sudden  onset  of 
extremity  cyanosis  immediately  after  the  starting  of  dopam- 
ine infusion.  It  recurred  even  at  a reduced  dopamine  dosage, 
but  improved  quickly  after  infusion  was  stopped. 

Case  Report 

A 2-week-old  white  male  infant  was  bom  to  an  insulin- 
dependent  diabetic  mother  after  labor  was  induced  at  36  weeks 
of  gestation  because  of  preeclampsia.  She  did  not  progress 
appropriately,  and  subsequently  had  to  be  delivered  by  a Ce- 
sarean section.  His  Apgar  scores  were  8 and  9 at  one  and  five 
minutes  respectively.  On  the  first  day  of  life,  he  developed 
respiratory  distress  and  required  mechanical  ventilation. 

On  physical  examination,  his  weight  was  3.9  kg  and  he 
was  large  for  his  gestational  age.  His  pulse  rate  was  1 60/min, 
respiratory  rate  70/min  with  grunting,  and  his  blood  pressure 
47/32  mm  Hg.  He  had  decreased  peripheral  tissue  perfusion, 
with  a capillary  refill  time  prolonged  to  4 seconds.  Cardio- 
vascular examination  was  otherwise  unremarkable.  Empiri- 
cally, intravenous  ampicillin  and  gentamycin  were  started 
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after  appropriate  cultures  for 
possible  sepsis. 

Since  fluid  resuscitation 
had  failed  to  improve  his 
blood  pressure  and  restore 
his  tissue  perfusion,  inotro- 
pic support  was  started  with 
dopamine  at  a rate  of  10  p.g / 
kg/min.  This  dopamine  solu- 
tion was  prepared  by  a nurse 
in  the  intensive  care  unit,  and 
was  infused  through  an  intra- 
venous line  in  the  left  saphe- 
nous vein.  Within  two  min- 
utes of  infusion,  his  whole  left  leg  became  cyanotic.  The  distal 
pulses  in  the  leg  were  palpable.  When  the  infusion  was 
stopped,  the  color  of  the  leg  shortly  returned  to  normal.  No 
superficial  extravasation  of  dopamine  was  noted  at  the  infu- 
sion site.  The  intravenous  infusion  was  then  switched  to  his 
right  hand,  with  the  same  sequence  of  events  in  less  than  two 
minutes.  This  bottle  of  dopamine  solution  was  sent  to  the 
laboratory  for  testing,  and  a new  infusion,  freshly  prepared 
by  the  pharmacist,  was  restarted  at  5 p-g/kg/min  in  the  right 
hand.  Within  two  minutes,  the  limb  showed  purplish  dis- 
coloration. At  this  time,  the  dopamine  was  replaced  by 
dobutamine,  and  his  blood  pressure  was  maintained  without 
recurrence  of  cyanosis.  His  echocardiogram  was  normal  ex- 
cept for  a small  patent  ductus  arteriosus.  His  cultures  did  not 
grow  any  organisms,  and  antibiotics  were  discontinued  at  72 
hours.  At  2 days  of  age  he  was  weaned  off  the  ventilator.  At 
that  time,  he  did  not  require  inotropic  support,  and  subse- 
quently continued  to  improve.  The  dopamine  bottle  sent  to 
the  laboratory  for  testing  did  not  reveal  any  abnormalities, 
and  the  dopamine  in  it  was  at  the  usual  concentration. 

Discussion 

Vascular  Ischemia  Due  to  Dopamine:  Peripheral  digital 
ischemia  is  an  uncommon  complication  of  dopamine  therapy. 
The  vasoactive  effects  of  dopamine  are  dose-related  and  act 
through  direct  dopamine  receptors  to  exert  vasodilatation  in 


ABSTRACT 

We  report  a case  of  a neonate  who  developed  hypotension 
immediately  after  birth,  and  needed  dopamine  infusion  to 
sustain  his  blood  pressure  and  tissue  perfusion.  He  devel- 
oped cyanosis  of  his  extremity  immediately  after  dopamine 
was  started  via  peripheral  line  and  improved  spontaneously 
after  dopamine  was  stopped.  This  happened  repeatedly  at 
various  sites  and  at  lower  concentrations  of  dopamine.  Sub- 
sequently, dopamine  was  replaced  by  dobutamine  and  the 
patient  did  well.  We  conclude  that  some  neonates  can  show 
heightened  a-adrenergic  response  to  dopamine  and  this  can 
lead  to  ischemic  vascular  events.  Dopamine  infusion  in  neo- 
nates should  be  started  at  a low-dose  via  central  line. 
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the  cerebral,  coronary,  renal,  and  splanchnic  beds  at  lower 
doses  (1  to  10  pg/kg/min).  At  higher  doses  (above  10  pg/kg/ 
min),  stimulation  of  a-receptors  causes  direct  vasoconstric- 
tion. Because  dopamine  is  an  intermediate  in  catecholamine 
biosynthesis,  being  converted  to  norepinephrine,  the  appear- 
ance of  vasoconstriction,  ischemic  necrosis,  and  even  gan- 
grene are  reported.13  Dopamine  is  known  to  cause  ischemic 
complications,  especially  in  elderly  patients  with  preexisting 
vascular  injury  from  arteriosclerosis,  diabetes,  Raynaud’s 
disease,  or  frostbite.2  Generally  in  these  patients  dopamine 
has  been  used  for  several  days  at  a higher  concentration  be- 
fore development  of  vascular  complications.  In  contrast,  our 
newborn  infant  developed  recurrent  cyanosis  of  his  extremi- 
ties at  each  intravenous  site  and  at  two  different  dopamine 
concentrations  within  a few  minutes  of  starting  the  infusion. 
It  is  unusual  for  dopamine  infusion  via  peripheral  line  to 
cause  immediate  recurrent  vascular  ischemia  in  neonates 
and  infants.  Because  of  the  a-adrenergic  effect,  extravasated 
dopamine  has  been  associated  with  tissue  ischemia  and  necro- 
sis from  peripheral  vasospasm.3  In  addition  to  sympathomi- 
metic agents,  use  of  an  infusion  pump,  hypertonic  fluids,  and 
manual  pushing  of  drugs  can  themselves  cause  extravasation 
and  lead  to  ischemic  complications  and  to  skin  loss.4  5 In  our 
case,  there  were  no  signs  of  infiltration  or  superficial  extrava- 
sation of  dopamine. 

Dopamine  Therapy  in  Neonates:  Hypotensive  preterm  in- 
fants during  the  first  few  days  of  life  may  exhibit  an  increased 
sensitivity  to  the  pressor  effect  of  dopamine.  There  is  also  an 
enhanced  cardiovascular  and  renal  response  to  the  drug.  This 
difference  in  response  may  be  related  to  the  developmental 
changes  in  the  sensitivity  of  adrenergic  receptors  to  dopam- 
ine, as  well  as  to  the  maturation  of  hepatic  and  renal  clear- 
ance mechanisms.6  These  findings  as  well  as  those  reported 
by  others6  suggest  that  the  order  of  receptor  sensitivity  is  dif- 
ferent in  the  preterm  infant,  i.e.,  clinical  signs  of  stimulation 


of  the  a-adrenoreceptors  and  dopamine  receptors  occur  be- 
fore those  of  p -adrenoreceptors.  Term  neonates  are  less  sen- 
sitive than  preterm  infants  to  the  pressor  effect  of  low-dose 
dopamine  therapy,  but  they  still  exhibit  an  enhanced  pressor 
response  compared  with  older  age  groups.  Since  approxi- 
mately 20%  of  the  infused  dopamine  is  converted  to  norepi- 
nephrine, and  dopamine  also  triggers  the  release  of  stored 
norepinephrine,  a linear  relationship  between  plasma  dopam- 
ine and  norepinephrine  exists  in  adults  and  children.6  Fur- 
thermore, the  baseline  plasma  norepinephrine  level  in  the 
preterm  infant  is  also  relatively  higher. 

The  episode  in  our  infant  does  seem  to  be  vascular  in  ori- 
gin, as  there  was  only  cyanosis  of  an  extremity  that  improved 
quickly  after  stopping  the  infusion.  This  is  probably  due  to 
heightened  sensitivity  of  a-adrenergic  receptors  to  dopam- 
ine, as  a-adrenergic  receptors  in  neonates  mature  earlier  than 
P -adrenergic  receptors.  Moreover,  superadded  hypoxia,  as 
in  this  case,  is  known  to  reduce  the  density  of  p-adrenergic 
receptors.7  Though  it  is  unlikely,  we  cannot  rule  out  deep 
infiltration  of  dopamine  in  our  patient. 

Our  unusual  experience  suggests  caution  in  the  use  of 
dopamine  in  neonates  and  infants.  The  starting  dose  should  be 
2 to  5 pg/kg/min  via  central  line  rather  than  a peripheral  venous 
line,  and  the  extremities  should  be  examined  frequently. □ 
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Vanderbilt  Morning  Report 

Neuroleptic  Malignant  Syndrome 


Case  Report 

Two  days  prior  to  her  presentation,  a 26-year-old  woman 
with  a five-day  history  of  low-grade  fever,  nonproductive 
cough,  and  anorexia  developed  a change  in  mental  status  as- 
sociated with  writhing  movements.  She  was  known  to  have 
schizophrenia  and  mild  mental  retardation,  for  which  she  was 
being  treated  with  perphenazine  and  imipramine.  The  patient 
lived  with  her  parents,  she  did  not  smoke  or  use  alcohol,  and 
there  was  no  history  of  illicit  drug  use.  There  was  no  family 
history  of  schizophrenia  or  mental  retardation. 

Initial  physical  examination  revealed  an  agitated  non-com- 
municative  young  woman  who  was  actively  hallucinating, 
and  exhibited  choreoathetoid  movements.  Her  temperature 
was  105.9°F.  A urinalysis  revealed  4+  blood,  2+  protein,  and 
trace  bacteria.  Her  CPK  was  22,400  U/L,  AST  2,833  1U/L, 
and  ALT  1,509  IU/L.  The  initial  head  CT  scan  and  lumbar 
puncture  were  within  normal  limits. 

The  patient  was  treated  with  haloperidol,  trifluoperazine, 
benztropine,  perphenazine,  diazepam,  and  meperidine,  and 
for  fever  she  received  Tylenol  and  a cooling  blanket.  She 
was  intubated  and  sedated  because  of  her  change  in  mental 
status  and  inability  to  protect  her  airway.  She  was  given  vig- 
orous intravenous  fluid  replacement  and  diuretics,  dantrolene, 
benztropine,  and  carbidopa-levodopa.  A repeat  head  CT 
scanwas  within  normal  limits,  but  a repeat  lumbar  puncture 
revealed  an  elevated  protein  at  54  gm/dl. 

She  was  transferred  to  our  facility  on  hospital  day  5.  Her 
physical  examination  was  unchanged,  and  she  continued  to  be 
ventilator-dependent.  Her  CPK  at  that  time  was  338,000  U/L. 
Her  urine  contained  much  hemoglobin  and  2 to  5 RBC/HPF. 
The  diagnosis  of  neuroleptic  malignant  syndrome  was  made. 

Discussion 

Neuroleptic  malignant  syndrome  (NMS)  is  an  idiosyncratic 
reaction  related  to  neuroleptic  drug  use.  It  is  characterized  by 
altered  mental  status,  muscular  rigidity,  and  hyperthermia. 
The  incidence  ranges  from  0.5%  to  3.23%  among  patients  tak- 
ing neuroleptics,  most  commonly  haloperidol  and  fluphena- 
zine,  likely  related  to  their  increased  use.1'4  NMS  may  also 
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follow  the  withdrawal  of  dopamine  agonists  in  patients  with 
Parkinson’s  disease  or  metoclopramide  administration  for 
diabetic  gastroparesis.3  Men  are  affected  twice  as  frequently 
as  women,  but  it  is  unclear  whether  or  not  this  is  due  to  more 
neuroleptic  use  by  men.1'3  The  mean  age  of  affected  indi- 
viduals is  40  years,  though  all  ages  are  at  risk.2  NMS  typi- 
cally occurs  within  four  weeks  of  starting  a neuroleptic, 
though  in  two-thirds  of  patients  it  will  begin  within  the  first 
week.  Some  cases,  however,  occur  several  months  after  start- 
ing a neuroleptic,  and  have  no  association  with  either  a change 
in  dose  or  addition  of  a new  medication.4 

Predisposing  factors  to  the  development  of  NMS  include 
a preexisting  organic  brain  disorder  (most  commonly  schizo- 
phrenia), mood  disorder,  dehydration,  exhaustion,  increased 
ambient  temperature,  high  potency  neuroleptic  use,  and  rapid 
administration  of  a neuroleptic.1'4  Common  complications  of 
NMS  include  aspiration  pneumonia,  respiratory  failure  from 
decreased  chest  wall  compliance,  pulmonary  embolism,  and 
pulmonary  edema.  Rhabdomyolysis  with  secondary  renal 
failure  is  common,  and  increases  the  mortality  three  to  four 
fold.2'4  Other  less  common  complications  include  periarticu- 
lar ossification,  peripheral  neuropathy,  disseminated  intra- 
vascular coagulation,  and  necrotizing  enterocolitis.2 

The  course  of  NMS  may  be  benign  and  self-limited  or 
devastating  and  fatal,  though  the  majority  of  patients  recover 
completely.  The  mortality  rate  ranges  form  9%  to  30%.3  Pa- 
tients given  only  supportive  therapy  have  a mortality  of  20%, 
whereas  those  treated  with  either  bromocriptine  or  dantrolene 
have  a reported  mortality  of  only  5%. 3 The  first  step  of  treat- 
ment is  to  discontinue  the  offending  medications.  Support- 
ive measures  such  as  aggressive  intravenous  hydration,  cool- 
ing blankets,  oxygen,  and  intubation  are  the  mainstays  of 
treatment. 

It  is  currently  hypothesized  that  central  dopamine  inhibi- 
tion results  from  dopamine  receptor  blockade,  which  leads 
to  muscle  contraction,  production  of  heat,  and  cutaneous  vaso- 
constriction. Currently,  initial  treatment  is  with  dopamine 
agonists  such  as  bromocriptine,  amantadine,  and  levodopa. 

Dantrolene  is  a muscle  relaxant  that  inhibits  calcium  re- 
lease from  the  sarcoplasmic  reticulum,  decoupling  the  exci- 
tation-contraction pairing  in  the  muscle  fibers.  This  effect 
decreases  thermogenesis  and  muscle  breakdown.  It  should 

(Continued  on  page  381) 
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The  Journal 


Department  of  Health  Report 

Not  Just  Another  Piece  of  Paper 


Rebecca  Groves 


A physician  pronounced  dead  a woman  in  her  80s  whom 
he  had  never  seen  until  her  arrival  in  the  hospital  emergency 
room.  The  physician  had  had  little  or  no  instruction  in  medi- 
cal school  or  from  previous  experiences  that  would  have  of- 
fered preparation  for  the  legal  responsibilities  associated  with 
pronouncing  death,  whether  or  not  the  person  was  dead  after 
arrival  at  the  facility,  or  had  been  under  that  physicians’  short- 
term or  long-term  care. 

The  funeral  director  took  custody  of  the  body,  prepared 
the  Tennessee  Certificate  of  Death  as  required  by  state  law, 
and  mailed  the  certificate  to  the  physician  for  the  medical 
certification.  The  Certificate  of  Death,  which  is  not  just  an- 
other piece  of  paper,  is  found  on  the  following  page. 

What  is  the  physician’s  legal  responsibility  concerning 
the  death  certificate? 

• The  physician  is  to  complete  the  medical  certification 
(item  28). 

• The  autopsy  information  (items  29a-b)  is  to  be  completed. 

• The  physician  is  to  sign  in  item  25a  and  complete  items 
25b  and  25c.  If  the  county  medical  examiner  certifies  death, 
he  signs  in  item  26a  and  completes  items  26b  and  26c. 

• The  certificate  should  be  completed,  signed,  and  returned 
to  the  funeral  director  within  48  hours  after  death  according 
to  T.C.A.  68-3-502. 

In  accordance  with  the  law,  within  five  (5)  days  after  the 
death  the  funeral  director  should  file  the  original  death  cer- 
tificate with  the  local  health  department  in  the  county  where 
death  occurred.  Most  likely  the  family  has  urgent  needs  for 
certified  copies  of  the  certificate  that  the  funeral  director  will 
be  able  to  obtain  at  the  time  the  certificate  is  filed  with  the 
local  registrar.  Certified  copies  of  the  death  certificate  are 
used  for  personal  and  legal  reasons  and  for  research  and  sta- 
tistical purposes.  There  is  no  acceptable  reason  for  delaying 
the  completion  of  the  medical  certification  and  for  failure  to 
return  it  to  the  appropriate  funeral  director  within  the  48  hours 
required  by  law.  Then  the  document  may  be  legally  and 
promptly  registered  with  the  State  Office  of  Vital  Records. 

Returning  to  the  story  where  the  pronouncing  physician 
received  the  death  certificate,  the  physician  was  involved  with 


From  the  Tennessee  Department  of  Health,  Nashville.  Ms.  Groves 
is  manager,  Quality  Assurance  Services,  Office  of  Vital  Records. 


the  not  so  simple  circumstances  surrounding  the  woman’s 
death.  The  decedent  had  no  prior  admission  to  that  particular 
facility  according  to  the  medical  records.  The  only  sure  fact 
was  she  died  of  cardiac  arrest.  However,  the  physician  ob- 
served the  instruction  on  the  certificate  at  item  28,  “Do  not 
enter  the  mode  of  dying,  such  as  cardiac  or  respiratory  ar- 
rest, shock,  or  heart  failure.’’  How  could  the  physician  com- 
plete a legally  required  document  with  little  or  no  medical 
information  about  the  decedent?  First,  the  physician  could 
contact  the  medical  examiner,  who  might  decline  the  case 
because  it  clearly  seemed  to  be  a natural  death.  The  physi- 
cian could  then  inquire  of  a family  member  as  to  whether  or 
not  the  decedent  had  seen  an  attending  physician,  in  order  to 
consult  about  a possible  underlying  cause  of  death.  An  at- 
tending physician  might  be  familiar  enough  with  the 
decedent’s  history  to  complete  the  medical  certification.  Al- 
though the  deceased  had  not  seen  a physician  in  two  years, 
the  family  member  commented  that  there  had  been  an  earlier 
diagnosis  of  diabetes  mellitus.  It  would  then  have  been  ac- 
ceptable for  the  physician,  exercising  reasonable  judgment, 
to  enter  in  item  28  at  line  (b)  qualifying  words  such  as  “his- 
tory of’  diabetes  mellitus,  or  “possible”  diabetes  mellitus,  or 
“questionable”  diabetes  mellitus. 

How  should  the  medical  certification  be  completed  for  all 
certificates? 

• Enter  in  item  28,  Part  I,  on  line  (a)  the  immediate  cause 
of  death,  not  the  initiating  disease  or  injury. 

• Line  (b)  is  the  disease  or  injury  leading  to  the  immediate 
cause  entered  on  line  (a). 

• The  underlying  cause  (or  initiating  event)  is  to  be  en- 
tered on  the  lowest  line,  either  line  (c)  or  line  (d). 

• For  example,  a certificate  could  be  completed  by  enter- 
ing congestive  heart  failure  on  line  (a)  due  to  ‘chronic  renal 
failure’  on  line  (b),  due  to  ‘diabetes  mellitus’  on  line  (c). 

No  entry  is  necessary  on  lines  (b),  (c),  and  (d)  if  the  single 
entry  on  line  (a)  describes  completely  the  underlying  cause 
of  death.  A single  term  entity  such  as  “carcinoma  of  colon’ 
or  “pulmonary  emphysema”  or  “hypertensive  heart  disease”; 
is  appropriate  to  enter  on  line  (a).  Other  entries  would  not  be 
necessary  on  the  lines  (b),  (c),  or  (d),  unless  preferred  by  the 
physician.  Part  II  of  the  certificate  is  where  the  physician 
should  enter  other  significant  diseases  or  conditions  that  con- 

Tennessee  Medicine  ~ October,  19% 


378 


type/print 

IN 

PERMANENT 
BLACK  INK 
FOR 

'JSTRUCTIONS 
EE  HANDBOOK 


TENNESSEE  DEPARTMENT  OF  HEALTH 

CERTIFICATE  OF  DEATH 


DECEDENTS  NAME  (First.  Middle.  Last) 


STATE  FILE  NUMBER 


4 SOCIAL  SECURITY  NUMBER 

(of  Deceased) 

5a  AGE-LAST 
BIRTHDAY  (Years) 

5b  UNDER  1 YEAR 

5c  UNDER  1 DAY 

6 DATE  OF  BIRTH  (Month.  Day.  Year) 

7 BIRTHPLACE  (City  and  State  or  Foreign  Country) 

MOS 

DAYS 

HOURS 

MIN 

8 WAS  DECEDENT  EVER  IN  U S 
ARMED  FORCES7 

1 Q Yes  2 Q No 

9a  PLACE  OF  DEATH  (Check  only  one ) 

HOSPITAL: 

1 [_  ] Inpatient  2 | ' ER/Outpatient  3 [~  DOA 

OTHER 

4 [ ] Nursing  Home  5 ! 1 Residence  6 : 1 Other  (Specify) 

3 DATE  OF  DEATH  (Month,  Day.  Year) 


13a  RESIDENCE-STATE  13b  COUNTY 


13c.  CITY,  TOWN  OR  LOCATION 


9b  FACILITY  NAME  (If  not  institution,  give  street  and  number) 

9c  CITY,  TOWN.  OR  LOCATION  OF  DEATH 

9d  COUNTY  OF  DEATH 

10  MARITAL  ST ATUS-Married, 

Never  Married,  Widowed 
Divorced  (Specify) 

1 1 SURVIVING  SPOUSE 

(If  wife,  give  maiden  name) 

12a  DECEDENT'S  USUAL  OCCUPATION 
(Give  kind  of  work  done  during  most  of 
working  life.  Do  not  use  retired.) 

12b  KIND  OF  BUSINESS/INDUSTRY 

13d  STREET  AND  NUMBER  OR  RURAL  LOCATION 


13f.  ZIP  CODE 

14  WAS  DECEDENT  OF  HISPANIC  ORIGIN7 
(Specify  Yes  or  No-lf  yes,  specify  Cuban 

Mexican,  Puerto  Rican,  etc.)  i 1 i 1 

] Yes  0 1 1 No 

15  RACE-American  Indian, 

Black,  White,  etc 
(Specify) 

16  DECEDENT'S  EDUCATION 
(Specify  only  highest  grade  completed) 

Elementary/Secondary  (0-12) 

College  (1-4  or  5+) 

Specify,  if  yes 

B CENSUS  TRACT 


13e  INSIDE  CITY 
LIMITS? 


□ 

□ 


17  FATHER'S  NAME  (First.  Middle.  Last) 


19a  INFORMANTS  NAME  (Type/Print) 


20a.  METHOD  OF  DISPOSITION 
1 [ | Burial  2 [ j Cremation  3[  | Remcval  from  Stale 

4 j_  ] Donation  5 [ ] Other  (Specify) 


19b  RELATIONSHIP  TO 
DECEASED 


18.  MOTHER'S  NAME  (First.  Middle.  Maiden  Surname) 


19c  MAILING  ADDRESS  (Street  and  Number  or  Rural  Route  Number.  City  or  Town. 
State.  Zip  Code) 


20b  PLACE  OF  DISPOSITION  (Name  of  cemetery,  crematory,  or 
other  place) 


22a.  NAME  AND  ADDRESS  OF  FUNERAL  HOME 


20c  LOCATION-City  or  Town,  State 


21a.  SIGNATURE  OF  FUNERAL  DIRECTOR 

21b  U CENSE  NUMBER  OF 
FUNERAL  DIRECTOR 

21c  SIGNATURE  OF  EMBALMER 

21d  LICENSE  NUMBER 

OF  EMBALMER 

_ . 

► 

23  REGISTRAR'S  SIGNATURE 

► 


22b  LICENSE  NUMBER  OF  FUNERAL  HOME 


24  DATE  FILED  (Month.  Day.  Year) 


25a  PHYSICIAN  - To  the  best  of  my  knowledge,  death  occurred  at  the  date  and  place,  and  due  to  the  cause(s)  and  manner  as  stated 


I Qj  SIGNATURE  AND  TITLE  OF  PHYSICIAN 


25b  LICENSE  NUMBER 


25c  DATE  SIGNED  (Month.  Day.  Year) 


26a.  MEDICAL  EXAMINER  - On  the  basis  of  examination  and/or  investigation,  in  my  opinion,  death  occurred  at  the  date  and  place,  and  due  to  the  cause(s)  and  manner  as  stated 


2 signature  and  title  of  medical  examiner 


5ICIAN  OR  MED- 
. EXAMINER  EX- 
H1NG  CERTIFICATE 
rr  COMPLETE  AND 
N MEDICAL  CERTIF1- 
ION  WITHIN  48 
JRS 


IEE  INSTRUCTIONS 
; ON  OTHER  SIDE 


27  NAME  AND  ADDRESS  OF  CERTIFIER  (PHYSICIAN  OR  MEDICAL  EXAMINER)  (TypelPrint) 


26b  LICENSE  NUMBER 


26c  DATE  SIGNED  (Month,  Day,  Year) 


h 


28  PART  I Enter  the  diseases,  injuries,  or  complications  that  caused  the  death  Do  not  enter  the  mode  of  dying,  such  as  cardiac  or  respiratory 
arrest,  shock,  or  heart  failure  List  only  one  cause  on  each  line 

IMMEDIATE  CAUSE  (Final 
disease  or  condition 

resulting  in  death)  a 


DUE  TO  (OR  AS  A CONSEQUENCE  OF) 


Sequentially  list  conditions, 
if  any.  leading  to  immediate 
cause  Enter  UNDERLYING 
CAUSE  (Disease  or  injury 
that  initiated  events 
resulting  in  death)  LAST 


DUE  TO  (OR  AS  A CONSEQUENCE  OF): 


DUE  TO  (OR  AS  A CONSEQUENCE  OF): 


Approximate 
Interval  Between 
Onset  and  Death 


PART  II.  Other  significant  conditions  contributing  to  death  but  not  resulting  in  the  underlying  cause  given  in  Part  I 


30  MANNER  OF  DEATH 

31a  DATE  OF  INJURY 

31b  TIME  OF 

31c  INJURY  AT  WORK7 

(Month.  Day.  Year) 

INJURY 

1 | | Natural  s| ) Instigation 

1 j | Yes 

2 | | Accident 

M 

2 | | No 

V 


□ 


Homicide 


31e  PLACE  OF  INJURY-At  home,  farm,  street,  factory,  office 
building,  etc.  (Specify) 


29a  WAS  AN  AUTOPSY 
PERFORMED7 


'□  Yes  2U  n° 


29b  WERE  AUTOPSY  FINDINGS 
AVAILABLE  PRIOR  TO 
COMPLETION  OF  CAUSE 
OF  DEATH7 


■□Y”  2P 


31  d DESCRIBE  HOW  INJURY  OCCURRED 


31  f LOCATION  (Street  and  Number  or  Rural  Route  Number.  City  or  Town.  State) 


' 


1659 
J 3-98 
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INSTRUCTIONS  FOR  ITEM  28.  - CAUSE  OF  DEATH 


Item  28  - Cause  of  Death 

The  cause  of  death  means  the  disease,  abnormality,  injury,  or  poisoning  that  caused  the  death,  NOT  the  mode  of  dying,  such  as  cardiac  or  respiratory  arrest,  shock,  or  heart  failure 

In  Part  I the  immediate  cause  of  death  is  reported  on  line  (a).  Antecedent  conditions,  if  any,  which  gave  rise  to  the  cause  are  reported  on  lines  (b),  (c).  and  (d)  The  underlying  cause,  should 
be  reported  on  the  last  line  used  in  Part  I No  entry  is  necessary  on  lines  (b),  (c).  and  (d)  if  the  immediate  cause  of  death  on  line  (a)  describes  completely  the  train  of  events  ONLY  ONE  CAUSE 
SHOULD  BE  ENTERED  ON  A LINE  Additional  lines  may  be  added  if  necessary  Provide  the  best  estimate  of  the  interval  between  the  onset  of  each  condition  and  death  Do  not  leave  interval 
blank;  if  unknown,  so  specify. 

In  Part  II,  enter  other  important  diseases  or  conditions  that  may  have  contributed  to  death  but  did  not  result  in  the  underlying  cause  of  death  given  in  Part  I. 

See  examples  below. 


/% 


PART  I Enter  the  diseases,  injuries,  or  complications  that  caused  the  death  Do  not  enter  the  mode  of  dying,  such  as  cardiac  or  respiratory 
arrest,  shock,  or  heart  failure  Ust  only  one  cause  on  each  line 


IMMEDIATE  CAUSE  (Final 
disease  or  condition 
resulting  in  death) 


Rupture  of  myocardium 


DUE  TO  (OR  AS  A CONSEQUENCE  OF) 

Acute  myocardial  infarction 


Sequentially  list  conditions, 
if  any.  leading  to  immediate 
cause  Enter  UNDERLYING 
CAUSE  (Osease  or  injury 
that  initiated  events 
resulting  in  death)  LAST 


DUE  TO  (OR  AS  A CONSEQUENCE  OF) 

Coronary  atherosclerosis 


DUE  TO  (OR  AS  A CONSEQUENCE  OF) 


Approximate 
Interval  Between 
Onset  and  Death 

Mins. 


6 days 


5 years 


PART  II  Other  significant  conditions  contributing  to  death  but  not  resulting  in  the  underlying  cause  given  in  Part  I 

Oiabetes,  Chronic  obstructive  pulmonarx  disease,  smokina 


29b  WERE  AUTOPSY  FINDINGS 
AVAILABLE  PRIOR  TO 
COMPLETION  OF  CAUSE 
OF  DEATH? 


□ ' 


30  MANNER  OF  DEATH 

31a  DATE  OF  INJURY 

31b  TIME  OF 

31c  INJURY  AT  WORK9 

31  d DESCRIBE  HOW  INJURY  OCCURRED 

(Month.  Day.  Year) 

INJURY 

( Yes  or  no) 

t [Xj  Natural  5 1 | KSJation 

2 | j Accident 

M 

□ Suicide  6L 

v-n  Horruade 


i street,  factory  otlice 


3 1 1 LOCATION  (Street  and  Number  or  Rural  Route  Number.  Qty  or  Town,  State) 


/'281 


Enter  the  diseases,  injuries,  or  complications  that  caused  the  death  Do  not  enter  the  mode  of  dying,  such  as  cardiac  or  respratory 
arrest,  shock,  or  heart  failure.  Ust  only  one  cause  on  each  line 


IMMEDIATE  CAUSE  (Final 
disease  or  condition 
resulting  in  death)  


Cerebral  laceration 


Sequentially  list  conditions, 
if  any,  leading  to  immediate 
cause  Enter  UNDERLYING 
CAUSE  (Osease  or  injury 
that  initiated  events 
resulting  in  death)  LAST 


DUE  TO  (OR  AS  A CONSEQUENCE  OF) 

Open  skull  fracture 


DUE  TO  (OR  AS  A CONSEQUENCE  OF) 

Automobile  accident 


DUE  TO  (OR  AS  A CONSEQUENCE  OF) 


PART  II  Other  significant  conditions  contributing  to  death  but  not  resulting  in  the  underlying  cause  given  in  Part  I 


O: 


Approximate 
Interval  Between 
Onset  and  Death 


10  mins. 


10  mins. 


10  mins. 


29b  WERE  AUTOPSY  FINDINGS 
AVAILABLE  PRIOR  TO 
COMPLETION  OF  CAUSE 
OF  DEATH9 


30  MANNER  OF  DEATH 

'□Nau*  sD  tssafc, 

31  a DATE  OF  INJURY 
(Month,  Day.  Year) 

31b  TIME  OF 
INJURY 

31  c INJURY  AT  WORK9 
(Yes  or  no) 

31d.  DESCRIBE  HOW  INJURY  OCCURRED 

2 IXl  Accident 

1 1/15/89 

1 P-  M 

No 

2-car  collision— driver 

Slreet 


31  f LOCATION  (Street  and  Number  or  Rural  Route  Number  Gty  or  Town  State) 

Route  4,  Nashville,  I N 
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tributed  to  death  but  did  not  result  in  the  underlying  cause  of 
death  given  in  Part  I. 

In  a case  involving  a violent,  unnatural,  and  suspicious 
death,  including  an  apparent  accident  or  suspected  homicide 
or  suicide,  the  county  medical  examiner  must  be  notified. 
After  being  informed,  the  medical  examiner  will  determine 
whether  he  or  the  attending  and/or  pronouncing  physician 
should  be  responsible  for  completing  the  medical  certifica- 
tion and  signing  the  death  certificate.  The  physician  who 
completes  the  medical  certification  should  review  the  cir- 
cumstances of  the  death  with  involved  law  enforcement  per- 
sonnel. The  physician  should  complete  item  30  (manner  of 
death)  and  items  3 1 a-3 1 f (description  of  injury)  when  trauma 
is  the  presumptive  underlying  cause  of  death. 

If  an  autopsy  is  to  be  performed  or  other  studies  conducted, 
should  the  physician  delay  completing  and  signing  the  death 
certificate?  No.  The  physician  should  enter  in  the  medical 
certification  words  such  as  “pending  autopsy,”  “pending  toxi- 
cology,” “pending  further  studies,”  or  similar  terms.  With- 
out exception,  the  certificate  is  required  to  be  filed  with  the 
local  registrar  in  the  county  health  department  where  death 
occurred  within  five  (5)  days  after  death.  The  family  mem- 
ber or  legal  representative  needs  the  certified  copies  even 
though  other  studies  are  pending.  The  physician  will  have 
fulfilled  his  legal  responsibility  to  complete  the  certificate, 
and  furthermore  the  requestor  of  the  certified  copies  will  have 
legal  information  about  who  died  and  when  and  where  the 
death  occurred. 

When  a death  certificate  is  filed  with  the  words  “pending 
autopsy”  or  similar  words  in  the  medical  certification,  the 
State  Office  of  Vital  Records  will  correspond  with  the  certi- 
fying physician  by  sending  him  the  form,  Delayed  Report  of 


Diagnosis  of  Death , on  which  the  underlying  cause  of  death 
from  the  autopsy  findings  must  be  entered. 

The  following  is  a list  of  terminal  events  that  are  unac- 
ceptable when  entered  alone  in  the  medical  certification: 

• cardiac  arrest,  cardiorespiratory  arrest,  respiratory  ar- 
rest, sudden  cardiac  death 

• heart  failure,  ventricular  fibrillation,  electromechanical 
dissociation 

• seizures,  coma 

• failure  of  an  organ,  such  as  kidney  or  liver 

• carcinoma  (site?),  tumor  (malignant  or  benign?,  site?) 

• pulmonary  embolism 

• septicemia 

• “natural  causes” 

• surgical  term  with  no  reason  for  the  surgery 

• accident  or  other  violence  with  no  description  in  items 
30  and  3 1 

When  one  of  the  terminal  events  in  the  above  list  is  re- 
ported alone  in  the  medical  certification,  the  certifying  phy- 
sician will  receive  a cause-of-death  query  letter  from  the  State 
Office  of  Vital  Records  requesting  the  underlying  cause  of 
death  be  given,  if  known. 

The  original  death  certificate  when  properly  completed 
and  filed  is  not  just  another  piece  of paper.  An  information 
resource  for  completion  of  death  certificates  can  be  found  on 
the  Internet  at  http://www.theNAME.org.  This  is  the  National 
Association  of  Medical  Examiners  (NAME)  Web  site.  On 
reaching  the  NAME  home  page,  click  as  prompted  on  the 
screen  and  then  select  “Writing  Cause-of-Death  Statements.” 
Questions  about  procedures  for  legally  filing  the  original 
death  certificate  may  be  directed  to  the  Tennessee  Office  of 
Vital  Records  at  (615)  532-2686  or  l-800-942-2980.a 


Vanderbilt  Morning  Report  . . . 

1 (Continued from  page  377) 

be  administered  at  the  time  of  diagnosis  and  continued  until 
12  to  48  hours  after  the  fever  has  resolved.  The  primary  side 
effect  is  hepatotoxicity,  and  if  given  with  verapamil  it  may 
cause  myocardial  depression  and  hyperkalemia.  Though  there 
are  several  other  reported  therapeutic  measures,  dopamine 
agonists,  dantrolene,  discontinuation  of  neuroleptic,  and  sup- 
portive measures  remain  the  standard  regimen  for  treatment 
ofNMS. 

In  conclusion,  NMS  is  an  uncommon,  potentially  lethal, 
idiosyncratic  reaction  related  to  neuroleptic  use.  There  are 
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several  predisposing  factors.  The  primary  treatment  includes 
discontinuation  of  the  offending  agent,  supportive  care,  and 
the  use  of  dopamine  agonists  and  dantrolene.  □ 
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Trauma  Rounds 

The  Use  of  Controlled  Subatmospheric 
Pressure  To  Promote  Wound  Healing 
In  Preparation  for  Split-Thickness  Skin 
Grafting  in  a Fourth  Degree  Burn 

R.  F.  Cozart,  MD;  J.  R.  Atchison,  MD;  E.  D.  Lett,  MD; 

T.  S.  Fabian,  MD;  M.  A.  Brzezienski,  MD;  E.  E.  Breazeale,  MD 


Introduction 

The  technique  of  controlled  subatmospheric  pressure  ap- 
plication for  the  management  of  large  contaminated  wounds 
has  been  described  previously  in  the  recent  literature.  Utiliz- 
ing this  technique,  local  blood  flow  is  improved  thereby  en- 
hancing wound  healing  and  improving  host  resistance  to  in- 
fection. Subatmospheric  pressure  also  promotes  the  more 
rapid  development  of  granulation  tissue  in  the  wound  bed.  A 
clinical  case  is  presented  to  demonstrate  the  utility  of  sub- 
atmospheric pressure  application  in  the  management  of  a 
large  fourth  degree  bum  to  the  back  sustained  from  an  elec- 
trical injury. 

Case  Report 

An  18-year-old  white  man  was  admitted  to  the  bum  unit 
at  Erlanger  Medical  Center  after  sustaining  a severe  elec- 
trical injury  involving  his  back  and  left  lower  extremity 
when  his  vehicle  struck  a utility  pole  and  disrupted  the  over- 
head power  lines.  As  he  exited  the  vehicle,  a live  electrical 
cable  contacted  his  back.  The  current  caused  a large  en- 
trance wound  of  the  back  and  a large  exit  wound  of  his  left 
lower  extremity.  A left  lower  extremity  fasciotomy  was  per- 
formed at  the  transferring  facility. 

On  examination,  he  exhibited  a fourth  degree  burn  of 
his  left  calf  with  complete  disruption  of  the  posterior  tibial 
nerve.  Third  degree  burns  extended  proximally  to  the  left 
mid-thigh.  There  were  scattered  areas  of  third  degree  burns 
on  the  right  thigh  as  well.  His  back  injury  included  third  and 
fourth  degree  bums  extending  bilaterally  from  mid-scapula 
to  the  iliac  crest  (Fig.  1). 


From  the  Departments  of  Plastic  and  General  Surgery, 
University  of  Tennessee  College  of  Medicine,  Chattanooga. 


Fluid  resuscitation  was  continued  after  transfer,  and  ag- 
gressive debridement  of  his  back  wounds  was  done  in  the 
operating  room.  A left  above-knee  amputation  was  per- 
formed, and  following  multiple  debridements,  eventual  clo- 
sure of  the  stump  was  achieved.  His  back  wound  required 
multiple  debridements  of  all  structures. 

The  large  open  back  wound  presented  a significant  chal- 
lenge. The  extensive  loss  of  skin  and  muscle,  combined  with 
the  exposed  bone  of  the  spinous  processes,  presented  a chal- 
lenge in  the  control  of  bacterial  contamination,  insensible 
fluid  loss,  and  pain.  A subatmospheric  pressure  device  (the 
Vacuum-Assisted  Closure  device,  Kinetic  Concepts,  Inc., 
San  Antonio,  TX)  was  applied  to  the  base  of  this  large  wound 
for  continuous,  then  later  intermittent,  suction.  Dressings  were 
changed  every  other  day.  Over  the  course  of  10  days,  the 
patient  developed  an  excellent  tissue  bed  that  included  the 
spinous  processes  (Fig.  2).  A split-thickness  skin  graft  was 
applied  and  the  suction  device  was  reset  at  50  mm  Hg  con- 
tinuous suction  for  five  days.  Successful  closure  of  this  de- 
fect was  achieved  with  a single  skin  grafting.  He  was  dis- 
charged with  all  wounds  closed  and  healed. 

Discussion 

Electrical  injuries  may  pose  a major  challenge  in  bum 
wound  management,  particularly  when  associated  with  large 
soft  tissue  loss.  Fourth  degree  bums  (with  coagulation  ne- 
crosis of  skin,  subcutaneous  tissue,  muscle,  and  bone)  are 
seen  most  commonly  in  extremity  injuries  involving  high- 
tension  electrical  current.  Early  debridement  of  nonviable 
tissue  and  definitive  wound  closure  is  a priority  toward  func- 
tional recovery.1 

This  patient’s  large  back  wound  extending  to  the  spinal 
column  provided  quite  a challenge  in  definitive  closure,  as 
little  local  tissue  was  available.  Coverage  options  included 
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Figure  1.  Fourth  degree  electrical  burn  involving  paraspinous  muscles 
and  dorsal  spinous  process. 


Figure  2.  Same  area,  seen  in  Fig.  1,  following  eight  days  of  subatmo- 
spheric  pressure  therapy. 


muscle  transposition  and  free  tissue  transfer.  The  Vacuum- 
Assisted  Closure  (VAC)  device  provided  rapid  wound  granu- 
lation, which  allowed  definitive  closure  with  split-thickness 
skin  grafting.  The  VAC  dressing  was  changed  every  48  hours, 
thus  decreasing  the  total  number  of  dressing  changes  and  the 
associated  pain  involved  with  local  wound  care. 

The  VAC  system  consists  of  a foam  dressing,  evacuation 
tubing,  and  a controlled  vacuum  pump.  The  foam  dressing  is 
a medical-grade,  open  cell  polyurethane  ether  foam  with  pore 
sizes  ranging  from  400  to  600  pm.2  The  foam  dressing  is  cut 
into  geometric  shapes  to  fit  the  wound  base,  and  is  then  em- 
bedded along  with  an  evacuation  tube  having  multiple  side 
ports.  This  tube  may  be  placed  within  or  above  the  foam 
dressing,  and  the  entire  wound  covered  with  an  airtight  trans- 
parent dressing.  As  the  tube  is  connected  to  the  controlled 
suction  pump,  an  airtight  seal  is  established  and  the  suction 
is  evenly  distributed  to  the  entire  wound  base.  Subatmospheric 


pressure  is  commonly  begun  with  continuous  suction  at  125 
mm  Hg  for  48  hours,  and  then  changed  to  an  intermittent 
mode,  alternating  125  mm  Hg  suction  for  five  minutes  with 
no  suction  for  two  minutes  in  a repetitive  cycle.3 

Prospective  studies  of  this  wound  care  method  have  dem- 
onstrated statistically  significant  increases  in  local  blood  flow, 
granulation  tissue  formation,  and  bacterial  clearance.  Peak 
blood  flow  levels  of  four  times  baseline  at  125  mm  Hg  have 
been  reported,  but  these  increases  decline  after  five  to  seven 
minutes  of  continuous  suction  and  eventually  return  to  base- 
line after  seven  minutes.2  Intermittent  application  (suction 
for  five  minutes,  and  no  suction  for  two  minutes)  shows  in- 
creased flow  during  suction  and  return  to  baseline  without 
suction,  but  no  change  in  the  peak  blood  flow  after  repeti- 
tive application.  This  intermittent  mode  of  therapy  showed 
consistently  increased  blood  flow  levels  over  the  total  time 
course  of  therapy.  Subatmospheric  pressure-treated  wounds 
were  shown  to  fill  with  granulation  tissue  at  a significantly 
faster  rate  than  with  saline  wet-to-dry  dressing.3  Bacterial 
clearance  studies  by  tissue  culture  and  dilution  methods  have 
shown  significantly  fewer  organisms  per  gram  of  wound  tis- 
sue after  therapy  between  four  and  five  days.2 

It  is  thought  that  the  increase  in  local  blood  flow  fol- 
lowing subatmospheric  pressure  is  due  to  the  active  removal 
of  excess  interstitial  fluid  from  the  tissue  surrounding  the 
wound,  which  decompresses  smaller  blood  vessels  and  im- 
proves local  flow.  It  is  believed  that  the  uniformly  adminis- 
tered physical  force  of  suction  applied  to  the  wound  recruits 
granulation  tissue  by  changing  the  external  cellular  cyto- 
skeleton.4-5  This  causes  release  of  intracellular  second  mes- 
sengers (protein  kinase  C,  calcium,  inositol  phosphates,  and 
prostaglandins),  increasing  cell  proliferation  and  protein  syn- 
thesis, and  thus  promoting  granulation  formation.6,7  Bacte- 
rial clearance  is  enhanced  by  subatmospheric  pressure  appli- 
cation through  its  increase  in  local  blood  flow.  This  probably 
increases  local  tissue  oxygenation  levels,  which  can  reduce 
anaerobic  organism  growth,  as  well  as  make  more  oxygen 
available  for  neutrophils  for  oxygen  radical  production.3 

After  the  establishment  of  a clean,  granulated  wound  bed, 
split-thickness  skin  grafting  or  local  flap  coverage  can  then 
definitively  close  this  wound.  Subatmospheric  pressure  can 
also  be  applied  to  the  skin  grafts  at  the  time  of  their  appli- 
cation. After  placing  the  meshed  skin  grafts  on  the  wound 
bed,  a non-adhesive  dressing  such  as  Xeroform  (Sherwood 
Medical,  St.  Louis,  MO)  can  be  applied  to  the  graft  and  then 
covered  with  the  polyurethane  foam,  occlusive  dressing,  and 
evacuation  tubing.  Continuous  application  of  subatmo- 
spheric pressure  on  this  skin  grafted  wound  at  50  mm  Hg  for 
four  to  five  days  allows  both  the  continuous  removal  of  tran- 
sudate and  uniform  transmission  of  pressure  to  the  skin  graft, 
thus  minimizing  shear  forces  that  can  interfere  with  adhe- 
sion and  vascularization  of  the  graft. 
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Summary 

Subatmospheric  pressure  application  to  acute  and  chronic 
wounds  has  been  shown  to  increase  local  wound  blood  flow, 
increase  the  rate  of  formation  of  granulation  tissue,  and  en- 
hance bacterial  clearance.  The  mechanical  forces  applied  to 
the  wound  enhance  the  rate  of  granulation  tissue  formation 
by  the  increased  intracellular  messengers  regulating  pro- 
tein production  and  turnover.  This  method  of  wound  care 
is  particularly  useful  for  larger  wounds  that  could  not  be 
readily  closed  by  local  methods,  but  may  also  be  useful  for 
chronic  wounds  in  debilitated  patients  who  may  not  be  ideal 
surgical  candidates.  Further  basic  scientific  research  is 
needed  to  discern  the  exact  mechanisms  of  action  of  subat- 
mospheric pressure,  and  more  clinical  experience  is  needed 


to  establish  guidelines  for  its  application.  Further  clinical  stud- 
ies with  larger  subject  populations  in  a randomized  prospec- 
tive study  would  lend  support  to  the  utility  of  this  wound 
management  protocol. □ 
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News  and  Views 


TMA  Alliance  Report 


New  Members 


TMAA  Health  Promotions 

At  the  AMA  Alliance  Convention  in  Chicago,  the  mem- 
bers of  the  Health  Promotion  Committee  with  their  contact 
states  agreed  to  continue  the  support  and  commitment  to 
Colin  Powell’s  organization,  America’s  Promise.  The  AMAA 
has  pledged  to  provide  one  million  children  in  grades  K-3 
with  activities  for  coping  with  anger  and  conflict  and  en- 
hancing self-esteem.  In  1998,  15,730  pieces  of  conflict  reso- 
lution material  were  distributed  to  288  teachers  in  22  el- 
ementary schools.  In  addition,  the  TMAA  distributed  144 
videos  entitled,  “Cooling  a Hot  Situation,”  to  elementary, 
middle,  and  combined  elementary  and  middle  schools  within 
the  state  of  Tennessee.  The  success  of  this  effort  is  best  ex- 
emplified by  there  having  been  no  extreme  violent  events 
in  the  schools  to  which  the  literature  was  distributed. 

Along  with  the  continuation  of  Project  Save — Winning 
Choices  For  Kids,  our  alliances  across  the  state  will  promote 
the  latest  health  publications,  “Monitor  the  Media:  Television 
Violence  and  Electronic  Game  Violence,”  “Shape  Up  For  Life: 
Eating  Disorders  and  Elder  Abuse,”  and  “Live  and  Then 
Give,”  the  program  supporting  Organ  Donor  Awareness. 

On  October  13,  Alliances  across  the  country  will  unite 
to  observe  SAVE  (Stop  America’s  Violence  Everywhere)  To- 
day. This  day  is  set  aside  to  bring  local  and  national  attention 
to  our  programs  aimed  at  reducing  violence  in  our  streets, 
schools,  and  homes. 

With  the  invaluable  partnership  of  the  Tennessee  Medi- 
cal Association,  the  TMA  Alliance  proudly  affirms  that  we 
are  “Physicians’  spouses  dedicated  to  the  health  of  America.” 
Brenda  Fennewald 
TMAA  Health  Promotions  Chair 


In  Memoriam 


Mark  Patrick  Fecher,  MD,  age  77.  Died  July  31,  1999.  Gradu- 
ate of  St.  Louis  University  School  of  Medicine.  Member  of 
Knoxville  Academy  of  Medicine. 


Hugh  E.  Green,  MD,  age  79.  Died  July  17,  1999.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of 
Smith  County  Medical  Society. 

Alvin  J.  Ingram,  MD,  age  85.  Died  June  1,  1999.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of 
Memphis-Shelby  County  Medical  Society. 

Sandra  Reese  Leavell,  MD,  age  52.  Died  July  23,  1999.  Gradu- 
ate of  Michigan  State  University  College  of  Medicine.  Mem- 
ber of  Nashville  Academy  of  Medicine. 

David  R Pickens  Jr.,  MD,  age  79.  Died  August  12,  1999 
Graduate  of  Vanderbilt  University  School  of  Medicine.  Mem 
ber  of  Nashville  Academy  of  Medicine. 


Tennessee  Medicine  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennesssee  Medical  Association. 

Blount  County  Medical  Society 

Cris  R.  Richardson,  MD,  Maryville 

Chattanooga-Hamilton  County  Medical  Society 

Ravi  Chander,  MD,  Chattanooga 
Elizabeth  D.  Mabry,  MD,  Chattanooga 
Janak  H.  Naik,  MD,  Harrison 
Mukta  Panda,  MD,  Chattanooga 
J.  Daniel  Stanley,  MD,  Chattanooga 
Ivey  Williamson,  MD,  Chattanooga 
Robert  S.  Wolf,  MD,  Chattanooga 

Giles  County  Medical  Society 

George  Labban,  MD,  Pulaski 
Nermine  M.  Lotfy,  MD,  Pulaski 

Montgomery  County  Medical  Society 

Pamela  J.  McBride,  MD,  Clarksville 

Northwest  Tennessee  Academy  of  Medicine 

Robert  W.  Magee,  MD,  Ripley 
James  E.  Naifeh  Jr,  MD,  Tiptonville 

Rutherford  County/Stones  River  Academy  of  Medicine 

Dennis  O.  Bradburn,  MD,  Murfreesboro 
Carole  K.  Browdy,  MD,  Lavergne 
David  A.  Deneka,  MD,  Murfreesboro 
Eric  K.  Egli,  MD,  Murfreesboro 
Christine  M.  Hoffman,  MD,  Murfreesboro 
Mary  Ann  M.  Idzikowski,  MD,  Murfreesboro 
Brian  K.  Lee,  MD,  Murfreesboro 
James  K.  Rone,  MD,  Murfreesboro 
Rishi  K.  Saxena,  MD,  Murfreesboro 
Thomas  E.  Sulkowski,  MD,  Murfreesboro 

Sullivan  County  Medical  Society 

George  W.  Booze,  MD,  Kingsport 
Douglas  E.  Homoky,  MD,  Kingsport 
R.  Keith  Kramer,  MD,  Kingsport 
Jeffrey  S.  Levine,  MD,  Kingsport 
James  T.  Poole,  MD,  Kingsport 
John  R.  Siner,  MD,  Kingsport 
John  W.  Stutsman,  MD,  Kingsport 
Jonathan  W.  Wireman,  MD,  Gray 


Personal  News 


William  N.  Smith,  MD,  New  Tazewell,  has  been  named  a 
Melvin  Jones  Fellow  by  Lions  Clubs  International  Founda- 
tion, in  recognition  of  his  commitment  to  improving  the 
quality  of  life  for  people  locally  and  in  communities  around 
the  world. 
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AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  July,  1999.  This  list,  sup- 
plied by  the  AMA,  does  not  include  members  who  reside  in  other 
states.  Physicians  can  receive  the  PRA  certificate  valid  for  one, 
two,  or  three  years.  For  the  one-year  award,  physicians  report  50 
hours  of  continuing  medical  education,  including  20  hours  of  Cat- 
egory 1 ; for  the  two-year  award,  physicians  report  1 00  hours  of 
CME,  including  40  hours  of  Category  1 ; for  the  three-year  award, 
physicians  report  150  hours  of  CME,  60  of  which  are  Category 
1 . Each  application  for  the  PRA  must  also  verify  participation  in 
Category  2 CME  activities. 

Benjamin  F.  Byrd  Jr,  MD,  Nashville 
John  E.  Chapman,  MD,  Nashville 
Roy  C.  Ezell,  MD,  Hermitage 
Katherine  W.  Goff,  MD,  Monterey 
Dabney  James,  MD,  Chattanooga 
Joseph  C.  Lougheed,  MD,  Memphis 
Lawrence  D.  Lubow,  MD,  Nashville 
Elsie  P.  Ollapally,  MD,  Nashville 
Donald  D.  Owens,  MD,  Memphis 
Thomas  H.  Price,  MD,  Kingsport 
Richard  W.  Quisling,  MD,  Hermitage 
H.  Stanford  Sanders,  MD,  Nashville 
S.  Steve  Snow,  MD,  Nashville 
Lloyd  R.  Thomas  Jr,  MD,  Germantown 


TMA  Board  of  Trustees  Meeting  Minutes 


July  10-11,  1999 

The  following  is  a summary  of  actions  taken  by  the  Ten- 
nessee Medical  Association  Board  of  Trustees  at  its  regular 
third  quarter  meetings  held  in  Tuscaloosa,  Alabama. 

THE  BOARD: 

Approval  of  Minutes.  Approved  the  minutes  of  the  sec- 
ond quarter  Board  meeting  held  April  8 and  10,  1999,  and 
approved  the  minutes  and  confirmed  the  actions  of  the  Ex- 
ecutive Committee  conference  call  held  May  19,  1999. 

Strategic  Plan.  Revised  and  approved  the  updated  TMA 
Strategic  Plan.  Agreed  to  appoint  a Futures  Task  Force;  the 
make-up  of  the  task  force  would  include  future  leaders  of 
organized  medicine  in  Tennessee  including  young  physi- 
cians, women,  and  minorities. 

State  Appointment  Committee.  Appointed  the  chairman 
of  the  Board  and  the  regional  vice-presidents  to  serve  on  a 
state  appointment  committee. 

Children’s  Special  Services  Council.  Agreed  to  submit 
the  following  names  for  consideration  of  appointment  to  the 
Children’s  Special  Services  Council:  Drs.  Iris  Snider,  Athens 
(for  reappointment);  Billy  Arant,  Chattanooga  (for  reappoint- 
ment); Alan  J.  Cohen,  Memphis,  and  J.  T.  Jabbour,  Memphis. 

Task  Force  to  Study  Bylaw  Changes.  Accepted  the  rec- 
ommendations from  the  task  force  that  had  been  appointed 
to  address  Bylaw  Amendments  Nos.  3-99  and  5-99  regard- 
ing a TMA  President’s  inability  to  serve,  and  directed  Dr. 


David  Gerkin,  the  TMA  Legal  Division,  and  the  Committee 
on  Constitution  and  Bylaws  to  develop  a Bylaw  Amend- 
ment to  be  approved  by  the  Board  and  submitted  to  the 
House  of  Delegates  at  its  next  meeting. 

Xantus  Update.  Received  an  update  on  the  most  recent 
activities  of  the  Xantus  receivership. 

Annual  Royalty  Agreement.  As  part  of  its  due  diligence, 
noted  SVMIC’s  continued  profitability,  excellent  capitali- 
zation, and  conservative  loss  reserve  position;  approved  the 
annual  royalty  agreement  with  SVMIC. 

Tax  Reform  Campaign.  Agreed  to  donate  up  to  $20,000 
of  the  CARE  budget  (a  portion  of  which  may  come  from 
IMPACT)  to  the  tax  reform  education  campaign. 

Quarterly  Reports.  Received  quarterly  reports  from  the 
following:  IMPACT,  TN  Delegation  to  the  AMA,  SVMIC, 
TMA  Alliance,  TMA  Physician  Services,  TN  Physicians’ 
Quality  Verification  Organization,  and  the  Young  Physician 
Section. 

Tennessee  Medical  Foundation.  Agreed  to  grant  $1,000 
to  the  Tennessee  Medical  Foundation  to  assist  with  the  Phy- 
sician Collegiality  Conference. 

Department  of  Health,  Injury  and  Prevention.  Appointed 
Dr.  Thomas  R.  Duncan,  Brentwood,  to  represent  the  TMA  on 
the  Department  of  Health,  Injury  and  Prevention’s  State-Based 
Core  Injury  Program. 

Second  Quarter  Financial  Statement.  Reviewed  and  ac- 
cepted the  first  quarter  financial  statement  as  presented. 

The  Executive  Committee  met  via  conference  call  on 
May  19  and  took  the  following  actions: 

THE  EXECUTIVE  COMMITTEE: 

Rural  Physicians  Committee.  Agreed  to  appoint  Dr. 
Ronald  S.  McCord,  Johnson  City,  to  a two-year  term  on  the 
Committee  and  to  support  and  sanction  the  American  Lung 
Association’s  development  of  a chronic  lung  disease  aware- 
ness program. 

Interprofessional  Liaison  Committee.  Agreed  to  appoint 
Drs.  Lee  R.  Morisey,  Memphis,  and  Richard  DePersio,  Knox- 
ville, to  a two-year  term  on  the  ILC. 

Xantus  Receivership.  Agreed  unanimously  to  a joint  ef- 
fort with  the  TN  Hospital  Association  and  the  Hospital  Alli- 
ance to  retain  an  attorney  for  physician  and  hospital  credi- 
tors in  a joint  effort  to  seek  to  enter  the  receivership  case  on 
behalf  of  physicians  and  hospital  creditors  in  order  to  moni- 
tor the  activities  of  the  receivers  as  they  tried  either  to  reha- 
bilitate or  liquidate  Xantus. 

Council  on  Respiratory  Care.  Agreed  to  submit  the 
following  names  for  consideration  of  appointment  to  the 
Council  on  Respiratory  Care  to  fill  the  unexpired  term  of 
resigning  member  Dr.  Thomas  Ellis:  Drs.  Tina  Dudney, 
Cookeville;  William  Mariencheck,  Memphis;  and  Michael 
E.  Niedermeyer,  Nashville. 

2000  TMA  Leadership  Summit.  Agreed  to  invite  Dr. 
David  Satcher,  Surgeon  General  of  the  United  States,  as  the 
keynote  speaker  of  the  2000  TMA  Leadership  Summit. 

AMA  Federation  Advisory  Committee.  Agreed  to  submit 
the  name  of  Dr.  Robert  Bowers,  Chattanooga,  for  consideration 
of  appointment  to  the  AMA  Federation  Advisory  Committee. 
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CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor 
of  CME  should  be  made  in  writing  to:  CME  Department,  Tennessee 
Medical  Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet  the 
physician’s  practice  needs.  This  may  include  contact  with  patients, 
participation  in  clinical  rounds  and  diagnostic  procedures,  interaction 
with  faculty  and  housestaff,  access  to  the  Medical  Center  Library  and 
other  learning  resources,  and  other  benefits  of  a preceptorship.  AMA/ 
PRA  Category  1 credit  is  provided  for  each  hour  of  participation. 
Physicians  must  be  licensed  and  be  in  active  practice  with  evidence  of 
liability  coverage. 

Special  Conferences/ Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Dec.  3-4  25th  Annual  High-Risk  Obstetrics  Seminar 

For  more  information  contact  the  Division  of  CME,  Vanderbilt 
University  School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232; 
Tel.  (615)  322-4030. 


Chemical  and  Ballistic  Disorders 
Nov  19  Breast  Disease  Seminar 
Dec  2-3  6th  Annual  Internal  Medicine  Update 
Feb  1 8-23  1 3th  Annual  Clinical  Medicine  Update  Symposium— 

Maui,  Hawaii 

Feb  2 1 Integrating  Alternative  and  Complementary  Medicine 
With  Traditional  Medicine — Maui,  Hawaii 
Feb  22-25  Emergency  Medicine  Symposium — Maui,  Hawaii 

For  more  information  contact  Mr.  Mike  Spikes,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163; 
Tel.  (901)  448-5547. 


No  Time  For  Research? 

MSF  RESEARCH  ASSOCIATES 

are  here  to  help 

offering  comprehensive  literature  searchers,  retrieval  & re- 
views; research  design;  data  collection  & analysis;  scientific/ 
technical  writing  & editing,  etc.  in  all  subjects. 

For  a comprehensive  list  of  services  please  call 

(61 5)  298-2751  (615)  292-0761 

(Phone)  (Fax) 


University  of  Tennessee 

Continuing  Education  Schedule 

Knoxville 

Nov  1 1 4th  Annual  Pediatric  Emergency  Medicine  & Trauma 
Sympsosium 

Nov  16-18  Advanced  Cardiac  Life  Support  Course 
Nov  30-Dec  1 Pediatric  Advanced  Life  Support  Course 

Memphis 

Jan  22  3rd  Annual  Clinical  Update  for  the  Comprehensive 
Ophthalmologist 

Feb  2 1 -24  1 2th  Annual  Update  in  Obstetrics  and  Gynecology- 

Grand  Cayman  Island,  BWI 

Chattanooga 

Nov  11-12  The  Social  Threat  of  the  New  Millennium — Terrorism: 

Community  and  Medical  Response  to  Biological, 


Kentucky 

Nov.  5 & 6,  1999 

Sleep 

The  Club  Hotel  by  Doubletree 

Society 

9700  Bluegrass  Parkway 
(off  Hurstborne  Lane) 

Annual 
Meeting  & 

Louisville,  KY 

Conference: 

CMEs  pending 

Visions  in 

Call  for  brochure 

Sleep 

888.551.5977 

Medicine 

www.kyss.org 

At  LAST... 

A VACATION 


AVERITT 

AIRCHARTER 

Ready  to  go  when  you  are 

Nashville  International  Airport 
l-800-519'4222 
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E-Chart  Today 

Air 

IMPACT 


TM 


9 View  & Retrieve  Charts  Online 
9 Increase  Productivity 
9 Lower  Operating  Costs 
9 Remote  Office  C hart  Retrieval 
9 Improve  Patient  Services 
9 Improve  Response  Times 


www.aicsoft.com 


Advanced  Imaging  Concepts,  Inc. 
32 1 Pearl  Street 
New  Albany.  Indiana  47150 
Toll  Free  888-426-SCAN  (7226) 


Center 

for 

Professional 

Excellence 

Treatment  for 

doctors,  nurses,  dentists,  pharmacists, 
lawyers,  pastors  and  teachers  who  have 
chemical  dependency  or  behavioral  problems 


Nashville,  Tennessee 

615-837-2282 


» 

3n 

?! 


' 


Physicians  Address  Change  Regulation 


j Promptly  Send  Address  Changes  to  BME  j 

| Each  year  at  license  renewal  time,  many  physicians  never  get  a renewal  form  because  they  forgot  to  notify  the  Board  of  Medical  Examiners  i 
about  their  office  relocation.  The  BME  requires  physicians  to  notify  it  of  address  changes  within  30  days  of  the  move.  A physician’s  failure 
I to  notify  the  BME  of  an  address  change  may  result  in  a lost  renewal  form — leaving  the  physician  practicing  without  a valid  license.  ! 

I Avoid  this  problem  by  using  the  form  below  to  timely  notify  the  BME  of  your  address  changes.  The  timely  filing  of  your  renewal  form  will  also  I 
| help  you  avoid  a BME  invitation  to  explain  in  person  during  a hearing  why  you  failed  to  notify  the  BME  of  an  address  change,  or  why  you  | 

| deserve  to  have  your  license  renewed  even  though  you  did  not  follow  the  notice  requirement.  , 

; Old  Address  ] 

j Name I 

, Address . - 

Address ! 

! City/State/Zip I _ 


New  Address 

Address 

Address  

City/State/Zip 

Phone  Fax  

E-Mail  Address  Effective  Date  of  New  Address 


Copy  this  form  and  send  by 
“return  receipt  requested”  mail  to: 
Tennessee  Board  of  Medical  Examiners 
426  Fifth  Avenue  North,  First  Floor 
Nashville,  TN  37247-1010 


Then,  send  a copy  to: 

Tennessee  Medical  Association 
PO  Box  120909 
Nashville,  TN  37212-0909 
or  fax  it  to  TMA  at  (615)  383-5918 


d 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for  each 
additional  word.  Count  as  one  word  all  single  words,  two  ini- 
tials of  a name,  single  numbers,  groups  of  numbers,  hyphen- 
ated words,  and  abbreviations.  Advertisers  may  utilize  a box 
number  for  confidentiality,  if  desired,  in  care  of  Tennessee 
Medicine,  PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of 
this  box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd 
month  preceding  the  desired  month  of  publication,  and  will  be 
subject  to  approval.  No  phone  orders  will  be  accepted.  Pay- 
ment must  accompany  order.  Each  listing  will  be  removed  after 
its  first  publication  unless  otherwise  instructed  Fee-for-service 
agency  advertisements  are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

FAMILY  PHYSICIAN  or  MEDICINE-PEDIATRIC  PHYSICIAN 

needed  in  Crossville,  Tennessee,  for  multispecialty  group.  No 
obstetrics  required.  Approximately  three  call  nights  per  month. 
Group  is  replete  with  family-oriented  physicians  in  a family-ori- 
ented community.  Cumberland  Medical  Center  Hospital  is  listed 
in  top  100  hospitals  in  the  nation.  Contact  Doug  Carpenter,  MD, 
FAAFP,  at  1-931-484-5141  or  FAX  CV  to  1-931-484-5620. 


We  are  seeking  a part-time  MEDICAL  DOCTOR  to  do  clinical 
work  for  an  established  medical  office  in  the  Johnson  City  area. 
Guaranty  plus  override.  Please  send  resume  or  replies  to:  Phy- 
sician, 5 New  Forrest  Court,  Greenville,  SC  29615. 


TENNESSEE 

Eight-hospital  system  in  western  Tennessee  seeks  staff 
physicians  who  are  Board  Certified  in  Emergency 
Medicine  or  residency  trained  in  a Primary  Care  spe- 
cialty. Annual  ED  volumes  average  8,500  per  year.  In- 
dependent contractor  status,  NO  NON-COMPETE 
COVENANTS. 

Please  contact  Bernadette  Steckel,  PhyAmerica  Phy- 
sician Services,  Inc.,  800-874-4053  or  fax  CV  to  419- 
249-6520.  E-mail:  bsteckel@fpamm.com 


Are  You  Reading 
This  Ad? 

So  are  THOUSANDS  of  others. 
Reach  over  6,500  physicians  with  a 
display  ad  in  the  TENNESSEE  MEDICINE 

For  further  information  contact 
Tennessee  Medical  Association 
PO  Box  120909,  Nashville,  TN  37212-0909 

(615)  385-2100 


EMERGENCY  MEDICINE 
OPPORTUNITIES 
IN  TENNESSEE 

• Southeast  of  Nashville:  Board  Certified/Board  Pre- 
pared in  Emergency  Medicine  or  residency  trained 
Primary  Care  physicians  needed  to  associate  with 
17,000  annual  volume  ED. 

• Middle  Tennessee:  Seeking  residency-trained  Pri- 
mary Care  physicians  for  emergency  departments 
with  volumes  ranging  from  1 1 ,000-1 3,000.  Located 
80  miles  south  of  Nashville  and  20  miles  north  of 
Huntsville,  AL. 

Independent  contractor  status,  NO  NON-COMPETE 
COVENANTS,  malpractice  insurance  procured  on 
your  behalf,  flexible  scheduling,  excellent  remu- 
neration, and  a group  practice  philosophy. 

Contact  Melynda  Hykes,  PhyAmerica  Physician 
Services,  Inc.,  800-874-4053,  fax  CV  to  419-241- 
8773,  or  e-mail  mhykes@fpamm.com. 


Why  Team  Health? 

“I  enjoy  both  the  clinical  and  business  aspects  of 
healthcare  delivery.  As  a Medical  Director  for 
Team  Health,  l can  still  practice  medicine  and 
work  on  administrative  issues.  ” 

John  Proctor,  M.D. 

Medical  Director 
Southern  Hills  Medical  Center 
Nashville,  Tennessee;  and 
Regional  Medical  Director 
Middle  Tennessee 

Southeastern  Emergency  Physicians,  an  affiliate  of 
Team  Health,  currently  has  both  full-  and  part-time 
opportunities  throughout  the  United  States. 

Team  Health  offers  its  full-time  independent  contractors 
competitive  compensation,  flexible  scheduling  and  paid 
malpractice  insurance.  Additionally,  you  will  have  the 
opportunity  to  be  affiliated  with  a patient-focused,  phy- 
sician-led group  that  credits  its  success  to  teamwork, 
integrity  and  innovation.  Sorry,  no  J-l  opportunities 
available. 

For  more  information, 
contact  Lee  Ann  Long  at 

1-800-909-8366 

www.teamhealth.com 
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List  of  Advertisers 


V \ 

'STOP' 


Immediate 
\ Emergency 
/ Medicine 
Opportunities 


Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available 
in  emergency  departments  throughout  Tennessee, 
Kentucky,  Virginia  and  Georgia.  Physicians  who  are 
board  eligible  or  certified  in  Emergency  Medicine  or 
a primary  care  specialty  with  Emergency  Medicine 
experience  and  current  ACLS  and  ATLS  certifications 
will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid 
malpractice  insurance. 

For  more  information,  fax  your  CV  to 
(423)  693-4064  or  call  Ann  Lane  at 

1-800-577-7707 


ECC 

EMERGENCY  COVERAGE 

A Team  Health  Affiliate 

www.team-health.com 


PHYSICIANS 

Air  Force  Healthcare. 
Good  Pay. 

Professional  Respect 

Why  Do  Abu 

Think  We  Say  'Aim  High"? 

Experience  the  best  of  everything.  Best 
facilities.  Best  benefits.  Outstanding 
opportunities  for  travel,  30  days  vacation 
with  pay,  training  and  advancement. 

For  an  information  packet  call 

1-800-423-USAF 

or  visit  www.airforce.com. 

You'll  see  why  we  say,  "Aim  High." 


AIM  HIGH 


HEALTH  PROFESSIONS 


Advanced  Imaging  Concepts 388 

Air  Force  Health  Professions 390 

Averitt  Air  Charter 387 

BTS  (Business  Technology  Solutions) 358 

Carolyn  Avery  & Associates,  Inc 370 

Center  for  Professional  Excellence 388 

Emergency  Coverage  Corporation 390 

Hoover  & Associates 384 

Kentucky  Sleep  Society 387 

MSF  Research 387 

Passport  Health  Communications 364 

PhyAmerica  Physician  Services 389 

State  Volunteer  Mutual  Insurance  Company 392 

Team  Health 389 

Tennessee  Consultation  Center 373 

TMA  Physician  Services,  Inc 391 

TN  Department  of  Environment  & Conservation 354 

The  TMA  Association  Insurance  Agency,  Inc 354,  374 

INSTRUCTIONS  FOR  AUTHORS 


Manuscript  Preparation— Manuscripts  should  be  submitted  in  duplicate  to  the  Editor, 
John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover  letter 
should  identify  one  author  as  correspondent  and  should  include  his  complete  address  and 
phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must  be  typewritten, 
double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow  wide  margins  on  each 
page  to  facilitate  editing.  Pages  should  be  numbered  and  clipped  together  but  not  bound. 
Along  with  the  typed  manuscripts,  submit  an  IBM-compatible  3-1/2"  high-density  dis- 
kette containing  the  manuscript;  the  transmittal  letter  should  identify  the  format  used. 

Responsibility— The  author  is  responsible  for  all  statements  made  in  his  work.  Although 
rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medicine  is  not 
responsible  for  loss.  Accepted  manuscripts  become  the  permanent  property  of  Tennes- 
see Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a con- 
dition of  acceptance,  shall  execute  a conveyance  transferring  copyright  ownership  of  such 
material  to  Tennessee  Medicine.  No  contribution  will  be  published  unless  such  a convey- 
ance is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10  for 
case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive  order, 
not  alphabetically.  Personal  communications  and  unpublished  data  should  be  included  only 
within  the  text.  The  following  data  should  be  typed  on  a separate  sheet  at  the  end  of  the 
paper:  names  of  first  three  authors  followed  by  et  al,  complete  title  of  article  cited,  name 
of  journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last  pages, 
and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al:  Cancer  in  parents 
of  children  with  cancer.  /V £/;£/./ /lfe</333:1594-1599,  1995. 

Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be  identified 
on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word  ‘'top,"  and  must 
be  accompanied  by  descriptive  legends  typed  on  a separate  sheet.  Tables  should  be  typed 
on  separate  sheets,  be  numbered,  and  have  adequately  descriptive  titles.  Each  illustration 
and  table  must  be  cited  in  numerically  consecutive  order  in  the  text.  The  Editor  will 
determine  the  number  of  illustrations  and  tables  to  be  used.  Illustrations  will  not  be 
returned  unless  specifically  requested.  Materials  taken  from  other  sources  must  be 
accompanied  by  a written  statement  from  both  the  author  and  publisher  giving  Tennessee 
Medicine  permission  to  reproduce  them.  Photos  of  identifiable  patients  should  be  accom- 
panied by  a signed  release. 

Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspondent 
author  before  publication. 
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Dedicated  To 
Adding  Value 
To  Your  TMA 
Membership! 

TMA  Physician  Services  provides 
you,  your  staff  and  your  family  the 
opportunity  to  purchase  top- 
quality  products  and  services  at 
very  competitive  rates.  And 
because  you  are  a TMA  member, 
your  satisfaction  is  our  #1  priority. 

■ Automobile  Lease  / Purchase  Plan 

Physicians  Leasing  Company,  Inc. 
1-800-759-8880 

www.autoleasinga7tdsales.com 

Free  delivery  to  your  home  or  office. 

■ Bank  Services 

MBNA  America  Bank 
1-800-457-3714 

Offering  TMA  members  a credit  card  with 
low  introductory  APR  on  balance  transfers 
and  cash  advance  checks.  Business  credit 
cards  also  available,  as  well  as  CDs.  (Please 
mention  priority  code  GLT4  when  you  call.) 

■ Car  Rental 

Alamo  Rent-A-Car,  Inc. 
1-800-354-2322  www.goalamo.com 

With  Alamo's  great  rates,  you  get  everything 
you  need  for  the  road  at  less  than  you've 
ever  expected.  (Request  rate  code  BY  and  I.D. 
U578288.) 

■ Collection  Services 

I.C.  System,  Inc. 

1-800-685-0595 

Offering  TMA  members  the  finest  account 
receivable  management  services. 

■ Communication  Services 

LDPC-Merritel  Communications  Grp. 

1-800-454-4559 

Our  low,  long  distance  rates  are  fixed  and 
guaranteed,  24  hours  a day,  7 days  a week. 
7.54  home  and  8.94  business  800#'s  and  164 
calling  cards  with  no  surcharges.  Please 
mention  code  #116  TMA.  Ask  for  a free 
analysis. 


■ Continuing  Education  Seminars 

1-888-616-7873 

Providing  TMA  members  with  practice 
management  workshops  through  Carolyn 
Avery  & Associates  (1-800-858-6267)  as  well 
as  several  other  sources. 

■ Insurance  Services 

TMA  Association  Insurance  Agency,  Inc. 

1-888-616-7873 

Offering  personal  and  business  insurance 
plans. 

■ MCO  Payer  Data 

Passport  Health  Communications 
1-888-661-5657 

www.passporthealth.com 
Get  off  the  phone  and  on  the  Internet!  Fast, 
reliable  and  immediate  access  to  payer  data 
(eligibility,  referrals,  claims  status,  formu- 
lary, provider  panels,  codes)  — all  available 
at  your  fingertips  — 24  hours  a day,  7 days  a 
week!  Check  out  www.HealthLeaders.coni 
— a free,  online  community  for  healthcare 
executives  and  professionals.  Register  as  a 
member  today  and  receive  daily  healthcare 
headlines  Monday-Friday! 

■ Magazine  Subscriptions 

TMA  Magazine  Program 

1-800-289-6247 

www.buymags.com/tnmed 
Get  the  lowest  rates  on  all  of  your 
subscription  needs  — save  time  & money! 

■ Package  Delivery 

Airborne  Express 

1-800-MEMBERS  (1-800-636-2377) 

Members  save  up  to  43%. 

■ Payroll  Services 

1-888-616-7873 

Two  options  to  choose  from! 

Both  provide  discounted  pricing  for  payroll 
and  tax  payment  services  for  your  practice. 

■ Tax  Audit  Service 

TaxResources,  Inc.  1-800-922-8348 

www.  taxaudit.  com/tma/ttna.  htm 
Providing  expert  representation  by  tax  audit 
professionals. 


(888)  616-7873 


Prepare  for  the 
Slings  and  Arrows  of 


Malpractice  Litigation 
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unique  malpractice  avoi  —vc  programs  can  give  you  a decided  edge  in  the  unhappy  event  someone 
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Fund,,  Inc. 

It  all  begins  with  caring  . . . 

Caring  about  your  patients. 

Caring  about  your  profession. 

Caring  about  your  future  colleagues. 

Do  you  care  enough? 


The  Tennessee  Medical  Education  Fund,  Inc.  cares  about  Tennessee  V future  physicians: 

V Over  $3. 1 million  has  been  awarded  to  more  than  460  Tennessee  medical  school  students 

Yet  the  need  continues  to  skyrocket . . . 

In  1999,  we  disbursed  a record-setting  $277,500 

Yet  we  met  only  35%  of  the  documented  financial  need  of  the  applicants . . . 

V The  Fund  awards  scholarships  which  range  from  $2,000  to  $1 0,000  each 

^ Yet  the  average  1997/98  Tennessee  medical  school  graduate  has  a debt  load  of  $73,411 . . . 


We  cannot  have  a significant  impact  without  the  support  of  the  medical  community. 

We  cannot  do  it  without  you. 

Support  the  Tennessee  Medical  Education  Fund,  Inc.  in  caring  about  our  future  physicians. 

CARE  ENOUGH  TO  GIVE  SO  THEY  WILL  LEARN  TO  CARE  ^ 

H, 

/ \ 

I I care  enough  to  give  so  they  will  learn  to  care. 
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Mailing  Address: 


□ I would  prefer  that  my  name  not  be  included  on  the  Donor  Honor  Roll. 

□ Please  address  all  correspondence  to:  

□ Please  e-mail  news  flashes  to  me  at: 
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Thank  you  for  your  generous  gift. 

I The  Tennessee  Medical  Education  Fund , Inc.  is  recognized  as  tax-exempt  under  section  501(c)(3)  of  the  Internal  Revenue  Code.  Contributions  are  fully  tax  deductible  as  permitted  by 
' applicable  law.  The  most  recent  financial  statement  filed  by  the  Tennesee  Medical  Education  Fund , Inc.  may  be  obtained  free  of  charge  by  submitting  a request  to  The  Fund. 
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President’s  Comments 


James  Chris  Fleming,  MD 


Taking  an  Assessment: 
A Mid-Year  Review 


As  I sat  down  to  write  this  letter,  I was  amazed  when  I realized  that  six  months  of  my  tenure 
as  your  TMA  President  have  already  gone  by.  It  seems  to  be  an  excellent  time  to  sit  back  and  to 
assess  the  year  thus  far.  What  has  the  TMA  accomplished?  What  is  the  TMA  currently  focusing 
on?  What  are  the  TMA’s  projected  goals  for  the  remainder  of  my  term? 

What  has  the  TMA  accomplished  to  date?  TMA  has  continued  to  hear  about  physicians’ 
problems  with  TennCare,  and  continues  its  fight  for  reform.  Both  our  state  administrators  and 
our  legislators  are  listening,  and  understand  that  this  program  is  woefully  underfunded  and 
desperately  needs  significant  structural  changes.  The  physicians  in  Tennessee  played  a major 
role  in  causing  HCFA  to  rewrite  its  regulations  on  consultations.  Your  unified  support  on  this 
issue  forced  HCFA  to  back  down.  (We  can  effect  change.)  This  change  will  result  in  both 
improved  patient  care  and  appropriate  reimbursement  for  physicians.  TMA  is  monitoring  the 
tax  law  changes  that  are  being  discussed  in  our  state  legislature,  and  will  continue  to  work  on 
behalf  of  physician  interests.  We  are  also  fostering  improved  relationships  between  TMA  and 
specialty  medical  groups  within  the  state.  Working  together,  we  will  have  a stronger  voice, 
which,  as  we  all  realize,  is  “good  medicine.” 

What  is  the  current  focus  of  the  TMA?  TMA  has  recently  formed  a committee  headed  by  J. 
Fred  Ralston  Jr.,  MD,  that  has  been  charged  with  formulating  medicine’s  answers  to  the  changes 
so  desperately  needed  within  TennCare.  In  addition,  TMA  is  committed  to  improving  patient 
access  to  quality  medical  care,  and  is  therefore  committed  to  the  passage  of  a strong,  well- 
designed  Patient  Protection  Act.  We  have  continued  to  meet  with  legislators  on  both  the  state 
and  national  level.  Recently,  TMA  separately  hosted  Congressman  Harold  Ford  Jr.  and  Senator 
Bill  Frist,  MD,  in  Nashville  at  the  TMA  headquarters.  Our  object  is  to  bring  Democrats  and 
Republicans  closer  together  in  their  focus  on  this  very  important  issue. 

What  would  the  TMA  like  to  see  accomplished  as  the  year  progresses?  A new  legislative 
session  will  soon  begin.  TMA  will  continue  to  focus  its  efforts  for  patient  advocacy  and  for 
physician  advocacy.  TMA  will  be  improving  its  Internet-Web  services  to  bring  faster  access  to 
our  physician  services  and  to  improve  our  communication  and  dialogue  with  you,  our  member- 
ship. Lastly,  we  hope  to  focus  on  pertinent  health  issues  by  supporting  various  projects  state- 
wide in  an  effort  to  bring  attention  to  “good  medicine.”  These  projects  will  be  directed  at  both 
the  physicians  and  the  people  of  Tennessee.  Examples  include  organ  donation  awareness, 
immunization  awareness,  to  include  flu  shots  for  the  elderly,  and  awareness  of  the  hepatitis  A 
epidemic  in  our  state  and  the  availability  of  the  hepatitis  A vaccine. 

In  conclusion,  I believe  that  a continuing  challenge  to  every  group  is  an  assessment  of  its 
goals  and  its  directions.  Your  Tennessee  Medical  Association  enjoys  hearing  from  its  member- 
ship as  to  what  each  of  you  feels  is  important.  Please  communicate  with  us  so  that  we  can  serve 
your  needs  more  effectively.  Thank  you  for  your  input,  your  help,  and  your  support  so  far  this 
year.  Together,  I believe  the  physicians  of  Tennessee  will  continue  to  practice  “good  medicine.” 
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Editorials 


John  B.  Thomison,  MD 


Primum  Non  Nocere 


Almost  daily,  or  so  it  seems,  even  though  it’s  likely  not  quite  that  frequently,  some  doctor  or 
hospital,  or  a manufacturer  of  medical  devices  or  pharmaceuticals,  gets  sued  by  some  aggrieved 
patient  or  a patient’s  survivors  for  having  harmed,  even  killed,  someone  in  the  course  of  treat- 
ment. Usually  this  litigation  can  be  traced  to  one  or  both  of  two  simple  public  misunderstand- 
ings. The  first  is  a failure  to  understand  that  fiddling  with  the  human  constitution  by  any  means 
whatsoever  is  hazardous,  and  that  therapy  is  itself  almost  always  the  lesser  of  two  evils,  even 
when  it  is  done  by  the  most  skilled  of  practitioners  using  the  most  advanced  techniques  and 
medicines.  The  second  is  the  public’s  persuasion  that  medical  science  can  cure  all  physical  ills, 
and  that  if  the  results  of  therapy  are  less  than  satisfactory,  then  something  in  the  process  has 
gone  amiss,  and  someone  has  somehow  been  derelict.  Unwittingly  or  not,  the  medical  profes- 
sion has  contributed  to,  and  perhaps  even  fostered,  this  extravagant  expectation.  Paradoxically, 
this  expectant  public  has  at  the  same  time  come  to  believe,  and  in  fact  has  been  led  by  self- 
designated  patient  advocates  of  various  genera  to  believe,  that  through  sufficient  study  any 
individual  can  understand  his  own  situation  better  than  his  doctor  can.  (The  Hero  of 
Chappaquiddick  said  that  health  is  too  important  to  be  left  in  the  hands  of  the  doctors.)  The  sick 
person  (we  won’t  call  him  a patient  yet)  can  therefore  plan  his  own  course  of  treatment.  He  can 
do  that  in  his  own  den  or  wherever  simply  by  going  to  his  trusty  computer,  and  through  an 
appropriate  search  engine  read  about  and  diagnose  his  disease,  and  then  choose  his  poison  (not, 
in  this  case,  simply  a figure  of  speech).  He  can  then  educate  his  doctor  about  his  case.  And  not 
only  that. 

Not  only  can  he  plan  his  treatment,  but  the  means  are  coming  available,  and  are  even  at  hand, 
through  which  he  can  treat  himself  by  simply  ordering  the  pharmaceutical  of  his  choice  through 
the  Internet,  and  Voila!  Be  thou  whole.  Very  early  in  the  game,  I was  taught  that  a doctor  who 
treats  himself  has  a fool  for  a doctor  and  a fool  for  a patient.  So  what  does  that  make  a patient 
who  is  his  own  doctor?  Well,  maybe  dead. 

In  a piece  elsewhere  in  this  magazine  this  problem  is  examined  in  some  detail  in  its  several 
aspects  from  the  point  of  view  of  the  medical  profession  (which  the  writer  of  the  article,  along 
with  everybody  else,  it  seems,  including  now  even  some  doctors — and  even  me  on  occasion — 
persist  in  referring  to  by  the  essentially  pejorative  term  “health  care  providers”)  and  of  the 
pharmacists.  The  first  question  that  arises  is  almost  always:  Is  this  no  more  than  a matter  of 
defending  the  turf? 

I doubt  there  are  many,  maybe  not  even  any,  doctors  who  fail  to  recognize  that  once  you  get 
past  the  usual  maladies  almost  anyone  can  treat,  and  does,  drug  therapy  has  by  now  become 
extremely  complicated.  Even  so,  one  of  the  things  we  need  to  get  out  of  the  way  first,  just  to 
clear  the  air,  is  that  with  such  a wide  variety  of  agents  to  choose  from,  sometimes  with  similar 
but  still  their  own  peculiar  properties  and  actions,  and  considering  the  almost  innumerable 
possibilities  of  drug  interaction  that  can  on  occasion  be  disastrous,  many  times  the  doctor  and 
the  pharmacist  must  pool  their  knowledge  and  work  as  a team  to  achieve  the  maximum  thera- 
peutic potential  and  avoid  serious  consequences.  Though  this  cooperation  becomes  increas- 
ingly important  as  the  number  and  complexity  of  the  agents  involved  in  a given  case  increase, 
disasters  can  arise  from  combinations  even  when  the  agents  are  only  two,  and  are  widely  used, 
highly  effective,  and  quite  innocuous  when  they  are  taken  separately.  An  example  is  the  some- 
times lethal  consequences  of  combining  Seldane  and  erythromycin.  Seldane  has  been  removed 
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from  the  market,  but  had  it  not,  and  done  so  before  the  presently  vast  numbers  of  online  phar- 
macies had  sprung  up,  both  drugs  would  have  been  available,  and  since  both  were  commonly 
used  to  treat  respiratory  infections,  the  results  could  have  been  dire. 

I’m  sure  Dr.  Pedigo’s  point  that  doctors  are  concerned  about  the  knowledge  patients  can 
unearth  about  their  disease  is  valid  to  a certain  extent.  I am  not  so  naive  as  to  think  there  is  no 
commercial  interest  in  that,  but  I am  certain  there  is  also  the  major  concern  that,  as  the  old 
proverb  goes,  a little  knowledge  is  a dangerous  thing,  and  that  is  what  comes  out  of  a computer 
to  someone  without  clinical  experience,  and  on  occasion  without  the  added  practical  experi- 
ence of  a pharmacist.  Except  that  it  is  often  a lot  of  possibly  dangerous  knowledge.  People  who 
are  ailing  tend  to  try  almost  anything  before  they  are  forced  by  circumstances  to  go  to  the 
doctor,  almost  as  a last  resort.  Sometimes  it  is  the  last.  Even  doctors  wear  bracelets  for  arthritis, 
which  of  course  doesn’t  hurt  anything.  But  people  who  are  taking  nitroglycerine  have  been 
trying  the  ministrations  of  Viagra,  which  does. 

The  sticky  wicket  in  all  this  is  how  far  regulations  can  ethically  either  go  or  not  go.  People 
want  to  be  protected  from  every  conceivable  harm  and  even  every  inconvenience — unless  it  is 
inconvenient  for  them  personally  at  the  moment  to  be  inconvenienced  or  protected.  They  then 
become  scofflaws  or  worse.  There  is  no  way  to  win  that  one.  The  Supreme  Court  often  has  to 
decide,  and  what  they  decide  most  often  pleases  no  one. 

I have  sat  on  an  institutional  review  board  now  for  maybe  25  years,  give  or  take  a few,  for  a 
long  time  as  its  chairman,  and  I know  this  for  a fact:  Informed  consent  is  a farce,  a charade  to 
salve  the  corporate  conscience,  and  cover  potentially  exposed  backsides.  Nothing  more.  It  does 
nothing  to  protect  the  patient.  I think  of  the  cardiac  surgeon  who  was  describing  his  experience 
as  he  was  having  an  MI,  and  was  being  asked  to  give  his  informed  consent  for  a bypass.  His 
response  was  to  hell  with  that.  Just  stop  it  hurting.  His  later  comment  in  an  article  in  Medical 
Economics  was  that  it  would  have  taken  ten  Philadelphia  lawyers,  a cardiac  surgeon  who  was 
not  sick,  a cardiologist,  and  a pharmacist,  talking  until  he  was  dead,  to  explain  it. 

The  Hippocratic  Oath  says,  “First,  I will  do  no  harm.”  It  does  not  say  to  stop  others  from 
doing  harm.  That  is  the  job  of  the  judiciary.  When  you’re  sick,  even  if  you’re  not  bad  sick,  you 
need  a doctor.  Forget  computers.  Those  machines  can  make  you  sick  even  if  you’re  well,  and 
they  can  kill  you  if  you’re  not.  At  the  same  time,  you  can’t  either  legally  or  ethically  stop  fools 
treating  themselves. 

Try  education  and  persuasion.  And  by  the  way,  good  luck. 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  665-2516  in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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Online  Drugs: 

Prescription  for  the  New  Millennium? 

Brenda  Williams 


• . 


I Please  enter  the  prescription  num-  I 

\ber  that  appears  on  the  label  and/ 

' or  the  name  of  the  medication. 

Click. 

Enter  the  names  and  addresses  of 
your  doctor  and  pharmacy. 

Click.  Click. 


Your  order  has  been  entered  and 
will  be  shipped  within  the  next  two 
business  days.  Thank  you  for  us- 
ing EZDrugs.com. 


oooo 


It  was  bound  to  happen — drug  companies  us- 
ing the  Internet  to  keep  their  busy  customers 
happy.  The  newest  application  of  e-commerce  is 
designed  to  save  time  and  reduce  the  hassle-fac- 
tor when  it  comes  to  ordering  and  receiving  pre- 
scription drugs. 

Companies,  both  foreign  and  domestic,  have 
jumped  into  this  new  market  with  dizzying  speed. 

According  to  research  reports  of  the  National 
Association  of  Boards  of  Pharmacy,  in  January 
1999,  there  were  26  Internet  pharmacy  sites;  by 
July,  there  were  more  than  400.  Fans  and  crit- 
ics alike  agree  it’s  an  efficient  way  to  deliver 
medication. 

But  already  the  fledgling  cure  for  today’s 
techno-savvy  consumer  is  having  some  bad  side 
effects.  In  July,  a U.S.  House  Subcommittee  heard 
nightmarish  reports  about  the  online  dispensing 
of  Viagra  without  a prescription  or  confirmation. 

One  news  reporter  was  able  to  obtain  the  popu- 
lar impotency  drug  by  posing  as  a pet  cat  named 
“Tom”;  another  used  the  health  data  of  a deceased 
grandfather. 

Those  are  the  challenges  posed  by  the  creation 
of  a new  health  delivery  system,  and  the  pow- 
ers-that-be  are  working  to  make  sure  it  remains 
a controlled  substance. 

Guarding  Commercial  Turf? 

TMA  member  James  Gaume,  MD,  of  Endocrinology-Dia- 
betes Associates  at  St.  Thomas  Hospital  in  Nashville,  sees 
the  potential  for  abuse.  “Xenical  is  the  new  ‘fat-blocker’  drug. 
The  day  it  was  released,  there  were  60  sites  where  you  could 
purchase  the  drug,  some  of  them  the  same  sites  selling 
Viagra.”  he  recalls.  “I’m  sure  if  I had  done  a little  more  search- 
ing, I could  have  found  more.  I was  floored.”  Gaume  says 
the  easy  availability  of  prescription  drugs,  combined  with 
the  fact  that  most  patients  are  self-medicating,  could  be  a 
dangerous  mix. 

“It  requires  a considerable  background  to  make  judg- 
ments about  medications,  especially  when  there’s  more  than 


Brenda  Williams  is  a freelance  writer  based  in  Nashville. 


one  involved,”  Gaume  warns.  “Is  the  diagnosis  correct?  Is 
the  drug  correct?  Is  the  risk  worth  the  potential  benefit?  Who 
is  monitoring  the  effect  of  the  drug?  Who  makes  the  judg- 
ment about  whether  to  continue  the  medication?” 

Another  TMA  member  thinks  Internet  drug  sites  may  be 
a bitter  pill  for  some  medical  professionals  to  swallow.  “I’m 
concerned  that  physicians  are  getting  uncomfortable  about 
how  informed  patients  are,”  says  Thurman  L.  Pedigo,  MD, 
clinical  professor  and  interim  chairman  of  the  Department  of 
Family  Medicine  at  Vanderbilt  University  Medical  School. 
“I  hear  physicians  complaining  about  patients  who  bring  in 
an  Internet  printout  about  a disease,  when  the  doctor’s  al- 
ready made  the  diagnosis.”  Pedigo  says  it  reminds  him  of  the 
1960s,  when  pharmacists  refused  to  label  his  patients’  medi- 
cine bottles.  He  later  found  out  the  pharmacists  were  afraid 
that  if  the  patients  knew  what  was  in  the  bottle,  they  could 
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take  it  to  another  pharmacy  when  it  was  time  for  a refill. 
“This  is  commercial  turf  that  we’re  guarding  here.” 

Industry  Concerns 

Baeteena  Black,  DPh,  executive  director  of  the  Tennes- 
see Pharmacists  Association,  doesn’t  see  it  as  a turf  war.  “We 
understand  about  the  advancement  of  technology,  but  we’re 
concerned  about  the  risk  that  it  presents  for  patients.”  Those 
highly  publicized  horror  stories  illustrate  some  of  those  risks, 
she  says,  as  well  as  the  importance  of  face-to-face  interac- 
tion between  patient  and  pharmacist.  “The  pharmacy  profes- 
sion had  the  same  concern  about  mail-order  prescriptions, 
and  1 don’t  think  it’s  unjustified,  based  on  some  of  the  prob- 
lems we’ve  seen.  And  now  the  online  factor  is  adding  to  the 
potential  for  problems.” 

Kendall  Lynch,  DPh,  executive  director  of  the  Tennessee 
Board  of  Pharmacy,  says  the  problems  aren’t  unexpected. 
“E-commerce  is  going  to  be  that  way.  I don’t  care  where  you 
go  or  what  arena  you’re  in,  there  are  going  to  be  good  guys 
and  bad  guys,  and  our  job  is  to  inform  the  public.” 

One  of  the  “good  guys”  is  PlanetRx.com  of  Memphis. 
Lynch  says  the  company  has  bent  over  backwards  to  meet 
all  of  the  board’s  requirements  and  expectations.  Black  agrees. 
“They’re  a pharmacy  that  is  complying  with  all  of  the  stan- 
dards that  have  been  developed,”  she  says.  “They  go  to  sig- 
nificant lengths  to  verify  prescriptions  and  follow  up  with 
phone  calls  to  verify  information.”  All  of  the  major  online 
pharmacies  are  now  licensed  to  do  business  in  Tennessee, 
including  Drugstore.com  (Rite-Aid),  Soma.com  (CVS  Cor- 
poration), Walgreens.com,  Pillbox.com,  and  Rx.com. 

Lynch  and  Black  both  say  their  groups  are  working  with 
national  officials  to  monitor  this  new  industry  and  to  develop 
standards  that  include  more  verification,  follow-up,  and  checks 
to  prevent  drug  interactions  or  other  problems. 

VIPPS  Validation 

The  current  solution  offered  by  the  American  Medical 
Association  and  the  National  Association  of  Boards  of  Phar- 
macy is  the  Verified  Internet  Pharmacy  Practice  Sites  (VIPPS) 
program — sort  of  like  the  “Good  Housekeeping  Seal  of  Ap- 
proval”— for  online  pharmacies  that  meet  certain  professional 
standards. 

“We  recognized  early  on  that  there  was  no  way  to  regu- 
late the  Internet,”  says  VIPPS  executive  director  Carmen 
Catizone.  “We’ve  seen  some  good  innovations  and  some  good 
pharmacies,  and  then  we’ve  seen  a lot  of  dangerous  and  bad 
Internet  sites  that  weren’t  going  to  follow  the  law,  and  of- 
fered no  way  of  assuring  the  integrity  of  the  prescription.” 
Catizone  says  of  the  400-plus  sites,  more  than  200  are  for- 
eign-based sites  dispensing  drugs  that  in  the  United  States 
are  unavailable  without  a prescription,  are  not  FDA  approved, 
and  in  some  cases  are  illegal. 


“The  pharmacy  industry  is  attempting  to  verify  the  licen- 
sure of  Internet  pharmacy  sites,”  explains  AMA  Trustee 
Herman  I.  Abromowitz,  MD.  “We’ve  participated  in  and 
helped  develop  the  criteria  for  this,  and  we  support  it  very 
strongly.”  Abromowitz  says  the  standards  require  Web  sites 
to  establish  a reliable  medical  history  for  each  consumer/pa- 
tient, verify  that  the  purchaser  has  actually  seen  a doctor, 
and  has  been  counseled  on  treatment  options  as  well  as  the 
benefits  and  risks  of  their  medication. 

The  VIPPS  concept  was  developed  last  year  and  implemen- 
ted in  February;  the  first  VIPPS  seals  were  awarded  Sept.  15 
to  PlanetRx.com,  Drugstore.com,  and  HealtheonRx.com 
(Merck-Medco  Managed  Care).  Catizone  says  VIPPS  approv- 
al for  a dozen  more  sites  is  pending,  and  he  has  received  re- 
quests for  over  200  applications. 

The  idea  is  to  discourage  the  use  of  illegitimate  pharmacy 
sites  by  validating  and  publicizing  the  legitimate  sites.  Catizone 
sums  it  up:  “If  we  can  direct  80%  of  people  who  want  to  use 
the  Internet  for  legitimate  purposes  to  real,  legitimate  phar- 
macies, then  we’ve  accomplished  a public  service.” 

Benefits  vs  Risk 

Meantime,  the  benefit-vs-risk  discussion  continues.  Medi- 
cal professionals  seem  to  regard  the  Internet  the  same  way 
they  would  a potent,  prescription  drug:  it’s  effective  and  safe 
when  used  in  the  right  dose  under  the  right  parameters. 

Gaume  sees  future  possibilities,  such  as  a more  cost-ef- 
fective way  to  link  up  with  a patient’s  drug  benefits  program. 
Pedigo  looks  forward  to  a less  restrictive  view  of  the  patient/ 
consumer.  “I  think  that  we  make  too  much  commotion  about 
rules  and  regulations  in  general,”  he  says.  “And  I think  the 
consumers  have  the  right  to  set  the  parameters  of  how  they 
will  interact  with  the  health  care  system.  There  needs  to  be  a 
way  people  can  make  use  of  the  Internet,  and  I think  online 
pharmacies  integrated  with  electronic  medical  records  are 
the  way  to  go.” 

Black  says  her  industry’s  cautious  approach  is  not  a case 
of  throwing  the  baby  out  with  the  bath  water.  “There  are  ap- 
propriate things  that  can  be  done  with  the  Internet.  We  never 
want  to  prevent  the  effective,  safe  use  of  technology,  but  we 
must  weigh  that  against  the  risk;  we  have  to  be  careful  to 
implement  the  safeguards  so  that  we  can  protect  the  public.”  ! 
The  AMA  will  continue  its  study  of  ethical  issues  raised  by 
the  ongoing  advancements  in  the  field  of  telemedicine,  ac- 
cording to  Abromowitz.  He  admits  there  are  problems  with 
Internet  prescription  sites,  but  says  the  medical  community 
must  be  careful  to  protect  and  enhance  their  uses  for  the 
future  . . . while  protecting  the  patient  at  the  same  time. 

“As  we  continue  this  fast-changing  world  of  telecommu- 
nications, the  world  of  Internet  prescriptions,  I refer  to  the 
time-honored  oath  of  Hippocrates  taken  by  physicians — 
‘First,  do  no  harm.’  ”□ 
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Health  Policy  Report 

Physician  Manpower  Planning: 
From  the  General  to  the  Special 

David  M.  Mirvis,  MD 


In  the  previous  Health  Policy  Report  ( Term  Med  92:333- 
335,  Sept  1999),  we  critically  examined  the  assertions  that  a 
significant  and  detrimental  surplus  of  physicians  exists  or  is 
imminent.  It  is  also  widely  believed  that  there  is  a both  an  ab- 
solute and  relative  oversupply  of  specialists  and  a relative  short- 
age of  generalists.  Data  recently  collated  by  Bodenheimer1  in- 
dicate that  of  the  600,000  practicing  physicians  in  the  United 
States  in  1996,  70%  were  specialists.  Furthermore,  he  sug- 
gests that  the  growth  in  the  supply  of  physicians  from  1 1 5 
physicians  per  100,000  population  in  1970  to  a projected  ratio 
of  203  physicians  per  100,000  population  in  2000  is  largely 
attributable  to  the  growth  in  the  number  of  specialists. 

In  this  Report,  I shall  examine  the  data  and  concepts  sup- 
porting the  purported  maldistribution  of  generalists  and  spe- 
cialists within  the  overall  physician  workforce.  The  ques- 
tions we  shall  ask  as  a means  to  understand  this  issue  include: 
(1)  Why  do  we  care  how  many  generalists  and  specialists  are 
practicing?  (2)  What  is  the  evidence  of  an  oversupply  of  spe- 
cialists? (3)  If  an  oversupply  of  specialists  does  exist,  what 
strategies  may  be  deployed  to  redress  the  issue?  and  (4)  What 
other  approaches  to  understanding  this  problem  are  possible? 

What’s  the  Problem? 

The  first  question  is  “why  do  we  care?”  Why  are  we  so 
concerned  that  there  may  be  too  few  generalists  and  too  many 
specialists  practicing  medicine?  Too  few  generalists,  it  is  ar- 
gued, may  lead  to  a lack  of  coordination  of  care,  underuse  of 
preventive  and  wellness  services,  and,  from  a managed  care 
perspective,  a shortage  of  qualified  and  effective  gatekeepers 
to  hold  down  costs.  Generalists  may  reduce  costs  directly  by 
using  fewer  resources  and  more  preventive  measures  than 
specialists,  and  by  serving  as  gatekeepers  to  enhance  the  co- 
ordination of  care  and  reduce  the  use  of  inappropriate  proce- 
dures, treatments,  etc.2 

Evidence  for  each  of  these  outcomes  exists.  The  Medical 
Outcomes  Study3  demonstrated  that  patients  cared  for  by  fam- 
ily physicians  and  general  internists  had  lower  rates  of  hos- 
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pitalization,  took  fewer  prescription  drugs,  and  had  fewer 
tests  than  those  cared  for  by  medical  specialists.  Chart  re- 
view studies4  as  well  as  practitioner  surveys5  suggest  that 
gatekeeping  systems  do  reduce  the  number  of  unnecessary 
and  potentially  harmful  procedures.  Finally,  patients  receiv- 
ing the  majority  of  their  care  from  generalists  receive  more 
preventive  services  than  those  followed  primarily  by  either 
medical  or  surgical  specialists.  In  one  study,6  influenza  vac- 
cination rates  for  patients  followed  by  generalists,  medical 
specialists,  and  surgical  specialists  were  55.4%,  47.7%  and 
39.6%,  respectively;  many  of  those  cared  for  by  specialists 
who  received  immunizations  did  so  from  generalists  rather 
than  from  their  primary  care  specialists,  indicating  fragmen- 
tation of  basic  care  services. 

Is  There  a Shortage  and  an  Oversupply? 

If  we  accept  that  there  is  reason  for  studying  the  balance 
between  specialists  and  generalists,  what  is  the  evidence  that 
there  is  a significant  imbalance,  that  the  teeter-totter  has 
shifted  too  far  in  favor  of  the  specialists?  As  in  the  case  of 
overall  physician  supply,  the  evidence  for  an  oversupply  of 
specialists  comes  from  several  types  of  studies.  Based  upon 
projections  from  managed  care  staffing  patterns,  Wiener7 
projected  that  the  supply  of  specialists  will  outstrip  demand 
by  more  than  60%  in  the  year  2000.  Comparing  overall  U.S. 
physician  supply  to  staffing  patterns  in  three  “benchmark” 
markets,  Goodman  et  al8  suggested  that  the  number  of  spe- 
cialists in  the  nation  will  exceed  the  demand  by  53,000  to 
99,000  physicians.  Even  using  a benchmark  market  that  pre- 
dicted a 12,000  generalist  physician  shortage,  a surplus  of 
specialists  was  projected.  Also  using  HMO  staffing  patterns 
to  assess  oversupply  in  the  general  market,  Wennberg  et  al9 
calculated  that  there  were  3.1  times  as  many  pathologists, 
2.5  times  as  many  neurosurgeons,  and  2.4  times  as  many 
general  surgeons  in  the  nation  as  are  needed. 

Not  all  projections  reach  this  conclusion.  Whitcomb10 
found  that  the  number  of  generalists  in  the  United  States, 
expressed  as  generalists  per  100,000  population,  was  in  the 
middle  of  the  range  of  that  of  other  nations  (including  Canada, 
Germany,  and  England),  some  of  which  have  initiated  plans 
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to  increase  the  number  of  specialists.  Using  data  from  ma- 
ture and  established  managed  care  groups,  Hart  et  al"  esti- 
mated that  while  the  overall  physician  workforce  of  the  United 
States  was  appropriate,  both  the  number  of  generalists  (65.7 
per  1 00,000  population  currently  practicing  vs.  78.2  per  100,000 
population  required)  and  the  number  of  medical  specialists 
(17.8  per  100,000  currently  practicing  vs.  20.1  per  100,000 
required)  are  currently  below  projected  needs. 

What  are  the  Policy  Implications 
Of  this  Conclusion? 

The  widely  accepted  conclusion  that  too  few  generalists 
and  too  many  specialists  are  practicing  has  gained  sufficient 
power  to  lead  to  specific  policy-level  actions.  Many  profes- 
sional organizations  as  well  as  regulatory  agencies  have  called 
for  government  regulation  to  limit  training  slots  in  the  spe- 
cialties. The  Council  on  Graduate  Medical  Education,12  for 
example,  has  called  for  redistributing  residency  slots  with  a 
maximum  of  50%  subspecialty  positions  coupled  with  limit- 
ing in  first  year  postgraduate  positions  to  less  than  1 10%  of 
the  number  of  U.S.  medical  school  graduates.  Some  state 
legislatures  have  linked  medical  school  budgets  to  raising 
the  number  of  generalist  physicians. 

Wennberg’s9  calculations  suggest  that  even  this  may  not 
be  sufficient.  For  example,  if  radiology  training  programs  were 
completely  eliminated  now,  if  would  take  20  years  for  attri- 
tion to  result  in  an  appropriate  workforce.  These  data  suggested 
that  other  approaches,  such  as  retraining  of  specialists  to  serve 
as  generalists,  in  addition  to  restrictive  entry  into  specialties, 
would  be  required  to  meet  national  goals  in  a timely  manner. 

Others  claim  that  the  marketplace  will  influence  the  dis- 
tribution of  specialties  without  external  intervention,  i.e.,  stu- 
dents will  shy  away  from  specialties  with  an  apparent  over- 
supply. This  may  indeed  be  happening.  According  to  the 
AMA’s  annual  survey  of  graduate  medical  education  pro- 
grams, almost  all  specialties  that  had  difficulty  in  placing 
their  graduates  for  two  or  more  years  reported  a 1 0%  or  greater 
reduction  in  the  number  of  new  residents,13  and  the  likeli- 
hood that  a student  will  choose  a specialty  is  inversely  corre- 
lated with  the  market  penetration  of  managed  care.14 

What  Other  Approaches  Can  We  Suggest? 

The  concerns  that  I have  described  above  may  be  subjected 
to  considerable  critical  thought  that  may  lead  to  different  con- 
clusions. First,  all  of  the  planning  models  that  have  been  used 
may  be  criticized,  based  upon  the  same  issues  that  we  dis- 
cussed in  the  prior  article  on  total  physician  workforce  pro- 
jections. These  include  the  sensitivity  of  the  models  to  various 
assumptions  about  the  present  and  future  structure  of  health 
care  systems  and  the  health  care  needs  of  the  population. 

More  importantly,  we  must  examine  the  definitions  of 
“generalist”  and  “specialist,”  and  the  roles  attributed  to  each 


within  the  health  care  system.  Generalists  and  specialists  are 
almost  always  defined  based  upon  their  training  and  practice 
field.  General  internists,  pediatricians,  family  physicians,  and 
often  obstetricians  and  gynecologists,  comprise  the  general- 
ist pool,  whereas  all  others  form  the  specialist  bank. 

While  methodologically  straightforward,  this  approach  has 
several  drawbacks.  Some,  or  perhaps  even  many,  specialists 
serve  as  generalists  to  a panel  of  their  patients,  creating  what 
has  been  termed  the  “hidden  system  of  primary  care.”15  While 
the  extent  of  this  “system”  may  be  small  overall  (e.g.,  in  one 
study,  medical  specialists  provided  the  majority  of  care  for 
only  7.8%  of  patients  they  saw6),  it  is  significantly  larger  for 
certain  specialties  such  as  pulmonary  medicine  and  oncology. 

In  addition,  a specialist  may  serve  better  than  a generalist 
as  the  primary  care  provider  for  some  patients.  A small  but 
growing  set  of  data  suggests  that  for  some  conditions  the 
processes  of  care  are  more  appropriate  and  the  outcomes  of 
care  are  better  when  care  is  provided  by  specialists.  This  has 
been  demonstrated,  e.g.,  in  congestive  heart  failure,  coro- 
nary artery  disease,  asthma,  and  diabetes.16'19  Nash  et  al16  re- 
ported that  after  risk  adjustment  mortality  rates  after  acute 
myocardial  infarction  were  26%  higher  for  patients  cared  for 
by  general  internists  than  by  cardiologists. 

Whether  or  not  generalists  provide  the  care  we  attribute 
to  them  may  also  be  questioned.  For  example,  costs  of  cardi- 
ologists managing  patients  with  congestive  heart  failure  may 
be  lower  than  jf  they  are  managed  by  generalists,  and  cardi- 
ologists provide  more  preventive  services  than  generalists 
aimed  at  cardiovascular  diseases.20  Stafford  and  Blumenthal20 
reported  that  the  likelihood  of  receiving  preventive  services ; 
such  as  cholesterol  testing  and  exercise  and  weight  counsel- 
ing was  65%  greater  for  cardiologists  than  for  general  inter- 
nists. While  other  studies  may  support  a different  conclu- 
sion, the  evidence  cited  here  does  require  that  we  examine 
the  premises  underlying  a universal  generalist  model  criti- 
cally rather  than  simply. 

Perhaps  we  need  a different  view  of  the  problem.  What  is 
in  short  supply  may  be  “generalist  care” — i.e.,  coordinated 
care  including  preventive  and  wellness  measures — instead 
of  “generalists.”  What  type  of  physician  provides  this  care 
does  not  matter  as  long  as  it  is  provided.  For  some,  a gener- 
alist may  be  the  most  appropriate,  providing  the  highest  qual- 
ity of  services  at  the  lowest  cost.  For  others,  including  those 
with  complex  chronic  conditions,  a specialist  may  be  the  most 
appropriate  one  to  serve  as  the  coordinator  of  all  care.  Pa- 
tients in  this  latter  category  might  include,  as  examples,  those 
receiving  cancer  chemotherapy  for  whom  an  oncologist  may  i 
be  best  equipped  to  serve  as  the  primary  or  “principle  care” 
physician,  and  for  patients  with  brittle  diabetes  mellitus,  an 
endocrinologist  may  be  the  most  appropriate  overseer  of  care. 

An  additional  complication  arises  as  more  patients  enroll 
and  are  cared  for  by  systems  of  providers  rather  than  by  a 
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single  physician.  These  systems  may  include  nurse  practitio- 
ners, clinical  pharmacists,  patient  educators,  etc.,  in  addition 
to  “the  doctor.”  In  these  systems,  the  responsibility  for  pro- 
viding ongoing  preventive  services  or,  perhaps  coordinating 
complex  services,  may  occur  in  parallel  with  (but  linked  to) 
direct  care  for  acute  and  chronic  conditions.  In  such  a sys- 
tem, it  would  be  difficult  if  not  impossible  to  assign  the  role 
of  primary  provider  to  any  one  person  or  to  any  one  spe- 
cialty. Indeed,  evidence  from  one  large  HMO  does  suggest 
that  interspecialty  differences  in  practice  patterns  are  mark- 
edly diminished  by  the  structure  and  the  culture  of  the  prac- 
tice organization.21 

In  either  case,  the  measure  of  success  would  be  whether  or 
not  the  patient  received  the  needed  and  appropriate  services, 
and  not  the  type  of  clinician  providing  them.  The  focus  then 
shifts  to  the  outcomes  of  the  health  care  delivery  system  and 
away  from  emphasis  on  its  structure  and  process. □ 
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The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for  the 
purpose  of  emphasizing  the 
issues  presented. 


Case  Report 

On  an  icy  road  in  the  early 
morning  hours  while  taking 
his  wife  to  work,  the  driver 
husband  suddenly  encoun- 
tered a line  of  cars  involved 
in  a multi-car  accident.  He 
swerved  to  avoid  the  car  in 
front  of  him,  skidded  side- 
ways and  was  struck  broad- 
side by  a following  car.  Both 
he  and  his  wife  were  brought 
to  the  nearest  hospital  emer- 
gency department  (ED)  where 
her  injuries  were  considered 
minor.  They  were  treated,  and 
she  was  discharged.  Her  hus- 
band, however  was  more  se- 
riously injured. 

His  evaluation  was  done 
initially  by  the  ED  physi- 
cian who  was  finishing  up  his 
shift,  and  completed  by  his 
relief  who  had  just  arrived  in 
the  ED.  His  complaints  were 
chiefly  of  pain  and  swelling 
of  the  right  hand,  some  epi- 
staxis,  and  contusions  about 
the  face.  The  past  medical  his- 


tory revealed  emphysema, 
but  he  denied  any  other  medical  problems.  The  examination 
revealed  some  bleeding  from  the  nose,  which  had  largely 
stopped,  and  some  swelling  and  tenderness  about  the  face. 
The  note  reveals  that  the  patient  wore  upper  and  lower  den- 
tures. The  remainder  of  the  assessment  was  unremarkable 
except  for  the  swelling,  tenderness,  and  crepitation  over  the 
dorsum  of  the  right  hand.  At  the  time  of  the  evaluation,  the 
patient  was  wearing  a Philadelphia  collar  that  had  been  put 
on  him  by  the  paramedics  at  the  scene.  The  vital  signs  were 
stable  and  the  patient  was  sent  to  the  x-ray  department  for 
studies  of  the  skull,  cervical  spine,  and  right  hand. 

He  complained  of  “feeling  faint”  and  stated,  “I’m  going 


to  pass  out.”  After  receiving  some  IV  fluids  he  seemed  to  feel 
much  better.  The  CT  scan  of  the  head  was  reported  as  nega- 
tive as  were  the  x-rays  of  the  cervical  spine.  The  hand  showed 
displaced  fractures  of  the  2nd  and  3rd  metacarpals,  and  the 
orthopedic  surgeon  on  call  was  notified.  Since  the  patient 
seemed  stable  and  the  roads  were  very  dangerous,  both  the 
ED  physician  and  the  orthopedic  consultant  agreed  that  the 
patient  would  be  admitted  to  the  outpatient  service  for  a 
short  stay,  so  that  he  could  be  more  thoroughly  evaluated 
when  getting  to  the  hospital  would  be  safer.  Later  that  same 
day,  the  orthopedic  surgeon  did  come  and  scheduled  the 
patient  for  reduction  and  pinning  of  the  fractures  the  follow- 
ing morning. 

The  record  does  not  contain  an  examination  by  the  sur- 
geon, but  the  nurse  anesthetist’s  evaluation  revealed  no  con- 
traindication to  general  anesthesia.  The  examination  did  re- 
veal a statement,  “Dentures  or  capped  teeth — edentulous.” 
Reduction  and  pinning  was  accomplished  without  incident 
under  general  anesthesia,  postoperative  assessments  were 
carried  out  appropriately,  and  the  patient  was  discharged 
from  the  recovery  room.  The  patient  complained  of  pain  in 
his  left  knee,  but  x-rays  were  negative.  The  nurse  also  re- 
moved a small  piece  of  glass  from  the  patient’s  gum  line. 
There  was  some  disagreement  as  to  whether  or  not  the  nurse 
notified  the  surgeon  about  this.  The  patient  was  then  dis- 
charged with  appropriate  instructions. 

The  patient’s  wife  stated  that  she  tried  to  contact  the  sur- 
geon on  several  occasions  because  her  husband  was  having 
difficulty  swallowing,  but  was  unsuccessful.  She  had  been 
given  instructions  at  the  time  of  discharge  as  to  how  to  con- 
tact the  doctor.  There  was  no  resolution  to  this  problem  as  far 
as  the  patient  was  concerned.  However,  as  instructed,  the 
patient  returned  to  the  surgeon’s  office  two  days  after  being 
discharged  from  the  hospital.  His  complaints  were  princi- 
pally that  he  had  some  bleeding  through  the  dressing  on  the 
hand  and  that  he  was  having  more  difficulty  swallowing.  In 
the  office  note,  the  surgeon  reported  the  changing  of  the 
dressing  and  stated, “Comorbid  conditions  include  lacera- 
tions about  the  mouth  treated  by  the  ED  physician.  The  pa- 
tient apparently  strained  his  neck,  has  some  swallowing  diffi- 
culty ...  I’d  like  to  monitor  him  for  this  and  perhaps  obtain 
appropriate  studies  if  his  symptoms  of  swallowing  difficulty 
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continue.”  During  the  next  24  hours  the  patient  developed 
some  increased  problems  breathing  and  swallowing,  and  the 
wife  was  told  by  the  surgeon’s  office  to  take  him  to  the  hos- 
pital immediately. 

He  was  admitted  to  a different  hospital  (the  surgeon’s  pri- 
mary hospital)  on  this  occasion.  He  was  nauseated,  weak, 
somnolent,  and  hallucinating.  His  shortness  of  breath  and 
dizziness  had  worsened  since  the  office  visit  of  the  day  be- 
fore. His  blood  pressure  was  90/40  mm  Hg,  he  was  dyspneic, 
and  had  a poor  urinary  output.  On  examination,  he  had  a 
firm  swelling  in  the  left  side  of  the  neck,  with  ecchymoses 
extending  inferiorly  into  the  axillary  area.  Further  x-ray  stud- 
ies revealed  retropharyngeal  air  extending  over  the  area  of 
the  neck  where  there  appears  to  be  a “radiopaque  foreign 
body  which  bridges  the  area  of  the  retropharynx  and  extends 
into  the  pharynx  itself.”  He  was  in  a state  of  septic  shock, 
which  progressed  to  multisystem  failure  requiring  aggres- 
sive antibiotic  and  fluid/electrolyte  support.  Renal  failure 
indicated  the  need  for  renal  dialysis.  During  the  severe  hy- 
potension associated  with  the  sepsis,  the  patient  developed 
severe  ischemic  gangrene  of  the  extremities,  resulting  in  the 
amputation  of  one  hand,  three  fingers  on  the  other  hand,  and 
both  legs  below  the  knee.  The  patient  survived  and  was  dis- 
charged home  after  about  three  months  in  the  hospital. 

While  in  the  hospital  during  the  two  admissions,  the  pa- 
tient was  treated  by  two  ED  physicians,  a radiologist,  an 
orthopedic  surgeon,  an  internist,  an  infectious  disease  spe- 
cialist, and  a nephrologist.  Lawsuits  for  failure  to  diagnose 
the  esophageal  tear  were  filed  against  the  orthopedic  sur- 
geon, the  anesthesiologist,  and  the  ED  physician  at  the  first 
hospital  to  which  the  patient  had  been  admitted.  Thorough 
investigation  revealed  significant  problems  for  all  the  phy- 

Isicians  sued.  A jury  trial  of  these  complaints  seemed  out  of 
the  question  due  to  the  extensive  damage  that  resulted  to  the 
patient  during  this  extremely  critical  disease  process,  and 
the  sympathy  that  would  naturally  be  present.  The  settle- 
ment for  all  physicians  combined  was  in  the  high  six  figures. 

Loss  Prevention  Comments 

IThe  details  of  the  initial  evaluation  were  very  poorly  docu- 
mented. The  issue  of  the  dentures  was  not  a part  of  the  record. 
Both  the  patient  and  his  wife  contended  that  they  had  told 
all  the  physicians  and  the  anesthetist  of  “swallowing  his 
teeth”  and  his  difficult  removal  of  them  from  deep  in  his 
throat  using  his  fingers.  Although  this  fact  was  nowhere  docu- 
mented in  anybody’s  record,  the  bleeding  from  the  mouth 
and  the  difficulty  swallowing  was  mentioned  in  multiple 
places  by  several  caregivers. 


The  first  x-ray  of  the  cervical  spine  revealed  the  retro- 
pharyngeal air,  which  was  missed  by  the  radiologist.  The 
only  physician  note  about  the  swallowing  problems  was  that 
of  the  orthopedic  surgeon,  who  on  the  visit  two  days  after 
the  initial  discharge  documented  the  complaint  and  specu- 
lated about  a follow-up  by  another  specialist.  However,  dur- 
ing the  visit  he  did  not  look  at  the  patient’s  mouth  or  throat. 
The  proof  developed  after  the  lawsuit  was  filed  indicated 
that  both  the  anesthetist  who  did  the  initial  preoperative 
evaluation  and  the  anesthesiologist  who  put  in  the  endotra- 
cheal tube  should  have  seen  the  lesion  in  the  throat.  Had  the 
surgeon  examined  the  patient’s  mouth/throat  two  days  be- 
fore his  last  admission,  he  might  well  have  seen  the  injury  in 
the  throat  and  effected  an  appropriate  intervention. 

Even  without  the  swearing  contest  of  the  patient  and  his 
wife  with  all  the  physicians  involved,  there  was  enough  ex- 
pert testimony  putting  all  of  them  outside  an  acceptable  stan- 
dard of  care.  The  radiologist  did  not  report  the  retropharyngeal 
air  that  was  subsequently  seen  on  the  initial  films.  The  ED 
physician  in  the  first  admission  note  did  not  document  any 
assessment  of  the  throat  or  mouth  as  a result  of  the  history  of 
“swallowing  his  dentures.”  The  surgeon  paid  more  attention 
to  the  swallowing  problem  that  did  anyone  else,  but  he  did 
not  look  into  his  patient’s  mouth.  All  this  in  the  face  of  the 
consistent  testimony  of  the  patient  and  his  wife  that  they 
told  the  story  of  his  swallowing  his  teeth  multiple  times  was 
extremely  weak. 

It  is  almost  a rule  in  medical  liability  litigation  that  a 
swearing  contest  between  the  physicians  and  the  injured 
patient  is  consistently  lost  by  the  doctor  in  the  absence  of 
contemporaneous  documentation  to  the  contrary. □ 
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Recent  Case  May  Spell  the  End  of  Such  Planning 

New  Dangers  of  Offshore  Trusts 

David  B.  Mandell,  JD,  MBA 


Are  you  one  of  the  Tennes- 
see physicians  who  created  an 
offshore  trust  in  recent  years? 

You  wouldn’t  be  alone — as 
thousands  of  doctors  estab- 
lished such  trusts  in  the  last 
decade  to  protect  against  out- 
landish malpractice  verdicts 
or  other  creditor  claims. 

As  an  attorney  and  author 
of  an  asset  protection  book  for 
physicians,  I have  written  nu- 
merous articles  on  the  subject 
of  proper  offshore  planning 
(including  a previous  piece  in 
this  magazine).  Nevertheless, 
this  article  has  greater  importance — as  an  examination  of  a 
recent  case  that  profoundly  affects  the  viability  of  offshore 
trusts,  and  the  financial  security  of  physicians  who  have  relied 
on  them  for  asset  protection. 

All  clients  with  offshore  trusts,  in  fact,  need  to  know  about 
a recent  federal  case  that  may  signal  the  end  of  effective  off- 
shore trust  planning.  In  fact,  according  to  that  case’s  decision, 
if  you  have  such  a trust,  you  may  want  to  seriously  consider 
extricating  your  assets  now  ...  or  possibly  face  jail  time  if  it 
is  ever  challenged  in  the  future. 

The  Anderson  Case: 

A Final  Blow  to  Offshore  Trusts 

While  a number  of  state  and  federal  cases  over  the  past  few 
years  have  chipped  away  at  the  protections  of  an  offshore  trust, 
the  most  damaging  blow  came  this  June  from  the  U.S.  Ninth 
Circuit  Court  of  Appeals,  one  level  beneath  the  U.S.  Supreme 
Court.  In  that  case  ( Federal  Trade  Commission  v.  Affordable 
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Media  LLC,  commonly  re- 
ferred to  as  the  “Anderson” 
case),  the  ideal  situation 
arose  for  testing  whether  or 
not  offshore  trust  protec- 
tions would  actually  stand 
up  in  the  U.S.  courts.  Unfor- 
tunately for  the  Andersons, 
they  did  not. 

In  that  case,  Denyse  and 
Michael  Anderson  were  suc- 
cessful telemarketers,  and 
had  created  a foreign  asset 
protection  trust  in  the  Cook 
Islands  in  July,  1995.  A cou- 
ple of  years  later,  they  were 
hired  to  do  telemarketing  for  a group  that  ultimately  turned 
out  to  be  defrauding  its  customers.  (Note  that  the  Andersons 
formed  their  offshore  trust  well  in  advance  of  any  foresee- 
able problems — just  as  trust  advocates  would  advise.) 

The  Federal  Trade  Commission  got  interested,  and  sued 
many  of  the  parties  involved.  The  FTC  sought,  and  won,  a pre- 
liminary injunction  from  a U.S.  District  Court  judge  that  re- 
quired the  Andersons  to  return  all  their  moneys  held  in  the  Cook 
Islands  trust.  The  Andersons  went  back  to  the  Judge  and  said, 
essentially,  that  they  were  sorry  they  couldn’t  comply  with  the 
court’s  order,  but  it  was  “impossible”  for  them  to  comply  be- 
cause of  the  rules  governing  the  trust.  Note  that  this  is  precisely 
the  type  of  facts  where  an  offshore  trust  is  supposed  to  protect 
assets:  an  attempted  seizure,  disputed  facts,  and  on  paper  the 
Andersons  lacked  the  ability  to  force  repatriation  of  the  assets. 

The  Judge  was  unmoved.  He  ordered  the  Andersons  jailed 
for  six  months  for  contempt  of  court.  When  the  Andersons 
appealed,  the  U.S.  Ninth  Circuit  Court  of  Appeals  upheld  the 
District  Court’s  order,  effectively  eliminating  any  protection 
the  offshore  trust  was  designed  to  muster. 

By  Christmas,  the  Andersons  had  grown  tired  of  jail,  and 
somehow  the  moneys  held  in  the  Cook  Islands  trust  were  made 
available  to  the  FTC.  The  Andersons  handed  their  passports 
to  the  Judge,  and  literally  walked  away  from  the  jail  on  Christ- 
mas Eve  with  only  loose  change  in  their  pockets. 


“An  offshore  trust  may  put  you  in  worse 
shape  than  if  you  had  nothing  at  all, 
since  not  only  will  it  no  longer  protect 
you,  but  a jury  may  find  the  mere  fact 
that  you  have  an  offshore  trust  to  be 
some  kind  of  evidence  that  you  knew  you 
were  doing  something  wrong  ” 

Jay  D.  Adkisson,  Esquire 
Publisher  of  the  Adkisson  Analysis 
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Implications  for  Physicians 

It  is  estimated  that  well  in  excess  of  10,000  U.S.  physi- 
cians have  formed  offshore  trusts  over  the  last  five  years — 
including  significant  numbers  from  Tennessee.  For  these  doc- 
tors, the  Anderson  case  is  vitally  important. 

If  such  a physician  is  ever  sued  successfully,  or  is  part  of  a 
divorce  proceeding,  the  judge  presiding  over  the  case  “can 
always  refer  to  the  Anderson  case  for  the  rule  that  offshore 
trust  assets  are  available  as  part  of  the  award  or  settlement, 
regardless  of  what  the  trust  says,”  predicts  Jay  D.  Adkisson, 
Esq.,  publisher  of  the  Adkisson  Analysis,  an  asset  protection 
newsletter.  (While  the  Anderson  case  took  place  in  a federal 
district  in  California,  it  is  the  highest  level  decision  that  judges 
can  look  to  dealing  with  the  subject  of  offshore  trust  protec- 
tions. Thus,  it  could  be  relied  on  as  precedent  by  judges  in  the 
Southeast,  including  those  here  in  Tennessee.) 

Even  more  disturbing  is  the  scenario  where  a doctor  would 
want  the  trustee  to  bring  back  the  trust  funds  to  the  United 
States.  If  the  physician  is  being  ordered  by  the  judge  to  repa- 
triate the  assets  (as  in  the  Anderson  case),  he  might  be  jailed 
for  contempt  if  the  trustee  does  not  comply.  If  the  trustee  re- 
fuses to  send  back  the  funds  because  of  the  trust’s  rules,  the 
physician  could  conceivably  have  to  go  to  jail  while  he  fights 
with  the  offshore  trustee  to  bring  the  funds  back. 

While  this  may  seem  unlikely,  most  offshore  trusts,  in  fact, 
have  a “duress  clause,”  which  would  prevent  the  trustee  from 
releasing  funds  when  the  client  is  under  “duress,”  as  under  a 
court  order  or  in  a lawsuit.  This  is  what  happened  to  the 
Andersons,  and  they  spent  real  time  in  jail.  “An  offshore  trust 
may  put  you  in  worse  shape  than  if  you  had  nothing  at  all,” 
Adkisson  opines,  “since  not  only  will  it  no  longer  protect  you, 
but  a jury  may  find  the  mere  fact  that  you  have  an  offshore 
trust  to  be  some  kind  of  evidence  that  you  knew  you  were 
doing  something  wrong.” 

Even  more  severe  is  a new  crime  bill  pending  in  Congress 
(S.899),  which  would  essentially  criminalize  the  use  of  off- 
shore trusts,  by  deeming  the  failure  of  a trust  creator  to  heed  a 
court’s  order  to  return  assets  to  be  “obstruction  of  justice” — 
thus  resulting  in  a felony  conviction  and  possibly  a lengthy 
prison  sentence  as  well. 

Suitable  Alternatives 

While  the  offshore  trusts  are  losing  their  favor  among  off- 
shore experts  for  all  of  the  above  reasons,  other  options  are 
available.  The  key  is  that  the  entity  and  transaction  have  a 
real  economic  justification.  The  Anderson  court  had  a very 
difficult  time  believing  that  a couple  would  rationally  trans- 
fer most  of  their  net  worth  to  an  offshore  trust  and  give  up  all 
control,  as  is  typically  “required”  by  offshore  trust  documents. 
Very  simply,  this  type  of  strategy  will  often  not  pass  a judge’s 
or  jury’s  test  of  “reasonableness.” 


Adkisson  and  others  suggest  alternative  structures  where 
transfers  are  “for  value,”  rather  than  gifts  to  a trust  and  where 
protections  are  found  in  statutes  very  similar  to  U.S.  statutes, 
as  opposed  to  common  law  trust  rules.  “You  want  something 
that  makes  sense  to  a jury,”  says  Adkisson.  Also,  under  the 
right  circumstances,  captive  insurance  companies  can  be  used 
effectively  offshore  to  protect  against  real  economic  risks, 
from  malpractice  to  employee  claims. 

A prominent  member  of  the  American  Bar  Association 
section  on  asset  protection  recently  was  quoted  as  saying  those 
with  offshore  trusts  who  are  challenged  “can  always  expatri- 
ate” (flee  the  country).  This  is,  however,  not  a real  option  for 
most  physicians,  whose  earning  potential  will  be  much  less 
outside  of  the  United  States. 

For  the  great  majority  of  physicians  with  offshore  trusts, 
it  would  be  better  to  re-examine  their  trust  structures,  with 
the  aid  of  attorneys  specializing  in  “offshore  remediation,” 
and  to  create  other  entities  that  are  more  likely  to  stand  up 
under  scrutiny  of  both  judges  and  juries.  With  the  new  case 
law  established,  the  vast  majority  of  existing  offshore  trusts 
are  just  too  risky  to  maintain. □ 
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Introduction 

In  the  past  decade,  liver  transplantation  has  become  the 
treatment  of  choice  for  end-stage  liver  disease.  Several  thou- 
sand liver  transplants  have  been  performed  worldwide,  with 
one-year  patient  and  graft  survival  rates  of  82%  and  68%, 
respectively.1  As  a consequence  of  the  highly  successful  ap- 
plication of  liver  transplantation,  indications  have  expanded 
considerably,  resulting  in  increasing  numbers  of  patients 
awaiting  transplantation.  Between  the  years  of  1 988  and  1997 
the  number  of  new  registrations  to  the  United  Network  of 
Organ  Sharing  (UNOS)  liver  waiting  list  increased  by  1 500%. 
During  the  same  period,  the  number  of  transplants  performed 
increased  by  only  230%,  and  the  number  of  deaths  on  the 
waiting  list  increased  570%.  Unfortunately,  the  availability 
of  cadaveric  donor  organs  has  limited  the  number  of  patients 
that  can  receive  transplants.  Currently,  over  10%  of  candi- 
dates awaiting  liver  transplantation  die  before  an  organ  be- 
comes available.2 

As  a result,  over  12,000  patients  currently  are  awaiting 
liver  transplantation.  The  scarcity  of  suitable  organs  has  led 
to  an  increase  in  the  number  of  waiting  list  deaths.  For  many, 
transplantation  becomes  a reality  only  after  many  years  of 
waiting,  while  they  become  progressively  debilitated.  These 
factors  inevitably  result  in  a poorer  chance  of  success,  with 
higher  morbidity,  mortality,  and  costs. 

In  the  pediatric  population,  end-stage  liver  disease  affects 
50%  of  children  before  2 years  of  age.3  4 In  this  age  group  the 
effects  of  limited  donor  availability,  particularly  for  small 
children,  has  had  devastating  consequences.  During  the  past 
decade  several  innovative  surgical  techniques  have  been 
adopted  to  provide  organs  of  suitable  size  for  pediatric  pa- 
tients that  require  liver  transplantation.  These  techniques  in- 
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elude  reduced-size  liver  transplantation,  in  which  a portion 
of  an  adult  cadaveric  liver  is  removed  while  the  remaining 
liver  tissue  is  discarded;  living  related  liver  transplantation,  in 
which  an  adult,  usually  a parent,  donates  a part  of  the  liver  to  a 
child;  and  split-liver  transplantation,  in  which  an  adult  cadav- 
eric liver  is  divided  into  two  organs  of  unequal  size.  Split- 
liver  transplantation  allows  both  an  adult  and  a child  to  have 
transplants  simultaneously.  These  innovative  techniques  have 
resulted  not  only  in  a significant  reduction  in  waiting  time, 
but  also  in  the  pediatric  waiting  list  mortality  rate  (from  40% 
to  less  than  5%).5  These  factors  in  turn  have  resulted  in  an 
improvement  in  both  patient  and  graft  survival  (five-year  pa- 
tient and  graft  survival  rates  are  78%  and  60%  respectively).6 

This  article  describes  the  technique  and  application  of  in- 
situ  split-liver  transplantation.  Split-liver  transplantation  is  a 
technically  demanding  procedure,  but  it  has  the  distinct  ad- 
vantage over  reduced-size  liver  transplantation  of  using  the 
whole  liver  to  transplant  into  two  patients.  In  addition,  it 
avoids  the  potential  morbidity  and  mortality  to  the  donor  of 
living-related  liver  transplantation. 

We  describe  a case  of  in-situ  split-liver  transplantation  in 
which  a cadaveric  liver  was  split  in-situ  to  provide  organs 
simultaneously  for  both  an  adult  and  child  recipient. 

Case  Presentation 

A 6-kg,  7-month-old  child  diagnosed  one  month  earlier 
with  end-stage  liver  disease  secondary  to  biliary  atresia  had 
respiratory  failure  due  to  massive  ascites.  The  infant  was  in- 
tubated and  placed  in  the  intensive  care  unit  awaiting  emer- 
gency transplantation  (UNOS  status  1).  During  this  time  the 
father  volunteered  to  donate  part  of  his  liver  to  the  child,  but 
his  liver  was  found  to  be  anatomically  unsuitable  because  of 
an  unusually  small  left  lateral  segment.  Ten  days  following 
intubation  an  adult  cadaveric  organ  became  available.  We 
had  previously  decided  to  perform  a split-liver  transplant  on 
any  suitable  adult  liver  that  was  offered  to  the  child.  In  this 
situation  the  child  would  receive  the  left  lateral  segment  of 
the  liver  allograft  (Couinard  segments  2 & 3)  while  the  re- 
mainder of  the  liver  (Couinard  segments  1 & 4-8)  would  be 
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transplanted  into  an  adult.  The  adult  recipient,  a 60-kg,  57- 
year-old  white  woman  diagnosed  with  cryptogenic  cirrhosis 
was  listed  as  a UNOS  status  3 candidate.  This  patient  had 
previously  consented  to  receive  a split-liver  transplant  after 
the  risks  and  benefits  of  the  procedure  were  explained  to  her. 

Donor  Operative  Procedure 

The  donor,  a 39-year-old  white  woman  who  died  from  an 
intracranial  hemorrhage,  met  our  institutional  criteria  for  pro- 
viding an  organ  suitable  for  split-liver  transplantation.  These 
criteria  included  hemodynamic  stability,  normal  or  near  nor- 
mal liver  function,  and  negative  viral  serology.  Evaluation 
of  the  donor  did  not  require  any  special  additional  invasive 
or  noninvasive  tests.  The  donor  hospital  and  other  transplant 
teams  were  notified  as  soon  as  possible  of  the  decision  to 
split  the  liver  in  situ. 

The  procurement  operation  began  with  an  exploratory  lap- 
arotomy through  a midline  incision  with  additional  exposure 
provided  by  a median  sternotomy.  The  liver  was  inspected 
for  size  suitability,  gross  parenchymal  abnormalities,  and 
arterial  anomalies  that  would  preclude  splitting.  Having  con- 
cluded that  the  liver  was  indeed  suitable  for  splitting,  an 
intraoperative  cholangiogram  was  performed  through  the 
common  bile  duct  to  assess  the  biliary  anatomy  and  site  of 
transection  of  the  left  hepatic  duct.  The  vascular  structures  to 
the  left  lateral  segment  (left  hepatic  artery,  left  portal  vein, 
and  left  bile  duct)  were  then  dissected  out  and  preserved. 


Figure  1.  Schematic  representation  of  in-situ  liver-splitting.  The  liver  is 
split  between  segment  4 and  segments  2 and  3 after  isolation  of  the  left 
hepatic  artery,  left  portal  vein,  and  left  hepatic  vein  in  the  heart-beating 
cadaver.  The  left  hepatic  duct  is  divided  by  sharp  dissection  before  the 
liver  is  flushed  with  University  of  Wisconsin  solution  (BD,  biliary  duct;  HA, 
hepatic  artery;  IVC,  inferior  vena  cava;  PV,  portal  vein). 


The  first  vascular  structure  identified  was  the  left  hepatic 
artery.  Care  was  taken  to  preserve  major  branches  to  seg- 
ment 4.  Subsequently,  isolation  of  the  left  portal  vein,  and  li- 
gation and  division  of  all  of  the  branches  entering  the  caudate 
lobe  (Couinard  segment  1)  was  performed.  The  portal  vein 
branches  to  segment  4 of  the  liver  were  ligated  and  divided 
to  the  right  of  the  umbilical  fissure.  The  left  hepatic  vein  was 
then  dissected  and  encircled  with  umbilical  tape. 

Transection  of  the  liver  parenchyma  was  performed  1 cm 
to  the  right  of  the  falciform  ligament,  using  a combination  of 
the  argon  beam  coagulator  (Conmed,  Utica,  NY)  and  the 
CUSA  ultrasonic  dissector  (Valleylab,  Boulder  CO).  This 
resulted  in  two  functionally  independent  liver  grafts,  each 
with  its  own  arterial  supply,  venous  outflow,  and  biliary  drain- 
age (Fig.  1 ).  The  adult  portion  comprised  Couinard  segments 
1 and  4-8,  while  that  to  be  used  in  the  pediatric  patient  com- 
prised Couinard  segments  2 and  3 (Fig.  2). 

After  completion  of  the  remainder  of  the  procurement 
procedure,  which  included  the  procurement  of  a pancreas 
and  both  kidneys,  the  liver  was  perfused  in  situ  with  2 to  3 L 
of  University  of  Wisconsin  solution.  The  organs,  including 
each  partial  liver  graft,  were  removed  separately.  The  addi- 
tional time  incurred  for  the  dissection  of  two  liver  grafts  was 
45  minutes.  No  blood  was  transfused  to  the  donor. 


eff 


Figure  2.  Schematic  representation  of  the  implantation  of  the  left  lateral 
segment  liver  allograft.  The  patient’s  vena  cava  is  left  intact.  The  donor 
left  hepatic  vein  is  sutured  to  the  confluence  of  the  recipient  middle  and 
left  hepatic  veins  after  the  right  hepatic  vein  is  oversewn.  The  donor  left 
portal  vein  is  sutured  to  the  recipient  portal  vein,  and  the  donor  left  he- 
patic artery  is  anastomosed  to  the  recipient  common  hepatic  artery  by 
microvascular  technique  without  extension  grafts.  The  biliary  tract  is  re- 
constructed via  a Roux-en-Y  hepaticojejunostomy.  The  donor  and  recipi- 
ent falciform  ligaments  are  reapproximated  to  prevent  torsion  of  the  liver 
allograft  (A,  aorta;  CA,  celiac  axis;  IVC,  inferior  vena  cava;  PHA,  proper 
hepatic  artery;  PV,  portal  vein;  SA,  splenic  artery). 
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Implantation 

Implantation  of  both  organs  simultaneously  required  two 
fully  staffed  operating  rooms  and  two  transplant  surgery  teams 
each  consisting  of  two  transplant  surgeons,  assistants,  and 
anesthesia  staff. 

After  procurement,  the  adult  portion  of  the  liver  allograft 
was  prepared  on  the  back  table  in  a manner  identical  to  that 
for  a whole  organ.  This  graft  included  the  full  length  of  the 
celiac  axis,  portal  vein,  bile  duct  and  vena  cava.  The  middle 
and  right  hepatic  veins  provided  venous  outflow.  Following 
a standard  hepatectomy  in  the  adult  recipient,  the  right  graft 
was  implanted  in  a fashion  identical  to  that  performed  for 
whole  organ  transplantation.  No  bleeding  was  noted  from 
the  cut  surface  of  the  graft  following  reperfusion.  After  por- 
tal reperfusion,  segment  4 appeared  somewhat  dusky,  but 
regained  normal  color  and  perfusion  after  restoration  of  arte- 
rial flow.  Biliary  reconstruction  was  performed  using  a cho- 
ledochocholedochostomy  over  a t-tube.  The  cold  ischemia 
time  for  the  adult  graft  was  8 hours. 

The  implantation  of  the  pediatric  portion  of  the  liver  al- 
lograft (left  lateral  segment)  was  identical  to  that  performed 
in  living-related  liver  transplantation.  No  vascular  conduits 
were  used.  The  donor  left  hepatic  vein  draining  the  left  lat- 
eral segment  was  anastomosed  to  the  confluence  of  the 
recipient’s  hepatic  veins.  The  left  portal  vein  was  anastomosed 
to  the  recipient’s  main  portal  vein  and  the  arterial  flow  was 
restored  by  an  anastomosis  between  the  left  hepatic  artery  of 
the  graft  and  the  common  hepatic  artery  of  the  recipient.  This 
anastomosis  was  performed  using  8-0  prolene  under  3.5-loupe 
magnification.  Finally,  biliary  continuity  was  accomplished 
with  a Roux-en-y  anastomosis  to  the  left  hepatic  duct  of  the 
graft.  The  cold  ischemia  time  for  the  pediatric  graft  was  6 
hours  and  35  minutes. 

Perioperative  Course 

No  technical  complications  were  encountered  during  ei- 
ther procedure.  Immediate  function  of  both  grafts  was  ob- 
served as  demonstrated  by  a rapid  return  of  synthesis  func- 
tion, bile  production,  hemodynamic  stability,  and  clearance 
of  anesthetic  agents.  On  postoperative  day  7 both  recipi- 
ents experienced  small  bile  leaks  from  the  raw  cut  surfaces 
of  their  respective  allografts  and  required  re-operation  with 
suture  of  the  responsible  leaking  ducts  at  the  cut  surface. 
Neither  patient  experienced  bleeding  from  the  cut  surface 
of  their  grafts.  Both  recipients  were  discharged  without  fur- 
ther complication  and  have  normal  liver  function  six  months 
postoperatively. 

Discussion 

The  need  for  innovative  techniques  in  pediatric  liver  trans- 
plantation stems  from  the  epidemiologic  dichotomy  between 
pediatric  liver  disease  and  pediatric  organ  donation.  Fifty 


percent  of  deaths  in  children  with  liver  disease  occur  before 
the  age  of  1 year,  an  age  at  which  few  children  are  suitable 
pediatric  donors.  In  the  past,  this  disparity  between  organ 
demand  and  supply  resulted  in  a 30%  to  40%  mortality  rate 
in  patients  awaiting  transplantation.347  The  introduction  of 
innovative  surgical  techniques  such  as  reduced  size  liver  trans- 
plantation, living  related  liver  transplantation,  and  split-liver 
transplantation,  have  helped  overcome  the  organ  shortage 
for  small  children  by  providing  organs  of  appropriate  size  in 
a timely  fashion,  resulting  in  a reduction  of  waiting  list  deaths 
to  less  than  5%. 

Split-liver  transplantation  was  first  described  by 
Pichlmayr  et  al8  in  1988.  This  was  closely  followed  by  a re- 
port of  two  patients  with  fulminant  hepatic  failure  by  Bis- 
muth9 a year  later.  The  first  structured  split-liver  transplant 
program  began  in  Chicago,  where  Emond  et  al10  reported 
their  experience  with  nine  cases  of  split-liver  transplanta- 
tion. These  initial  reports  described  a high  incidence  of  post- 
operative complications,  and  included  bleeding  from  the  cut 
surface,  biliary  leaks,  and  necrosis  of  segment.4  It  should  be 
noted,  however,  that  most  of  these  patients  were  high  ur- 
gency candidates  with  multiple  organ  failure  at  the  time  of 
transplantation. 

These  initial  reports  were  followed  by  technical  refine- 
ments in  the  procedure  and  better  patient  selection,  both  of 
which  have  resulted  in  a significant  improvement  in  both  graft 
and  patient  survival  rates  and  a dramatic  reduction  in  post- 
operative complications.  These  technical  refinements  have 
included  in-situ  splitting  of  the  cadaveric  liver,  which  allows 
better  hemostasis  and  reduces  the  cold  ischemic  time  to  which 
the  liver  is  exposed.  Goss  et  al“  recently  reported  the  results 
of  15  cases  of  in-situ  split-liver  transplantation  that  resulted 
in  28  liver  transplants.  In  their  report,  the  one-year  actuarial 
patient  and  graft  survival  rates  were  92%  and  86%,  respec- 
tively. No  patient  developed  a biliary  stricture,  required  re- 
exploration, or  sustained  vascular  thrombosis. 

Questions  pertaining  to  the  minimum  amount  of  liver  vol- 
ume required  to  sustain  life  have  been  studied  in  both  animal 
models  and  clinically.  An  obvious  concern  for  the  adult  re- 
cipient is  the  graft  size  disparity  between  that  of  the  graft  vol- 
ume and  the  predicted  standard  liver  volume  for  the  recipient. 
Yanaga  et  al12  studied  a porcine  model  of  partial  hepatic  graft- 
ing. In  their  study  they  divided  animals  into  three  groups  and 
performed  partial  liver  autotransplants.  Their  results  demon- 
strated that  a critical  volume  of  at  least  30%  was  needed  to 
prevent  primary  graft  non-function.  Amiri  et  al  from  the 
University  of  Tennessee  confirmed  these  findings  in  a ca- 
nine transplant  model  in  which  segmental  liver  transplants 
were  performed  in  dogs.  Allograft  survival  was  possible  with 
donor  liver  segment  to  recipient  liver  mass  ratios  as  low  as 
32%.  In  addition,  significant  regeneration  was  noted  in  the 
liver  segments  of  up  to  170%  (unpublished  observations). 
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Several  clinical  studies  have  been  published  regarding  the 
minimum  volume  of  liver  tissue  required  for  sustaining  life. 
Based  on  the  experience  gained  from  Kawasaki  et  al13  in  liv- 
ing donor  liver  transplantation,  a graft  volume/recipient  cal- 
culated volume  of  at  least  30%  would  be  necessary  to  pro- 
vide adequate  liver  function  in  the  recipient.  These  results 
were  confirmed  by  Lo  et  al14  in  which  the  graft  volume/re- 
cipient calculated  volume  was  <30%.  Though  the  benefit  of 
preoperative  calculations  cannot  be  performed  in  a cadaver 
donor,  removal  of  the  left  lateral  segment  from  an  adult  do- 
nor should  remove  less  than  20%  of  the  total  liver  volume. 
This  would  leave  80%  for  transplantation  into  a similar  or 
smaller  adult. 

Our  first  case  of  an  in-situ  split-liver  transplantation  re- 
sulted in  two  functioning  grafts  with  minimal  patient  mor- 
bidity. Despite  the  requirement  for  significant  manpower  and 
time,  we  believe  that  the  benefit  of  transplanting  two  patients 
with  one  liver  is  justified. □ 
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Hereditary  Hemochromatosis: 

Diagnosis  and  Treatment  in  Primary  Care 

M.  Allison  DeHart,  RNC,  MSN,  FNP 


Introduction 

Minor  elevations  of  serum 
transaminase  values  are  often 
seen  by  primary  caregivers 
and  can  be  difficult  to  inter- 
pret. They  can  indicate  the 
presence  of  some  serious  un- 
derlying diseases,  including 
excess  alcohol  intake,  fatty 
liver  as  a complication  of 
obesity  or  diabetes,  asymp- 
tomatic hepatitis,  particularly 
hepatitis  C,  and,  as  seen  in 
this  report,  hereditary  hemo- 
chromatosis (HHC). 

Case  Report 

A 60-year-old  white  wo- 
man came  to  the  clinic  with  a 
diagnosis  of  HCC.  When  do- 
nating blood  ten  years  previ- 
ously she  was  told  that  her  liver  enzymes  were  abnormal.  At 
that  time  her  only  complaint  was  joint  pain,  primarily  in  her 
shoulders,  hands,  and  hips.  Further  blood  testing  showed  her 
ferritin  level  to  be  400  |xg/ml,  and  the  diagnosis  of  HHC  was 
confirmed  by  liver  biopsy.  She  was  informed  that  her  persis- 
tent joint  pain  was  due  to  the  HHC,  and  bilateral  hip  replace- 
ments subsequently  became  necessary.  Since  that  time,  her 
severe  joint  pain  has  persisted,  but  without  other  complica- 
tions of  HHC. 

Treatment  with  phlebotomy  was  begun  and  continues 
today  with  the  goal  to  maintain  a PCV  of  34%  to  36%,  and 
a serum  ferritin  level  of  less  than  50  |xg/ml.  She  maintains  a 
healthy  active  lifestyle,  with  joint  pain  being  her  only  dis- 
ease symptom  at  present.  None  of  her  children  have  been 
found  to  be  homozygous  for  HHC. 

From  the  School  of  Nursing,  Vanderbilt  University,  Nashville. 

Reprint  requests  to  455 1 Tanglewood Drive,  Pegram,  TN 37143 
(Ms.  DeHart). 


Discussion 

This  case  has  importance 
for  primary  care  providers  for 
two  reasons.  First,  follow-up 
of  minor  asymptomatic  se- 
rum transaminase  elevations 
led  to  the  diagnosis  of  this 
serious  and  potentially  fatal 
genetic  illness.  Second,  though 
the  symptoms  of  osteoarthri- 
tis are  a common  complaint 
in  primary  care,  involvement 
of  both  non-weight-bearing 
and  weight-bearing  joints  is 
not  the  usual  pattern  in  os- 
teoarthritis, and  this  could 
have  provided  another  clue 
to  this  diagnosis.  It  is  hoped 
that  the  report  of  this  case 
may  alert  others  to  the  pos- 
sibility of  this  often  asymp- 
tomatic and  potentially  fatal  heritable  illness. 

Prevalence.  HHC  is  considered  one  of  the  most  common 
inherited  genetic  disorders  in  the  Caucasian  population.1  The 
homozygote  occurs  in  an  estimated  0.25%,  and  the  heterozy- 
gous trait  in  as  many  as  7%  to  1 0%,  of  people  of  European 
descent.2'4 

Etiology.  HHC  is  a condition  in  which  iron  overload  in 
organs  and  tissues  of  the  body  results  in  multiple  pathologic 
consequences.  Although  the  process  is  not  completely  un- 
derstood, the  pathogenesis  is  thought  to  be  increased  absorp- 
tion of  iron  from  the  intestine.2  5 This  defect  is  inherited  as  an 
autosomal  recessive,  i.e.,  in  almost  all  cases  only  in  homozy- 
gotes.16  If,  however,  there  is  increased  iron  absorption  from 
some  unrelated  cause  such  as  chronic  hemolysis,  the  iron 
overload  may  occur  in  heterozygotes.  Onset  of  most  symp- 
toms is  determined  by  the  amount  of  iron  in  the  body. 17  Thus, 
in  patients  diagnosed  on  the  basis  of  symptoms  rather  than 
screening,  the  mean  age  at  presentation  is  50  years.4 

Symptoms.  Arthropathy  may  be  the  presenting  complaint 


ABSTRACT 

Hereditary  hemochromatosis  (HHC)  is  one  of  the  most  common 
inherited  disorders  in  the  Caucasian  population.  Diagnosis  usu- 
ally made  after  an  elevation  in  ferritin  and  serum  transferrin 
saturation  is  noted,  often  accompanied  by  asymptomatic  hepato 
megaly.  Diagnosis  is  confirmed  by  genetic  testing  or  liver  biopsy. 
Damage  to  organs  is  due  to  excessive  intestinal  iron,  which  is 
transported  to  and  then  deposited  in  the  liver  parenchyma,  and 
the  heart,  skin,  and  endocrine  organs,  causing  skin  pigmenta- 
tion, development  of  cirrhosis  and  hepatic  carcinoma,  diabetes 
and  endocrine  failure,  and  heart  failure.  Bony  changes  can  be 
manifested  by  arthritis,  often  in  non-weight-bearing  joints.  The 
treatment  of  HHC  is  phlebotomy,  which  depletes  iron  stores. 
When  diagnosis  is  made  before  organ  damage  occurs,  treat- 
ment can  prevent  manifestations  of  the  disease.  Skin  pigmenta- 
tion and  some  cardiac  damage  may  reverse  on  depletion  of  iron 
stores,  but  liver  and  endocrine  damage  is  rarely  reversible.  Ar- 
thropathy is  also  not  reversible,  and  often  continues  to  progress 
even  with  effective  treatment.  When  hemochromatosis  is  diag- 
nosed, all  first  degree  relatives  of  the  patient  should  undergo 
genetic  testing.  With  early  detection  and  treatment  this  can  be  a 
manageable  chronic  disease.  If  undetected,  it  is  potentially  fatal. 
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for  many  patients,  occurring  in  as  many  as  57%  of  symptom- 
atic patients.4  8 The  arthritis  of  HHC  is  due  to  deposits  of  cal- 
cium pyrophosphate  in  the  joints,  subchondral  cysts,  or 
osteopenia.4  This  may  be  suggested  by  the  finding  on  x-ray 
of  cartilage  calcification  in  the  knees  or  hands,  or  elsewhere.9 
Joint  involvement  tends  to  be  symmetrical  but  may  be  unilat- 
eral.4 The  hips,  shoulders,  knees,  wrists,  and  the  metacar- 
pophalangeal and  the  distal  and  proximal  interphalangeal 
joints  of  the  hands  are  often  involved,  along  with  bony  en- 
largement and  soft  tissue  swelling.10  Osteoarthritis  in  the 
metacarpophalangeal  joints,  especially  in  relatively  young 
individuals,  should  be  regarded  as  highly  suggestive.11  Ar- 
thritic symptoms  in  large  non-weight-bearing  joints  such  as 
the  shoulder  are  also  especially  suggestive  of  HHC.  Other 
unusual  and  therefore  suggestive  sites  are  the  elbow,  and  the 
ankle  (in  the  absence  of  trauma). 10  The  occurrence  of  osteoar- 
thritis in  unusual  sites  and  at  younger  age  than  expected  should 
initiate  an  evaluation  for  HHC.  Arthropathy  is  the  only  mani- 
festation that  is  not  directly  related  to  deposition  of  iron  in 
tissues,  and  therefore  does  not  usually  respond  when  iron 
stores  are  depleted  by  treatment.91213 

The  liver  is  the  most  frequently  affected  organ  in  HHC.4'514 
Deposits  of  iron,  in  the  form  of  ferritin  and  hemosiderin,  lead 
to  functional  abnormalities,  fibrosis,  and  eventually  cirrho- 
sis.5 Hepatic  cancer  may  finally  result.2,6  Although  cirrhosis 
is  the  most  frequent  clinical  manifestation  leading  to  the 
diagnosis  of  HHC,  a recent  study  showed  that  when  diagno- 
sis was  established  by  screening  tests,  only  3%  to  8%  of 
patients  were  found  to  have  hepatic  abnormalities.15  If  cir- 
rhosis was  present  at  the  time  of  diagnosis,  risk  of  hepatic 
carcinoma  was  almost  30%. 4,6,11  Thus  diagnosis  on  the  basis 
of  screening  rather  than  symptoms  has  the  potential  to  pre- 
vent this  serious  and  often  fatal  liver  complication.6  Treat- 
ment results  in  improved  liver  function  tests  and  a reduction 
in  the  hepatomegaly,  but  not  in  the  cirrhosis  and  subsequent 
hepatic  cancer.13 

Diabetes  is  seen  most  frequently  in  patients  who  also  have 
cirrhosis.  By  the  time  cirrhosis  has  developed,  up  to  79%  of 
patients  will  have  developed  diabetes.4  Both  insulin  resistance 
and  impaired  insulin  secretion  may  be  observed.  Though  the 
mechanism  of  insulin  resistance  is  not  clear,  iron  deposition 
in  the  islet  cells,  epithelium,  and  interstitium  of  the  pancreas 
is  responsible  for  decreased  insulin  production.4,7,11,12  Risk  for 
development  of  this  complication  is  increased  if  there  is  al- 
ready a family  history  of  diabetes.5  Once  islet  cell  injury  had 
occurred,  removal  of  excess  iron  stores  will  not  usually  re- 
verse the  process,  although  it  is  claimed  that  treatment  early 
in  the  course  of  the  disease  may  be  of  some  benefit  in  revers- 
ing the  symptoms  of  diabetes.6,7,13 

Skin  pigmentation  occurs  frequently  with  HHC,  account- 
ing for  HHC’s  old  name,  bronze  diabetes.  The  skin  may  turn 
either  a bronze  color  due  to  the  melanin  in  the  tissue  or  a 


slate  gray  due  the  direct  deposition  of  iron  in  the  sweat  glands 
and  basal  layer  of  the  epidermis.4,11  If  iron  overload  is  sig- 
nificant, there  may  be  small  pigment-free  areas  over  a con- 
spicuous gray  discoloration.5  The  onset  is  insidious,  and  may 
involve  conjunctivae,  lid  margins,  and  buccal  mucosa.4  In 
studies  of  patients  diagnosed  by  symptom  from  the  1950s  to 
1980s,  43%  to  69%  had  skin  pigmentary  changes.  In  patients 
where  diagnosis  was  made  primarily  by  laboratory  examina- 
tion, only  2%  to  9%  had  the  skin  pigment  changes.15  The  pig- 
mentation usually  disappears  after  depletion  of  iron  stores.5,13 

Gonadal  insufficiency  and  other  endocrine  disorders  may 
also  be  present.  Women  have  gonadal  dysfunction  less  fre- 
quently than  men.11  Hypothyroidism,  hypoparathyroidism, 
adrenal  insufficiency,  testicular  failure,  and  impotence  have 
been  attributed  to  HHC.5  Loss  of  libido  is  also  a common 
complaint.  Amenorrhea,  abnormalities  in  FSH  and  LH,  and 
decrease  in  gonadotrophin  releasing  hormone  may  also  be 
seen.4,6,11  Early  symptoms  are  caused  by  hypothalamic  dys- 
function, while  later  symptoms  are  secondary  to  pituitary 
failure  caused  by  iron  deposition  in  gonadotropic  cells.7,8 
Hypogonadism  does  not  usually  reverse  after  treatment,  and 
other  endocrine  complications  have  a poor  prognosis  for  reso- 
lution as  well.2,5-,13 

Cardiac  disease  is  directly  related  to  deposition  of  iron  in 
the  myocardium,  resulting  most  commonly  in  cardiomyopa- 
thy with  heart  failure.4  In  the  younger  patient,  cardiomyopa- 
thy or  other  cardiac  manifestations  may  be  the  presenting 
symptom.  The  left  ventricular  wall  may  thicken,  resulting  in 
reduced  left  ventricular  compliance  and  atrial  and  ventricu- 
lar tachycardias,  ventricular  ectopy,  and  atrial  dilation.4,5 
Later,  ventricular  dilation  and  reduction  in  ejection  fraction 
occur.  If  untreated,  10%  to  15%  of  patients  with  HHC  will 
develop  heart  failure  or  dysrhythmia.5  With  depletion  of  iron, 
the  cardiac  status  may  improve.12,13 

Diagnosis.  Due  to  the  nonspecific  and  wide  range  of  the 
above  symptoms,  diagnosis  of  HHC  is  often  delayed.  Abnor- 
mal liver  enzymes  or  values  suggesting  iron  overload  are  the 
most  common  abnormalities  that  initiate  an  evaluation.4,5  Pre- 
senting symptoms  depend  largely  on  age  at  diagnosis,  and 
even  then  vary  widely.  Slightly  elevated  serum  transaminase, 
with  or  without  hepatomegaly,  should  trigger  further  investi- 
gation.4 If  these  are  suspicious,  a transferrin  saturation  and 
serum  ferritin  should  be  obtained.2 

Most  transferrin  saturations  in  HHC  will  be  greater  than 
70%,  but  any  level  above  50%  should  be  investigated.4  This 
is  especially  true  in  women,  who  have  lower  iron  stores  as  a 
result  of  monthly  blood  loss  and  transfer  of  iron  to  the  fetus 
in  pregnancy.1,4  In  90%  of  HHC  patients  the  transferrin  satu- 
ration level  will  be  greater  than  60%. 2 

The  serum  ferritin  level  also  correlates  with  the  size  of 
iron  stores  in  the  body,  but  is  not  as  sensitive  as  transferrin 
saturation.7  Ninety  percent  of  HHC  patients  show  a greatly 
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elevated  ferritin,  in  the  range  of  250  to  6,000  |xg/ml.2-4  A 
combination  of  transferrin  saturation  greater  than  50%  and 
an  elevated  ferritin  is  94%  accurate  for  the  diagnosis  of  HHC 
in  the  absence  of  other  inflammatory  or  neoplastic  disease.2 
As  an  acute  phase  reactant,  ferritin  may  be  elevated  by  any 
acute  inflammation.  It  is  also  useful  to  note  that  when  ferritin 
and  serum  transferrin  levels  are  normal,  it  is  97%  sensitive 
that  HHC  is  not  present.2  4-6 

The  diagnosis  of  HHC  is  confirmed  by  finding  increased 
hepatic  iron  on  liver  biopsy.16  Although  most  people  with  in- 
creased stainable  iron  in  the  liver  parenchyma  have  HHC, 
alcoholic  liver  disease  may  sometimes  cause  strongly  posi- 
tive liver  iron  staining.6-7  Quantitative  liver  iron  adjusted  for 
age,  the  hepatic  iron  index,  can  reliably  exclude  such  pa- 
tients, and  has  become  the  standard  for  diagnosis  of  HHC.17 
Although  CT  scan  and  MR1  have  been  suggested  as  a non- 
invasive  means  of  diagnosis,  the  information  obtained  in  this 
manner  is  not  diagnostically  conclusive.7-11 

Recent  advances  support  the  use  of  genetic  testing  to  help 
diagnose  HHC  in  whites.11  While  not  practical  for  screening 
the  general  population,  genetic  studies  are  appropriate  in  all 
first  degree  relatives  of  patient’s  with  HHC  or  in  cases  where 
the  diagnosis  is  suspected  but  not  certain.  The  recent  dis- 
covery of  the  mutation  Cys282Tyr  in  the  hemochromatosis 
gene  allows  testing  specifically  for  HHC.3-18  This  mutation, 
which  is  rare  in  individuals  of  Asian  and  African  extraction, 
has  shown  a highly  reliable  correlation  to  HHC  in  whites, 
identifying  not  all,  but  most  people  with  the  disease. l8  l9Both 
homozygotes  (people  with  or  likely  to  develop  clinical  dis- 
ease) and  heterozygotes  (carriers)  can  be  detected  reliably, 
and  in  some  instances  liver  biopsy  can  be  avoided. 

Treatment.  The  mainstay  of  treatment  for  HHC  is  phle- 
botomy. Initially  500  ml  of  blood,  equal  to  approximately 
250  mg  of  iron,  is  removed  from  the  patient  one  to  two  times 
per  week.1-2-5-11  The  patient  may  become  slightly  anemic,  and 
phlebotomy  frequently  is  adjusted  to  keep  the  PCV  in  a range 
of  32%  to  35%.2  The  blood  loss  stimulates  erythropoiesis, 
causing  depletion  of  iron  stores  as  the  iron  is  mobilized  to 
meet  the  requirement  for  increased  hemoglobin  synthesis.8 
This  process  usually  lasts  from  18  to  36  months.11  When  the 
ferritin  level  is  less  than  50  p-g/ml,  phlebotomy  is  decreased 
to  once  every  two  to  four  months.  This  continues  for  the 
remainder  of  the  patient’s  life.  The  serum  ferritin  is  measured 
yearly  to  estimate  the  iron  stores  in  the  body  and  subsequently 
adjust  frequency  of  phlebotomy.1 

Although  not  useful  alone,  dietary  management  can 
help  reduce  the  rate  of  iron  reabsorption.  Avoidance  of  un- 
cooked seafoods,  excess  vitamin  C,  and  iron  supplements  is 
recommended.13 

Conclusion 

If  left  untreated,  HHC  usually  results  in  death  four  to  ten 


years  after  its  manifestation.  The  primary  causes  of  death  are 
liver  failure,  hepatocellular  carcinoma,  or  cardiac  failure. 
Although  many  of  the  complications  of  HHC  are  not  revers- 
ible, when  patients  are  diagnosed  and  treated  before  there  is 
damage  to  tissues,  many  of  its  complications  can  be  pre- 
vented.15 When  diagnosed  before  symptoms  occur,  the  life 
expectancy  of  HHC  patients  is  equal  to  that  of  a healthy  per- 
son.4-16 For  this  reason  it  is  important  that  the  diagnosis  is 
made  early  in  a patient’s  life.  It  has  been  suggested  that  it  is 
cost-effective  to  screen  patients  using  serum  transferrin  and 
ferritin  levels,  but  in  practice  this  is  seldom  done.4-15-20-21  So 
many  major  organs  are  affected  by  increased  iron  load  that 
reliance  on  symptoms  is  both  unclear  and  often  too  late.  Prac- 
titioners should  be  aware  of  the  cluster  of  symptoms  of  HHC 
and  be  alert  to  the  diagnosis  when  abnormal  liver  enzymes 
and/or  iron  storage  levels  are  noted.  An  unusual  presentation 
of  arthritis  should  also  alert  one  to  check  for  HHC.  By  in- 
creasing awareness  of  this  disease  and  screening  likely  can- 
didates, the  cost  of  health  care  can  be  reduced,  and  quality  of 
life  can  be  preserved. □ 
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Department  of  Health  Report 

Type  II  Diabetes  in  Children 

Tracy  F.  Buck,  MS,  RD 


Type  II  diabetes  is  a growing  problem  among  children 
and  teens  in  North  America.  The  number  of  young  people 
affected  is  increasing  at  an  alarming  rate,  and  those  who  are 
members  of  ethnic  minorities  and  obese  are  most  at  risk.  Cases 
of  type  II  diabetes  have  been  reported  in  the  Pima  Indian 
population  since  1979  but  research  is  currently  being  con- 
ducted among  other  ethnic  groups  North  America. 

Type  II  diabetes  occurs  when  the  body  does  not  make 
enough  insulin  or  is  unable  to  use  the  available  insulin.  This 
inability  for  the  body  to  use  the  insulin  is  classified  as  insulin 
resistance.  Ninety  percent  of  diagnosed  cases  of  diabetes  are 
type  II.  Type  II  diabetes  is  usually  diagnosed  in  people  over 
the  age  of  40.  As  obesity  is  increasing  among  youth,  the  age 
of  onset  of  type  II  diabetes  is  shifting  downward.1  Children 
and  adolescents  are  now  being  diagnosed  with  type  II  diabe- 
tes between  the  ages  of  10  and  19  years.  Characteristics  ex- 
hibited by  these  children  diagnosed  with  type  II  diabetes  are 
obesity,  insulin  resistance,  a strong  family  history  for  type  II 
diabetes,  and  Acanthosis  Nigricans,  a small  dark-velvety  skin 
lesion  on  the  back  of  the  neck  or  in  the  armpit.  Most  people 
with  diabetes  are  obese,  and  obesity  itself  causes  some  de- 
gree of  insulin  resistance. 

Recent  data  from  the  National  Health  and  Nutrition  Ex- 
amination Surveys  show  one  in  five  American  children  as 
overweight  and  the  number  of  obese  children  has  doubled  in 
the  last  20  years.  The  risk  of  obesity  is  greater  among  minor- 
ity children,  in  part  due  to  a lack  of  access  to  physical  activ- 
ity programs  and  to  reliance  on  fast  foods.  According  to  the 
1997  Behavioral  Risk  Factor  Surveillance  System,  Tennes- 
see has  an  obesity  prevalence  rate  of  28.3%.  Overweight  and 
obese  adults  are  at  an  increased  risk  for  morbidity  and  mor- 
tality associated  with  many  acute  and  chronic  medical  con- 
ditions including  hypertension,  dyslipidemia,  coronary  heart 
disease,  diabetes  mellitus,  gallbladder  disease,  respiratory 
disease,  some  types  of  cancer,  gout,  and  arthritis.2  Studies 
have  shown  individuals  who  are  overweight  during  child- 
hood and  adolescence  will  likely  be  overweight  during 
adulthood. 


From  the  Tennessee  Department  of  Health,  Nashville.  Ms.  Buck 
is  with  the  Diabetes  Control  and  Prevention  at  TDH. 


American  Indian  youth  have  the  highest  prevalence  of  type 
II  diabetes,  but  youth  in  all  ethnic  groups  are  found  to  be 
affected.  Young  Hispanics  and  blacks  are  being  diagnosed 
at  an  alarming  rate.  In  the  United  States,  the  frequency  of 
type  II  diabetes  ranges  from  8%  to  46%  of  all  new  cases  of 
diabetes  referred  to  pediatric  centers.  Diagnosis  of  type  II 
diabetes  in  children  under  the  age  of  18  has  increased  ten- 
fold in  the  past  five  years. 

The  University  of  Tennessee,  Memphis  is  conducting 
research  focusing  on  the  occurrence  of  type  II  diabetes  that 
is  emerging  among  black  adolescents  in  the  southwestern 
region  of  the  state.  These  data  will  be  part  of  a World  Health 
Organization  project. 

To  address  this  growing  health  problem,  the  Centers  for 
Disease  Control  and  Prevention  (CDC),  Division  of  Diabe- 
tes Translation  invited  health  care  providers,  epidemiologists, 
and  public  health  professionals  to  review  current  knowledge 
of  type  II  diabetes  in  children  in  North  America.  The  first 
workshop  in  October  1998  focused  on  prevalence,  incidence, 
and  secular  trend  of  the  disease  among  different  ethnic  groups. 
A second  workshop  in  January  1999  focused  on  characteris- 
tics, complications,  treatment,  and  follow-up  of  children  di- 
agnosed with  type  II  diabetes.  The  CDC  Division  of  Diabetes 
Translation  defined  four  objectives,  which  will  require  strong 
collaboration  among  agencies  and  organizations:3 

(1)  Raise  physicians’  awareness  about  the  disease, 

(2)  Develop  a standard  case  definition(s), 

(3)  Determine  the  magnitude  of  the  problem, 

(4)  Assess  and  improve  the  quality  of  care  among  chil- 
dren and  adolescents  diagnosed  with  type  II  diabetes. 

Better  physician  awareness  and  monitoring  of  the  disease 
are  an  important  first  step.  The  development  of  a standard 
case  definition,  guidelines  for  treatment,  and  approval  of  oral 
hypoglycemic  agents  are  urgently  required  for  children  and 
adolescents.  Treatment  for  these  children  diagnosed  with  type 
II  diabetes  is  made  more  difficult  by  lack  of  formal  approval 
of  oral  agents  by  the  Food  and  Drug  Administration  for  pe- 
diatric use,  although  they  are  often  prescribed.  Treatment  of 
type  II  diabetes  often  depends  on  weight  loss.  Since  most 
methods  for  achieving  weight  loss  are  unsuccessful  over  time,4 
prevention  is  the  most  viable  option  for  controlling  overweight. 
Reversing  the  trend  in  overweight  will  require  changes  in 
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individual  behavior  and  the  elimination  of  societal  barriers 
to  healthy  choices. 

Why  is  the  development  of  type  II  diabetes  as  an  adoles- 
cent of  major  concern?  The  long-term  damage  to  blood  ves- 
sels associated  with  diabetes  such  as  heart  attacks,  strokes, 
blindness,  and  amputations  can  occur  at  earlier  ages  if  the  dis- 
ease is  not  properly  diagnosed  and  treated.  The  cardiovascular 
complications  of  dyslipidemia  and  hypertension  could  be  ob- 
served as  early  as  the  teenage  years  among  Pima  Indian  youth 
diagnosed  with  type  II  diabetes.  Type  II  diabetes  in  children 
and  adolescents  already  appears  to  be  a sizable  and  grow- 
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ing  problem  among  American  Indians,  and  an  emerging  health 
problem  among  other  North  American  ethnic  groups. 

For  more  information  concerning  type  II  diabetes  in  chil- 
dren in  Tennessee,  contact  the  Diabetes  Control  Program  at 
(615) 532-4659. □ 
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Vanderbilt  Morning  Report 

A 30- Year-Old  Woman  with 
Disseminated  Histoplasmosis 


Case  Report 

A 30-year-old  white  woman  with  a one-year  history  of 
asymptomatic  lymphopenia  came  to  Vanderbilt  University 
Medical  Center  (VUMC)  from  an  outside  hospital  for  evalu- 
ation of  fatigue,  malaise,  fevers,  cough,  dyspnea,  and  syn- 
cope. She  had  had  four  weeks  of  fatigue  and  malaise,  fol- 
lowed by  fever,  dizziness,  and  syncope  on  the  day  she  saw 
her  local  physician.  She  was  found  to  have  pancytopenia, 
and  was  admitted  with  the  diagnosis  of  febrile  neutropenia. 
Over  the  course  of  the  next  seven  hospital  days  she  devel- 
oped a dry  cough  and  progressive  dyspnea  requiring  oxy- 
gen. A ventilation-perfusion  scan  indicated  a low  probabil- 
ity of  pulmonary  embolism.  She  developed  bilateral  infiltrates 
on  chest  roentgenogram  by  the  third  day  of  admission.  Blood 
cultures  remained  negative.  The  patient  was  treated  with 
multiple  antibiotics,  prednisone,  and  granulocyte-colony 
stimulating  factor  (G-CSF),  but  did  not  improve,  and  was 
transferred  to  VUMC  for  further  evaluation. 

The  patient’s  past  medical  history  was  significant  only 
for  endometriosis,  and  her  social  history  not  significant.  She 
reported  recent  exposures  to  ground  dust  from  construction 
near  her  home  and  to  bat  guano  at  a local  school  where  she 
worked. 

At  VUMC,  physical  examination  revealed  a frail  white 
woman  in  no  acute  distress  who  was  receiving  supplemental 
oxygen.  Her  blood  pressure  was  100/62  mm  Hg,  heart  rate 
80/min,  temperature  98.0°F,  respiratory  rate  18/min,  and  an 
arterial  oxygen  saturation  of  92%.  There  were  decreased 
breath  sounds  at  the  base  of  both  lungs.  The  cardiovascular 
examination  was  normal,  and  the  abdomen  was  soft,  flat,  and 
non-tender  on  palpation,  with  normal  bowel  sounds.  The 
musculoskeletal  and  neurologic  examination  was  unrevealing. 

Laboratory  examination  revealed  normal  serum  electro- 
lytes, liver  tests,  coagulation  times,  and  normal  serum  lac- 
tate dehydrogenase  activity.  Serum  alkaline  phosphatase  was 
elevated  at  220  U/L  (normal  40  to  110).  A complete  blood 
count  revealed  a WBC  count  of  1 0, 1 00/cu  mm  (normal  4,000 
to  1 1,000),  hematocrit  30%  (normal  42  to  50),  and  platelet 
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count  1 54,000/cu  mm  (normal  1 50,000  to  400,000)  After  dis- 
continuation of  G-CSF  her  WBC  count  fell  to  3,000/cu  mm. 
A CD4+  T-cell  count  was  203/cu  mm  (normal  410  to  1,572) 
and  CD8+  T-cell  count  was  222/cu  mm  (normal  1 16  to  961). 
An  enzyme-linked  immunosorbent  assay  test  and  RNA  poly- 
merase chain  reaction  for  HIV  were  negative. 

Serum  testing  for  Legionella , Mycoplasma,  Toxoplasma, 
Cryptococcus,  influenza  virus,  respiratory  syncytial  virus, 
and  cytomegalovirus  was  negative.  Bone  marrow  revealed 
noncaseating  granulomas  with  budding  yeast  on  silver  stain 
(Fig.  1).  Subsequently,  bronchoscopy  revealed  diffuse  mu- 
cosal inflammation  and  copious  thick  secretions,  and  a trans- 


Figure  1.  Budding  yeast  in  the  bone  marrow  biopsy  silver  stain. 
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bronchial  biopsy  specimen  showed  necrotizing  granuloma- 
tous inflammation  with  numerous  yeast  forms  consistent  with 
histoplasma  present  in  silver  stained  sections.  In  addition, 
fungal  cultures  of  the  bronchial  washings  were  positive  for 
Histoplasma  capsulatum.  A serum  mycelial  phase  histoplas- 
mosis antigen  titer  was  positive  at  1:8. 

The  patient  responded  well  to  14  days  of  treatment  with 
amphotericin  B at  0.7  mg/kg.  On  day  6 of  therapy  she  was 
afebrile  and  her  dyspnea  had  resolved.  A urine  histoplasmo- 
sis antigen  titer  was  1.9  units  (normal  0-1)  after  she  had  re- 
ceived amphotericin  for  two  weeks.  She  subsequently  re- 
ceived a nine-month  course  of  itraconazole. 

Discussion 

Infection  with  Histoplasma  capsulatum  is  common  and 
usually  benign  in  the  immunocompetent  host.  In  some  in- 
stances, however,  the  infection  can  become  disseminated,  and 
is  likely  fatal  if  not  treated.  Over  the  last  two  decades,  this 
rare  form  of  disease  has  typically  been  seen  in  immuno- 
compromised hosts  such  as  patients  with  AIDS,  but  cases  of 
disseminated  histoplasmosis  have  also  been  described  in  the 
normal  host.1  We  report  a case  of  disseminated  histoplasmo- 
sis in  a patient  with  an  unexplained  lymphopenia.  Two  pos- 
sible explanations  for  her  low  lymphocyte  count  include 
chronic  bone  marrow  infection  with  Histoplasma  or  an  un- 
derlying undetermined  immunodeficiency  state. 

Histoplasmosis  is  endemic  in  parts  of  North,  South,  and 
Central  America.  In  the  United  States  it  is  most  prevalent  in 
areas  surrounding  the  Ohio  and  Mississippi  River  valleys. 
After  low  level  exposure,  only  1%  of  patients  develop  a 
disease  that  is  symptomatic  and  self-limited.2  Following 
heavy  exposure,  individuals  may  become  symptomatic,  with 
the  most  common  manifestations  being  a flu-like  pulmonary 
illnesses,  pericarditis,  or  arthritis  with  erythema  nodosum.3 
Disseminated  histoplasmosis  occurs  in  one  in  2,000  exposed 
persons,  and  is  a progressive  illness  associated  with  extra- 
pulmonary  involvement.4 

Infection  with  H.  capsulatum  develops  by  inhalation  of 
microconidia  from  soil,  bird  feces,  or  bat  guano  into  the  lungs, 
causing  a localized  or  patchy  pneumonitis.  Hematogenous 
spread  to  other  tissues  may  occur.  T-cell  immunity  is  impor- 
tant in  controlling  the  infection,5  and  severely  immunosup- 
pressed  patients  and  infants  have  a much  higher  risk  for  un- 
controlled rapidly  progressive  infection. 

Disseminated  infection  is  the  most  serious  consequence 
of  histoplasmosis,  and  usually  manifests  itself  as  a progres- 
sive disease  of  prolonged  fever  and  weight  loss  (95%)  in  the 
normal  adult  or  child  host.  In  addition,  headaches,  chills, 
cough,  and  chest  pain  are  common  in  as  many  as  two-thirds 
of  patients.  Physical  examination  may  reveal  hepatospleno- 
megaly  and  lymphadenopathy,  or  less  commonly,  skin  or  mu- 


cosal lesions  such  as  erythema  nodosum  or  multiforme. 
Chronic  meningitis  and  adrenocortical  insufficiency  are 
present  in  approximately  1 0%  of  patients.  Less  common  areas 
of  dissemination  include  skin,  kidneys,  and  bone.3 

Laboratory  findings  in  disseminated  disease  commonly 
include  anemia  (50%),  leukopenia  (33%),  lymphopenia,  and 
thrombocytopenia.  In  addition,  liver  transaminases  and  bi- 
lirubin are  elevated  in  many  cases.  Chest  roentgenograms 
are  abnormal  in  70%  of  cases,  and  typically  reveal  reticulo- 
nodular  (40%)  or  diffuse  interstitial  (70%)  infiltrates.  CT  scan 
of  the  abdomen  may  reveal  hepatomegaly,  splenomegaly, 
adrenal  enlargement,  or  lymphadenopathy.3-6  The  diagnosis 
of  disseminated  disease  can  be  made  by  obtaining  blood  cul- 
tures (82%  sensitive)  or  fungal  stains  (43%)  from  direct  tis- 
sue specimens.  H.  capsulatum  antigen  detection  in  the  urine 
and  serum  is  sensitive  (92%)  and  relatively  fast  compared 
with  culture  results.  Antigen  levels  can  also  be  followed  to 
monitor  response  to  treatment.3 

Without  treatment,  disseminated  histoplasmosis  has  a 
mortality  rate  of  80%  that  can  be  reduced  to  less  than  25% 
with  therapy.7  Initial  therapy  in  these  patients  is  with  ampho- 
tericin B,  which  should  be  dosed  at  50  mg/day  or  1 mg/kg  in 
patients  weighing  less  than  50  kg.  Severely  ill  patients  may 
require  7 to  14  days  of  intravenous  therapy  before  they  can 
be  switched  to  oral  itraconazole.  Liposomal  preparations  of 
amphotericin  B can  be  substituted  in  cases  of  renal  failure  or 
when  there  are  severe  side  effects.  In  less  severe  cases  of 
histoplasmosis,  oral  itraconazole  alone  is  effective.  Treatment 
should  be  continued  until  all  clinical  and  laboratory  evidence 
of  histoplasmosis  has  disappeared.  For  disseminated  histo- 
plasmosis, at  least  12  months  of  therapy  with  itraconazole  at 
200  mg  twice  a day  is  usually  required.  Response  to  antifun- 
gals  is  usually  dramatic,  with  fever  ceasing  by  one  week  and 
resolution  of  fatigue  and  gain  of  weight  by  two  to  four  weeks. 
Antigen  levels  can  be  monitored  every  three  to  six  months 
for  response  to  therapy.1 bO 

Acknowledgment:  Thanks  to  Mark  Hendrixson,  MD,  of 
Crossville,  for  his  help  in  obtaining  follow-up  information  and 
for  referring  this  patient  to  VUMC. 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 

Physicians  utilized  in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis  and  Arlington. 
Salary  potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in 
Psychiatry,  Internal  Medicine,  or  Family  Practice.  Physicians  with  a two  year  fellowship  in 
Developmental  Disabilities  encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 


Vacant,  Superintendent 

Clover  Bottom  Developmental  Center 

275  Stewarts  Ferry  Pike 

Nashville,  TN  37214 

Telephone:  (615)  231-5372 

Fax:  (615)  231-5396 

James  G.  Armstrong,  Superintendent 
Arlington  Developmental  Center 
1 1293  Memphis-Arlington  Road 
Arlington,  TN  38220-5022 
Telephone:  (901)  745-7575 
Fax:  (901)  7457272 

Henry  C.  Meece,  Superintendent 
Greene  Valley  Developmental  Center 
P.O.  Box  910 

Greeneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
Fax:  (423)  787-6574 

Joe  Carobene,  Superintendent 
Middle  TN  Mental  Health  Institute 
221  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)902-7532 
Fax:  (615)902-7541 


Lee  Thomas,  Superintendent 
Lakeshore  Mental  Health  Institute 
5908  Lyons  View  Pike 
Knoxville,  TN  37919 
Telephone:  (423)  584-1561 
Fax:  (423)450-5203 

Russell  Vatter,  Superintendent 
Moccasin  Bend  Mental  Health  Institute 
100  Moccasin  Bend  Road 
Chattanooga,  TN  37402 
Telephone:  (423)  785-2271 
Fax:  (423)  785-3333 

Elizabeth  Littlefield,  Superintendent 
Western  Mental  Health  Institute 
Highway  64  West 
Bolivar,  TN  38074 
Telephone:  (901)658-5141 
Fax:  (901)658-2783 

Pete  Davidson,  Superintendent 
Memphis  Mental  Health  Institute 
865  Poplar  Avenue 
Memphis,  TN  38174-0966 
Telephone:  (901)524-1200 
Fax:  (901)  543-6055 


Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Andrew  Johnson  Tower 
Nashville,  TN  37243 
Telephone:  (615)  741-8912 
Fax:  (615)  741-4567 

These  24  hour  facilities  offer  stable  and  challenging  settings  serving  children  and  adults  who 
have  developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional  liability 
coverage,  comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic 
affiliations,  work  with  an  excellent  team  of  professionals. 

The  State  of  Tennessee  is  an  equal  opportunity  employer 


News  and  Views 


TMA  Alliance  Report 


Increasing  Legislative  Awareness  at  the 
Grassroots  Level 

The  TMA  Alliance  (TMAA)  is  a tremendous  help  to  the 
medical  society  in  its  legislative  activities.  It  provides  an 
invaluable  source  of  manpower  to  research  legislation,  meet 
with  legislators,  write  letters,  make  telephone  calls,  circulate 
petitions,  develop  materials,  and  form  committees.  The  pos- 
sibilities for  cooperation  in  the  legislative  arena  are  endless. 
Joint  projects  with  the  medical  society  strengthen  both  orga- 
nizations’ programs  and  goals.  A strong,  mutually  beneficial 
relationship  with  the  medical  society  is  the  primary  goal  of 
the  TMAA.  Our  focus  is  to  serve  as  the  proactive  volunteer 
voice  of  the  TMA  in  promoting  the  good  health  of  Tennesse- 
ans and  supporting  the  family  of  medicine. 

Specific  Legislative  Committee  goals  for  1999-2000:  To 
encourage  county  alliances  to  develop  a working  relation- 
ship with  their  local  medical  society  in  order  to  participate  in 
legislative  advocacy  programs  on  the  grassroots  level  and 
learn  the  benefits  of  joint  action.  To  provide  resources  to 
keep  members  informed  about  legislative  issues  and  increase 
their  understanding  of  the  legislative  process.  To  encourage 
county  alliances  to  be  aware  of  medical  society  involvement 
in  the  monitoring  and  disbursement  of  tobacco  settlement 
funds  to  assure  that  funds  are  directed  at  preventive  programs. 

Our  theme  this  year  is  “Your  Voice  is  Our  Power.”  Use  of 
the  AMA  Grassroots  Hotline  number  (800-833-6354)  is  en- 
couraged and  often  utilized — TMAA  members  now  have  their 


own  ME  number,  “AMA  Alliance”  (262  255  426  23).  This 
special  code  not  only  simplifies  access,  it  allows  the  AMA  to 
measure  the  impact  we  make.  After  listening  to  the  latest  on 
federal  health  care  legislation,  you  can  be  patched  through 
to  your  legislator’s  office  at  no  charge  to  you.  We  also  en- 
courage the  use  of  the  AMA  and  TMA/A  Web  pages.  This 
information  is  excellent  for  downloading  and  distributing  to 
members.  County  leaders  must  maintain  current  information 
and  updates  on  state  legislative  matters.  We  encourage  the 
use  of  fax  and  email  alert  systems.  Rapid  communication 
systems  are  essential  to  increasing  legislative  awareness  at 
the  grassroots  level. 

The  TMAA  will  also  sponsor  “A  Day  at  the  Capitol”  in 
March.  Please  stay  tuned  for  details.  We  will  utilize  personal- 
ized business  cards  with  TMAA  information  to  distribute  to 
legislators  to  insure  that  the  medical  association  and  per- 
spective are  enhanced. 

Alliance  involvement  in  legislative  action  is  vital  to  con- 
tinued quality  health  care.  Alliance  policy  requires  strict  fo- 
cus on  legislative  activities,  rather  than  political  activities. 
Legislative  activity  refers  to  any  action  calculated  to  influ- 
ence the  status  of  pending  bills  before  a legislative  body.  It 
includes  attempts  to  mold  public  opinion  and  stimulate  leg- 
islative action  by  supporting  or  opposing  specific  legisla- 
tive issues  or  philosophical  attitudes.  Simply  put,  legislative 
activity  refers  to  issues,  and  political  activity  refers  to  indi- 
viduals. As  legislative  activists,  we  advocate  issues,  not  indi- 
viduals. TMAA  members  are  a vital  link  in  increasing  legis- 
lative awareness  and  advocacy  at  the  grassroots  level. 

Nancye  H.  Hines  AMAA 

Legislative  Committee 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennesssee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

James  A.  York,  MD,  Knoxville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Edward  D.  Kim,  MD,  Knoxville 

Melissa  A.  Powell,  MD,  Knoxville 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

(Students) 

Jason  A.  Logan  Julie  A.  Wendt 

NASHVILLE  ACADEMY  OF  MEDICINE 

Bonnie  M.  Miller,  MD,  Nashville 
(Student) 

Catherine  L.  Long 

PUTNAM  COUNTY  MEDICAL  SOCIETY 
James  H.  Batson,  MD,  Cookeville 
SMITH  COUNTY  MEDICAL  SOCIETY 
Robert  G.  Roy,  MD,  Carthage 
SULLIVAN  COUNTY  MEDICAL  SOCIETY 
Bruce  E.  Goeckeritz,  MD,  Kingsport 


WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 


(Students) 

Shari  N.  Armstrong 
Larry  S.  Carroll 
Karima  T.  Causey 
Billy  H.  Copeland 
Kevin  S.  Cornwell 
Thomas  L.  Dahl 
Julie  C.  Dalton 
Dawn  P.  Davis 
Staci  D.  Davis 
Sulabha  S.  Godbole 
Michael  B.  Hemphill 
Michael  A.  Henderson 
Katherine  H.  Hines 
Allen  D.  Holder 
Amy  D.  Holder 
Charles  T.  Huddleston 
Joseph  A.  Ibrahim 
Eddie  L.  Irions  Jr 
Adam  Jenkins 
Timothy  D.  Jenkins 
Jonathan  A.  Lewis 
Holly  Linville 


Mark  D.  Linville,  Jr 
Joe  H.  May 
Bart  I.  McKinney 
Michael  R.  Morgan 
Michelle  A.  Morgan 
Laura  R.  Norris 
David  M.  Pryputniewicz 
John  W.  Ralston 
Michelle  R.  Robish 
Daniel  W.  Ross 
Minesh  N.  Shah 
Deanna  M.  Smith 
Ryan  A.  Stanton 
Jenny  L.  Stone 
Yvonne  P.  Treece 
Margaret  B.  Weigel 
Nathaniel  R.  Whaley 
Kelley  K.  Whitmer 
Angela  Willis 
Jerry  S.  Wilson 
Jennifer  C.  Wisdom 
Martha  E.  Ziegler 
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In  Memoriam 


Thurman  Dee  Baker  Jr.,  MD,  age  67.  Died  September  5, 
1999.  Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 

Perry  Felton  Harris,  MD,  age  69.  Died  September  18,  1999. 
Graduate  of  University  of  Tennessee  College  of  Medicine. 
Member  of  Nashville  Academy  of  Medicine. 

J.  Milton  Stockman,  MD,  age  92.  Died  August  7,  1999. 
Graduate  of  Emory  University  Medical  School.  Member  of 
Knoxville  Academy  of  Medicine. 


Personal  News 


Marc  H.  Stegman,  MD,  Memphis,  has  been  elected  a Fellow 
of  the  American  College  of  Physicians. 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  August,  1999.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  report 
50  hours  of  continuing  medical  education,  including  20  hours  of 
Category  1 ; for  the  two-year  award,  physicians  report  1 00  hours  of 
CME,  including  40  hours  of  Category  1 ; for  the  three-year  award, 
physicians  report  150  hours  of  CME,  60  of  which  are  Category 
1.  Each  application  for  the  PRA  must  also  verify  participation  in 
Category  2 CME  activities. 

Ralph  C.  Goodman,  MD,  Memphis 
Po  C.  Huang,  MD,  Knoxville 
Kimberly  A.  Klippenstein,  MD,  Nashville 
Robert  H.  Landry,  MD,  Cookeville 
Charles  L.  McCall,  MD,  Jackson 
Harold  A.  McCormack,  MD,  Memphis 
Eric  D.  Moffet,  MD,  Kingsport 
Eric  L.  Raefsky,  MD,  Hermitage 
Ralph  E.  Wesley,  MD,  Nashville 
Larry  H.  Westerfield,  MD,  Kingsport 


CME  Opportunities 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor 
of  CME  should  be  made  in  writing  to:  CME  Department,  Tennessee 
Medical  Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet  the 
physician’s  practice  needs.  This  may  include  contact  with  patients, 
participation  in  clinical  rounds  and  diagnostic  procedures,  interaction 


with  faculty  and  housestaff,  access  to  the  Medical  Center  Library  and 
other  learning  resources,  and  other  benefits  of  a preceptorship.  AMA/ 
PRA  Category  1 credit  is  provided  for  each  hour  of  participation. 
Physicians  must  be  licensed  and  be  in  active  practice  with  evidence  of 
liability  coverage. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Dec.  3-4  25th  Annual  High-Risk  Obstetrics  Seminar 

For  more  information  contact  the  Division  of  CME,  Vanderbilt 
University  School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232; 
Tel.  (615)  322-4030. 

University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

Jan  22  3rd  Annual  Clinical  Update  for  the  Comprehensive  ; 
Ophthalmologist 

Feb  2 1 -24  1 2th  Annual  Update  in  Obstetrics  and  Gynecology — 

Grand  Cayman  Island,  BWI 
March  11-12  Advanced  Life  Support  in  Obstetrics 
March  12-17  33rd  Annual  Review  Course  for  the  Family  Physician 
March  12-17  9th  Annual  Current  Issues  in  Obstetrics  and  Gynecol- 
ogy— Snowmass  Village,  Colo 

Chattanooga 

Dec  2-3  6th  Annual  Internal  Medicine  Update 
Feb  18-23  13th  Annual  Clinical  Medicine  Update  Symposium — ; 
Maui,  Hawaii 

Feb  2 1 Integrating  Alternative  and  Complementary  Medicine 
With  Traditional  Medicine — Maui,  Hawaii 
Feb  22-25  Emergency  Medicine  Symposium — Maui,  Hawaii 

March  20-24  4th  Annual  Primary  Care  Symposium 

For  more  information  contact  Mr.  Mike  Spikes,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163; 
Tel.  (901)  448-5547. 


Meharry  Medical  College 

Individualized  Postgraduate  Traineeships 
For  Practitioners 

Arrangements  have  been  made  with  many  services  and  depart-  j 
ments  in  the  medical  school  to  allow  practicing  physicians  to  partici- 
pate in  the  service’s  activities  for  a period  of  one  day  to  one  week. 
This  program  provides  an  opportunity  for  physicians  to  study  in 
depth  for  a specified  period.  The  schedule  of  activities  is  individual-:  i 
ized  in  response  to  the  physician’s  request  by  the  participating  depart-:  i 
ment.  The  experience  includes  conferences,  ward  rounds,  audiovi-j 
sual  materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $ 1 5 per  hour  of  educational  experience  (the  days  need  not  be  i 
consecutive).  If  you  are  unable  to  attend  the  scheduled  activity  and  ; 
notify  us  by  8:30  am  of  the  appointed  day,  we  will  refund  all  but  $5C  I ! 
of  the  fee.  Credit:  Meharry  is  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  to  sponsor  CME  for  physicians.'  I 
Also  meets  the  criteria  for  AMA  Category  1 of  the  Physician’s  Rec-  1 
ognition  Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  contact  Of- 
fice  of  College  Relations  & Lifelong  Learning,  Meharry  Medical 
College,  Nashville,  TN  37208,  Tel.  (61 5)  327-6235.  ; ^ 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for  each 
additional  word.  Count  as  one  word  all  single  words,  two  ini- 
tials of  a name,  single  numbers,  groups  of  numbers,  hyphen- 
ated words,  and  abbreviations  Advertisers  may  utilize  a box 
number  for  confidentiality,  if  desired,  in  care  of  Tennessee 
Medicine,  PO  Box  120909,  Nashville,  TN  37212-0909  Use  of 
this  box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd 
month  preceding  the  desired  month  of  publication,  and  will  be 
subject  to  approval.  No  phone  orders  will  be  accepted.  Pay- 
ment must  accompany  order.  Each  listing  will  be  removed  after 
its  first  publication  unless  otherwise  instructed.  Fee-for-service 
agency  advertisements  are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

FAMILY  PHYSICIAN  or  MEDICINE-PEDIATRIC  PHYSICIAN 

needed  in  Crossville,  Tennessee,  for  multispecialty  group.  No 
obstetrics  required  Approximately  three  call  nights  per  month. 
Group  is  replete  with  family-oriented  physicians  in  a family-ori- 
ented community.  Cumberland  Medical  Center  Hospital  is  listed 
in  top  100  hospitals  in  the  nation.  Contact  Doug  Carpenter,  MD, 
FAAFP,  at  1-931-484-5141  or  FAX  CV  to  1-931-484-5620. 


We  are  seeking  a part-time  MEDICAL  DOCTOR  to  do  clinical 
work  for  an  established  medical  office  in  the  Johnson  City  area. 
Guaranty  plus  override.  Please  send  resume  or  replies  to:  Phy- 
sician, 5 New  Forrest  Court,  Greenville,  SC  29615. 


Why  Team  Health? 

A variety  of  practice  opportunities! 

Southeastern  Emergency  Physicians,  the  Knoxville, 
Tennessee-based  affiliate  of  Team  Health,  currently 
has  hospitalist,  emergency  medicine  and  pediatric 
opportunities  in  Chattanooga,  Knoxville,  Nashville 
and  the  Tri-cities. 

Team  Health  was  founded  by  emergency  physicians 
in  1979  and  continues  to  be  physician-led  with  each 
of  our  regional  affiliates  headed  by  physicians. 

Physicians  build  long-term  careers  with  Team  Health 
because  of  our  competitive  compensation  packages, 
commitment  to  continuing  medical  education  and 
career  growth  opportunities. 

For  more  information, 
contact  Laurie  Cordova  at 

1-800-909-8366 

www.teamhealth.com 

Sorry,  no  J-l  opportunities  available. 


EMERGENCY  MEDICINE 
OPPORTUNITIES 
IN  TENNESSEE 


• Southeast  of  Nashville:  Board  Certified/Board  Pre- 
pared in  Emergency  Medicine  or  residency  trained 
Primary  Care  physicians  needed  to  associate  with 
17,000  annual  volume  ED. 

• Middle  Tennessee:  Seeking  residency-trained  Pri- 
mary Care  physicians  for  emergency  departments 
with  volumes  ranging  from  1 1 ,000-1 3,000.  Located 
80  miles  south  of  Nashville  and  20  miles  north  of 
Huntsville,  AL. 

Independent  contractor  status,  NO  NON-COMPETE 
COVENANTS,  malpractice  insurance  procured  on 
your  behalf,  flexible  scheduling,  excellent  remu- 
neration, and  a group  practice  philosophy. 

Contact  Melynda  Hykes,  PhyAmerica  Physician 
Services,  Inc.,  800-874-4053,  fax  CV  to  419-241- 
8773,  or  e-mail  mhykes@fpamm.com. 


TENNESSEE 

Eight-hospital  system  in  western  Tennessee  seeks  staff 
physicians  who  are  Board  Certified  in  Emergency 
Medicine  or  residency  trained  in  a Primary  Care  spe- 
cialty. Annual  ED  volumes  average  8,500  per  year.  In- 
dependent contractor  status,  NO  NON-COMPETE 
COVENANTS. 
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President’s  Comments 


James  Chris  Fleming,  MD 


Happy  Holidays 

It’s  hard  to  believe  that  another  year  has  passed  and  that  it  is  time  to  look  forward  to  the 
Holidays.  To  me,  it  is  also  a time  to  look  back  over  the  past  year  and  to  reflect  about  the  things 
I have  to  be  thankful  for. 

I believe  that  as  a physician  1 am  incredibly  fortunate  to  be  able  to  interact  with  a wide 
variety  of  patients  and  to  help  take  care  of  their  problems.  It  always  humbles  me  during  the 
Holiday  season  when  patients  take  the  time  to  thank  me  and  my  staff  for  helping  both  them 
and  their  families.  I feel  privileged  to  receive  the  cards  and  the  notes  and  the  homemade 
goodies  that  come  from  the  patients  at  this  time  of  the  year.  I especially  find  myself  grinning 
over  the  growing  children’s  photographs  that  are  tucked  into  the  cards  with  a line  about  what 
the  child  is  now  doing  and  now  accomplishing,  and  how  long  it  has  been  since  the  surgery 
took  place  or  the  care  was  given. 

I enjoy  reminiscing  over  the  amusing  moments  from  Christmas  Past  as  well.  When  my 
daughters  were  younger  they  would  happily  inquire  if  the  “pie  lady”  was  coming  to  see  me 
and  longingly  ask  if  the  “bread  lady”  had  come  to  the  office.  We  also  realized  that  my  wife 
had  a penchant  for  certain  homemade  cookies  and  would  gleefully  try  to  hide  them  from  the 
rest  of  us. 

One  of  my  favorite  gifts  came  from  an  older  patient  from  Arkansas.  She  had  helped  farm  for 
years  and  as  a result  of  the  long  hours  in  the  sun  had  seen  me  many  times  to  remove  basal  cell 
carcinomas  from  her  eyelids  with  multiple  procedures  and  grafts.  She  proudly  came  in  one 
Christmas  bearing  a large  gift.  Knowing  that  money  was  tight,  I couldn’t  imagine  what  it 
might  be.  It  turned  out  to  be  a prized  possession  of  hers.  It  was  a well-loved  and  well-worn  quilt 
that  had  been  in  her  family  for  years,  and  she  wanted  me  and  my  family  to  have  it  to  say  thank 
you.  It  is  now  a prized  possession  of  mine. 

We  physicians  have  such  an  opportunity  to  make  a difference  in  the  lives  of  others.  That  is 
a gift  that  we  receive  daily  and  a gift  that  we  can  share  daily.  The  patients  and  their  families 
thank  us,  when  amazingly  it  is  our  privilege  to  take  care  of  them. 

I wish  for  you  and  for  your  families  a blessed  Holiday  season.  Merry  Christmas  and  Happy 
Hanukkah. 
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Editorials 


John  B.  Thomison,  MD 


Merry  Christmas — Sort  Of 

For  various  reasons  that  I won’t  go  into  here,  authors  sometimes  get  anxious,  even  occasion- 
ally annoyed,  that  it  is  taking  so  long  for  their  loving  handiwork  to  reach  an  impatiently  waiting 
public.  Sometimes  this  annoyance  comes  to  my  attention,  but  much  more  often  than  not  the 
slighted  writer  will  silently  bear  with  me,  recognizing  that  an  editor’s  selection  process  is  not 
easy,  nor  even  always  fair.  I’ll  say  first  right  here  that  nothing  about  an  editor’s  job  is  easy.  And 
then  I’ll  make  a confession:  I make  no  attempt  to  be  fair,  since  fairness  obviously  cannot  enter 
into  the  selection  process.  That  is  a matter  of  priorities,  and  priorities  change  according  to  the 
material  at  hand. 

Published  not  coincidentally  in  this  December  issue  is  a paper  that  I have  had  lying  around 
for  more  than  half  a year.  It  has  remained  dormant  for  so  long  because,  though  I have  known 
from  the  first  1 was  going  to  publish  it,  I wanted  to  publish  it  at  Christmas  time.  Its  title  is  “The 
Somatic  Cloak  of  Depression,”  which  might  for  the  uninitiated  seem  an  odd  first  choice  for  the 
Christmas  issue,  though  I suspect  it  would  not  seem  odd  to  most  of  you,  our  readers. 

The  Winter  Solstice,  which  is  the  time  set  by  the  early  church  as  Jesus’  birthday,  has  been 
celebrated  for  as  long  as  there  are  any  records.  Four  thousand  years  ago  in  Mesopotamia  white-  i 
robed  priests  gathered  each  December  25  in  praise  of  Marduk  the  Creator  for  having  returned 
once  again  to  defeat  the  monsters  of  primeval  chaos,  who  had  been  threatening  since  autumn  to 
plunge  the  world  again  into  cold  darkness.  Over  the  centuries,  the  rituals  went  west  with  the 
Celts,  to  wind  up  in  Ireland.  In  the  Roman  Republic  it  was  the  day  when  masters  turned  things 
round  and  served  their  slaves,  a custom  that  ceremonially  still  survives  as  Boxing  Day  in  the 
UK  and  much  of  its  former  empire.  It  was  not  until  the  unbridled  days  of  the  Roman  Empire 
that  the  Saturnalia  turned  into  a week-long  debauch,  an  orgy  of  feasting,  drinking,  and  sexual 
excess.  Its  last  day  was  December  25,  when  sacrifices  were  made  to  an  effigy  of  Saturn.  Fol- 
lowed close  on  its  heels  were  the  Kalends,  whose  pagan  rituals  featured  mad  orgies  filled  with 
luxurious  banquets  and  ritual  sacrifices  to  the  dead.  It  continued  until  Ash  Wednesday.  Again, 
it  was  a combined  religious  and  secular  celebration — Light  and  Life,  with  a strong  undercurrent 
of  Death. 

From  the  dawn  of  history,  then,  this  time  of  the  year  has  enjoyed — perhaps  not  entirely  the  : 
best  word,  but  one  that  will  have  to  serve — a schizophrenic  history,  having  been  a time  of  both 
great  religious  significance  and  joyous,  even  raucous  and  riotous,  exuberance.  Though  the  date  \ 
of  Jesus’  birth  is  shrouded  in  mystery,  by  all  accounts  it  could  not  have  been  in  winter,  since  • 
that  is  not  when  shepherds  watch  their  flocks  by  night  on  the  cold  Judean  hillsides.  Nor  would  I 
any  sensible  governor  have  ordered  a huge  movement  of  the  population  in  wintertime  just  tc  1 
register  in  their  home  town.  Since  the  time  of  the  year,  and  even  the  year  itself,  was  unspecified,  j 
in  AD  601  Pope  Gregory  the  Great,  casting  about  for  a day  to  celebrate  the  birth  of  the  King  ol  | 
Kings,  chose  December  25,  as  that  was  already  an  established  feast  day,  and  the  church  hopec  j 
thereby  to  make  the  transition  of  pagans  to  Christianity  easier  by  simply  transforming  or  syn 
cretizing  its  feasts  and  rituals. 

The  early  church,  as  indicated  by  the  writings  in  the  Bible’s  New  Testament,  celebrated  onl) 
the  Lord’s  death  and  resurrection,  and  did  so  on  each  Lord’s  Day,  the  first  day  of  the  week,  ir 
a simple  meal  marked  by  the  breaking  of  bread  and  the  drinking  from  the  cup  of  wine,  signify 
ing  His  broken  body  and  shed  blood.  This  lack  of  ritual  and  pageantry  was  totally  foreign  to  pagai 


434 


Tennessee  Medicine  ~ December , 199'  1^ 


E 

a 


religions,  and  even  to  Jews  who  formed  the  bulk  of  the  new  church.  They  likely  continued  in 
their  old  customs,  one  of  them  the  Feast  of  Lights — Hanukkah.  In  his  writings  to  the  young 
churches,  the  Apostle  Paul  makes  mention  in  less  than  complimentary  terms  of  syncretization 
by  both  Jewish  and  Gentile  converts  of  their  old  forms  of  worship. 

The  church  found  out  very  early  that  it  was  very  difficult  to  separate  the  revelry  of  Christmas 
from  its  real  purpose,  so  that  Christmas  as  we  know  it  has  customs  borrowed  from  many  cul- 
tures and  traditions.  It  is  a lot  easier  to  make  Christmas  a time  for  children  of  all  ages,  of  gift 
giving,  feasting,  and  “good  fellowship”  (often  a synonym  for  drunken  debauchery)  with  a little 
bit  of  prayer  thrown  in,  more  out  of  superstition  than  devotion.  This  aspect  of  the  celebration 
had  reached  such  a high  degree  of  what  the  Puritan  church  labeled  as  pagan  that  all  such  im- 
pedimenta were  proscribed.  Christmas  was  one  of  those,  and  it  had,  they  said,  no  place  in  a 
Christian  community. 

Otherwise,  when  I was  growing  up,  Christmas  was,  as  the  day  has  been  through  the  ages  to 
one  degree  or  another,  depending  largely  on  circumstances,  a time  of  family  gatherings,  of  gift 
giving,  and  of  feasting,  much  like  what  the  Puritans  eschewed.  There  are  generally  a lot  of 
stuffed  bellies  around,  some  unclear  heads,  and  even  downright  drunkenness,  with  the  custom- 
ary consequences.  But  the  real  medical  problem  at  Christmas  is  not  surfeit,  but  poverty.  And 
the  poverty  is  not  so  much  material,  though  there  may  be  that  as  well,  but  emotional.  If  Christ- 
mas means  anything,  it  means  love  and  sharing. 

Sometimes  it  seems  that  meaning  is  lost  in  the  flood  of  Christmas  catalogs,  and  the  worry 
over  what  we  must  give  and  to  whom.  It  becomes  a time  of  tension,  and  often  of  strife.  Love  is 
often  apparent  only  by  its  absence.  Charles  Dickens’  Ebenezer  Scrooge  is  widely  regarded,  and 
in  fact  was  fashioned,  as  the  antithesis  of  the  Spirit  of  Christmas.  Yet  I have  often  wondered 
whether  he  was  not  a product  of  it  instead.  Not  being  a psychiatrist,  I can  freely  wonder  about 
such  things.  Maybe  a friendly  psychiatrist  will  set  me  straight.  But  the  Ghost  of  Christmas  Past 
shows  us  the  young  Ebenezer  abandoned  and  friendless  at  his  school  at  Christmas  time.  Though 
we  see  his  little  sister  come  to  take  him  home  this  time,  how  many  loveless  Christmases  had  he 
spent  alone?  She  says  their  father  had  become  so  much  kinder  than  he  used  to  be.  There  is  no 
indication  that  young  Ebenezer  was  mean-spirited.  At  last,  Scrooge  forsook  all  human  champi- 
onship— the  love  of  a woman  and  the  son  of  his  loving  sister,  his  nephew — for  gold,  and  be- 
came a total  misanthrope.  Perhaps  it  was  a consequence  of  chronic  depression.  Whether  it  was 
or  not,  it  is  appropriate  to  consider  depression  at  Christmas  time.  The  season  is  a time  when 
despondency  abounds.  Our  thoughts  of  such  things  tend  to  go  immediately  to  the  old,  the  aban- 
doned, those  whose  friends  have  died,  or  who  like  them  are  incapacitated,  and  unavailable  to 
them.  Their  children  are  scattered  or  non-caring,  or  both.  There  remains  no  one  close  to  them. 
But  we  must  not  forget  that  the  young  may  be  so  affected,  as  well.  To  make  matters  worse,  the 
weather  then,  at  least  in  the  Northern  Hemisphere,  is  often  cold,  sunless,  and  damp,  and  even 
when  the  skies  are  cloudless  the  daylight  hours  are  few.  The  suicide  rate  rises  apace.  The  time 
that  has  reason  to  be  the  happiest  of  the  year  is  for  some — even  for  many — the  worst  instead. 

It  used  to  be  said  that  the  healing  is  in  the  hands.  It  was.  But  it  also  still  is.  The  best  gift  we 
have  to  give,  no  matter  our  circumstances,  is  of  ourselves.  And  it  is  not  just  at  Christmas  time, 
but  all  the  time.  It  is  what  the  good  doctor  has  always  done.  It  is  what  God  did. 

God  rest  ye  merry,  Gentlemen — and  Ladies,  too.  His  way  is  the  only  way. 
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You  don’t  need  a 
quarter  for  our  thoughts 

Thanks  to  the  Tennessee  Consultation  Center  (TCC),  a physician-to-physician  consultation  with  a medical  or  dental 
professional  is  right  at  your  fingertips.  All  you  have  to  do  is  choose  The  University  of  Tennessee  Medical  Center 
physician  or  dentist  with  whom  you  wish  to  speak  from  the  TCC  Directory  of  Consultants.  Dial  1-800-442-8862, 
give  the  TCC  operator  your  name,  location  and  phone  number,  and  you  will  be  connected  with  the  colleague  or  service 
you  have  requested. 

In  addition  to  professional  consultation,  you  can  use  the  TCC  to  obtain  laboratory  results,  patient  information  and 
information  on  continuing  medical  and  dental  education  programs. 

And  there’s  no  charge  for  these  services. . .or  for  the  call. 

Call  TCC  now  for  consultation  or  to  receive  your  free  copy  of  the  TCC  Directory 
of  Consultants. 


Tennessee  Consultation  Center 

1-800442-8862 


THE  UNIVERSITY  OF  TENNESSEE 
MEDICAL  CENTER  AT  KNOXVILLE 


The  University  of  Tennessee  Medical  Center  at  Knoxville  is  comprised  of  University  Memorial  Hospital 
and  the  Graduate  School  of  Medicine  Together,  these  entities  embody  the  Medical  Center  s philosophy 
and  mission  through  the  spirit  of  exploration,  the  passion  for  teaching,  and  the  compassion  to  restore 
The  University  of  Tennessee  is  an  EEO  AA  Title  IX  Section  504  ADA  employer 


Practicing  Medicine 


Do  the  Benefits  Outweigh  the  Risks ? 


Vaccine  Programs: 
A Victim  of  Success 


Brenda  Williams 


ABC-TV’s  “Nightline”  is 
the  latest  media  program  to 
explore  growing  concerns 
about  vaccines.  The  program, 
aired  in  mid-October,  pitted 
mainstream  vaccine  experts 
against  the  American  Asso- 
ciation of  Physicians  and  Sur- 
geons (AAPS),  a group  that 
opposes  government-man- 
dated  immunization  and  fa- 
vors individual  choice  when 
it  comes  to  receiving  vaccines. 

The  hue  and  cry  may  be  a 
result  of  recent  developments 
regarding  vaccine  safety — in 
May,  a House  subcommittee 
looked  at  the  possibility  of  disability  or  death  caused  by  the 
hepatitis  B vaccine;  in  June,  the  federal  Centers  for  Disease 
Control  announced  a switch  to  the  inactive  polio  vaccine  af- 
ter January  1,  2000;  in  July,  the  CDC  asked  vaccine  manu- 
facturers to  phase  out  the  use  of  thimerosal  as  a preservative 
i because  of  concern  about  mercury  levels,  and  later  that  same 
! month,  withdrew  the  rotavirus  vaccine  for  further  study  after 
noting  several  cases  of  bowel  obstruction  in  infants  who  had 
been  immunized.  That  news  was  followed  by  media  reports 
of  families  who  believe  vaccines  may  be  responsible  for  the 
onset  of  autism,  sudden  infant  death  syndrome  (SIDS),  dia- 
betes, and  asthma  in  their  children. 

The  skepticism  is  not  unexpected.  “This  happens  every 
time  (disease)  levels  have  dropped — it’s  a no-brainer,”  ex- 
plains Jerry  Narramore,  director  of  Immunization  Programs 
for  the  Tennessee  Department  of  Health.  “And  I’m  not  sure 
that  there  are  that  many  people  opposed  to  vaccines  ...  I think 
those  who  are  are  just  more  vocal.  I do  fault  the  news  media 
sometimes  for,  I think,  misrepresenting  the  real  risk.” 

Brenda  Williams  is  a freelance  writer  and  owner  of 
Public  i Media  in  Nashville. 
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Victim  of  Success 
One  problem,  according  to 
mainstream  medicine,  is  that 
Americans  either  have  not 
seen  or  have  forgotten  the  sick- 
ness and  death  caused  by  the 
diseases  these  vaccines  are 
controlling — polio,  pertus- 
sis, measles,  meningitis,  and 
others.  “I  think  that  it  is  im- 
portant to  note  that  we  are  re- 
ally suffering  from  a problem 
of  our  own  success,”  says  Dr. 
Kathryn  Edwards,  chair  of  the 
infectious  disease  committee 
for  the  Tennessee  Pediatric 
Society.  “We  have  reduced  the 
number  of  cases  of  measles  and  polio  and  all  the  vaccine- 
preventable  diseases  to  either  nonexistent  or  very,  very  low 
numbers.  Many  parents  don’t  even  remember  what  polio  is.” 

Narramore  says  anti-vaccination  groups  may  credit  good 
sanitation  and  better  treatment  for  disease  reduction,  but  they 
are  wrong.  “Good  sanitation  doesn’t  keep  you  from  getting 
meningitis,  measles  or  whooping  cough;  vaccines  do.  They’re 
the  only  thing.”  He  cites  incidents  in  the  1980s  when  offi- 
cials in  Phoenix  and  Albuquerque  stopped  giving  the  pertus- 
sis vaccine  and  immediately  suffered  outbreaks.  The  same 
thing  happened  in  Japan  and  Britain,  and  Narramore  empha- 
sizes that  in  this  global  age,  we  may  need  vaccines  even  more. 
“Any  town  in  Tennessee  is  24  to  48  hours  away  from  any- 
where in  the  world.  People  can  come  from  areas  where  they 
still  have  polio  and  be  in  your  neighborhood  in  48  hours  . . . 
we  forget  about  these  things.”  He  says  mandated  vaccines 
protect  entire  communities,  as  was  the  case  in  Memphis  this 
year  when  an  1 1 -month-old  contracted  measles  while  visit- 
ing out-of-country  relatives,  and  in  Winchester  when  a His- 
panic immigrant  was  diagnosed  with  German  measles.  In  both 
instances,  the  children  had  not  been  immunized  but  others 


I think  that  it  is  important  to  note  that 
we  are  really  suffering  from  a problem 
of  our  own  success.  We  have  reduced 
the  number  of  cases  of  measles  and 
polio  and  all  the  vaccine-preventable 
diseases  to  either  nonexistent  or  very, 
very  low  numbers.  Many  parents  don  V 
even  remember  what  polio  is. 

Dr.  Kathryn  Edwards 
Tennessee  Pediatric  Society 
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around  them  were,  so  the  dis- 
eases were  contained. 

Dr.  Bruce  Geilin  with  the 
National  Immunization  In- 
formation Network  says  di- 
minished disease,  combined 
with  an  increasingly  complex 
vaccine  schedule  for  chil- 
dren, has  led  to  some  com- 
placency for  parents  who  find 
keeping  up  with  shot  sched- 
ules an  unpleasant  task.  “Add 
to  that  some  published  scien- 
tific hypotheses  about  vac- 
cine safety  concerns  that  are 
perhaps  interesting  scientific 
questions,  but  largely  are  hy- 
potheses without  data,”  he 
says.  In  this  global  age,  mis- 
information is  widely  avail- 
able, and  Geilin  says  his 
group  is  dedicated  to  point- 
ing physicians  and  patients  in 
the  right  direction  when  it 
comes  to  separating  fact  from 
well-meaning  fiction  with 
regard  to  immunizations. 

Where’s  the  Proof? 

So  what  are  the  facts  when  it  comes  to  the  risks  of  immu- 
nization? Mainstream  medical  folk  say  side  effects  are  well 
documented,  and  the  government  moves  quickly  on  proven, 
serious  concerns,  as  evidenced  by  the  thimerosal  and  live 
polio  phase-outs.  “I  think  any  fears  that  parents  have  have 
been  looked  at  extensively,”  says  former  Tennessee  Medical 
Association  president  Dr.  Charles  White  Jr.,  with  Family  Phy- 
sicians of  Lexington.  “The  CDC  keeps  a close  eye  on  the 
manufacturing  process  and  everything  to  try  to  make  sure 
these  are  safe.  It’s  a very  well-regulated  industry,  and  there 
have  been  no  scientific  studies  to  prove  any  long-term  ill 
effects  that  I’m  aware  of.” 

Proof  is  the  crucial  element  in  this  debate.  Anti-vaccine 
and  “pro-choice”  organizations  point  to  a study  that  suggested 
autism  could  be  caused  by  the  MMR  vaccine — but  Geilin 
says  subsequent  reviews  found  the  study’s  scientific  basis 
was  not  credible  or  reproducible.  Likewise,  reported  links 
between  SIDS  and  the  hepatitis  B vaccine  are  refuted  by  the 
State’s  Immunization  Director.  “Immunization  levels  are  at 
an  all-time  high,  but  SIDS  deaths  are  at  an  all-time  low,” 
says  Narramore,  who  reasons  that  if  vaccines  caused  these 
problems,  the  infant  death  rate  should  be  going  up,  not  down. 
Edwards  adds  that  any  link  between  increased  vaccinations 
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and  diabetes  has  been  carefully  examined  by  the  National 
Institutes  of  Health  and  other  scientific  experts  and  dismissed 
for  lack  of  evidence. 

Another  TMA  member  believes  the  perceived  link  be- 
tween chronic  illness  and  vaccines  is  nothing  more  than  co- 
incidence. “Obviously  the  most  dangerous  part  of  life  is  in 
infancy;  more  babies  die  than  those  in  any  other  age  group,” 
says  Dr.  Harold  Vann  with  the  Cumberland  Pediatric  Foun- 
dation. “That’s  also  when  immunizations  are  given,  so  you’re 
going  have  some  coincidences — vaccines  followed  by  some 
illness  or  catastrophe.” 

Getting  the  whole  truth  about  vaccine  risks  and  benefits 
can  be  a challenge.  Groups  like  the  AAPS  and  the  National 
Vaccine  Information  Center  offer  alternative  views;  gov-  j 
ernment  agencies  like  the  CDC  or  the  Food  and  Drug  Ad- 
ministration give  the  official  stance.  Geilin,  who  is  based  at  ' 
Vanderbilt  University  Medical  Center,  says  the  Network’s  j| 
“Vaccine  Initiative”  is  an  independent  public  education  cam- 
paign in  partnership  with  the  Infectious  Disease  Society  of 
America,  the  Pediatric  Infectious  Disease  Society,  the 
American  Academy  of  Pediatrics,  and  the  American  Nurses 
Association.  “We  are  trying  to  make  sure  that  people  on 
the  front  lines  know  what  the  issues  are,  and  know  how  to 
address  them.  Secondly,  we  also  looked  at  making  sure  cred- 
ible scientific  information  is  in  the  hands  of  people  who 
make  decisions.” 

Meantime,  work  continues  to  follow  up  on  public  concerns. 

In  Tennessee,  federal  grants  have  been  awarded  for  a vaccine 
safety  study  to  be  conducted  by  the  Tennessee  Pediatric  Soci- 
ety and  the  Tennessee  Department  of  Health.  “We  are  work- 
ing to  try  and  establish  a more  comprehensive  way  to  monitor 
how  effective  vaccines  are  at  decreasing  diseases  in  the  state 
and  also  track  the  adverse  reactions  associated  with  vaccines,” 
says  Edwards,  who  will  be  heading  up  the  study  with  Narramore 
and  Dr.  Allen  Craig  of  the  state  health  department. 

Worth  the  Risk 

Risky  or  not,  the  consensus  among  mainstream  physi-  I 
cians  is  that  the  benefits  of  vaccination  far  outweigh  any  J 
hazards.  “For  the  dollar  spent,  it’s  the  best  investment  that  '| 
pays  the  highest  rate  of  return  when  it  comes  to  prevention 
of  costly  illnesses,”  says  Vann,  who  reminds  us  that  life  , 
itself  is  a risky  proposition.  “Now,  we  don’t  want  any  ad-  i 
verse  reactions  and  we  certainly  don’t  want  to  take  risks 
that  are  unnecessary,  but  everything  in  life  is  much  riskier 
than  vaccinations:  driving,  riding  bicycles— we  take  those 
sort  of  risks  all  the  time.” 

Geilin  offers  this  summation:  “Let  the  weight  of  science 
help  you  make  a decision.  The  weight  of  science  is  largely  in 
favor  of  using  vaccines  to  control  diseases.  There  are  true 
risks,  but  they’re  rare;  there  are  side  effects  that  are  more  I 
common,  but  they’re  not  serious.  We  want  to  make  sure  what 
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“All  licensed  vac- 
cines in  the  United 
States  are  safe  and 
effective,  but  none 
is  either  absolutely 
safe  or  completely 
effective.  Some 
vaccines  will  have 
an  untoward  reac- 
tion, and  some  will 
not  always  be  fully 
protected.  The  goal 
in  vaccine  develop- 
ment is  to  achieve 
the  highest  degree 
of  protection  with 
the  lowest  rate  of 
untoward  effects.” 

Excerpt  from  the  Red 
Book  physicians’  guide 
issued  by  the  American 
Academy  of  Pediatrics 


we’re  getting  is  safe  and  effective  because  the  point  is  to 
minimize  disease.” 

Physician  Response 

When  the  issue  of  vaccine  safety  is  explored  in  a public 
forum,  such  as  the  media  or  the  Internet,  your  patients  may 
hear  about  it  before  you  do  . . . and  you  may  get  some  ques- 
tions the  next  time  they  see  you. 

Gellin  says  physicians  are  in  a unique  position  to  clear  up 
the  confusion.  “People  still  look  to  their  doctor  to  try  and 
help  sort  out  information  that’s  relevant  for  their  own  health. 
If  we  don’t,  then  they’ll  go  somewhere  else.”  He  suggests 
answering  their  specific  concerns  and  not  giving  them  more 
information  than  they  are  looking  for. 

Edwards  heartily  endorses  the  book,  What  Every  Parent 
Should  Know  About  Vaccines,  by  Dr.  Paul  Offitt,  head  of 
pediatrics  at  Children’s  Hospital  of  Pennsylvania.  She  rec- 
ommends that  physicians  purchase  several  copies  and  lend 
them  out  to  parents  and  patients.  Further  questions  can  be 
routed  through  the  Tennessee  Medical  Association  or  the 
Tennessee  Pediatric  Society.  “I  think  the  message  to  doctors 
is,  you  definitely  need  to  give  parents  all  the  information 
that’s  possible — answer  their  questions  in  a thorough  and 
thoughtful  way,”  Edwards  adds. 

White  agrees  that  the  physician-patient  relationship  is  the 
key  to  providing  some  good,  reliable  information.  “Nobody 
is  perfect,  and  people  know  that,  but  if  you  gain  their  trust, 
they’re  going  to  trust  you  anyway,  whether  they  trust  the 
medical  profession  in  general.  ‘He’s  my  doctor  and  I believe 
what  he  says  and  I’ll  ask  him  if  I have  a question.’  ”□ 


Vaccine  Safely  on  the  Web 

When  you’ve  answered  your  patients’  ques- 
tions and  they  still  want  more  information, 
where  should  you  go?  The  following  Internet 
sites  have  been  recommended  by  our  experts 
as  reliable,  authoritative  sources  for  informa- 
tion on  vaccine  safety: 

www.cdc.gov/nip/vacsafe/ 

www.aap.org/family/parents/immunize.htm 

www.immunize.org/index.htm 

Iwww.newsfile.com/x1z.html 

www.cumberlandpediatricfd.com 

www.immunizationinfo.org 

Tennessee  Medicine  ~ December,  1999 


YOUR  WAY 


TO  FINANCIAL 

SUCCESS! 


Finding  your  way  through  the  jungle  of 
mutual  funds  can  be  difficult.  That’s  why 
you  need  a MAP  — Cambridge  Equity 
Advisor’s  Mutual  Fund  Advisory  Program. 
With  a minimum  of  just  $25,000,  MAP 
brings  you  a portfolio  of  carefully  selected 
mutual  funds  chosen  and  managed  by  one 
of  the  most  highly  regarded  managers  in 
the  country.  Use  our  MAP  to  get  where  you 
want  to  go!  Call  for  your  investment  kit. 


MAP  Account 

12-Month  Return* 

Capital  Appreciation  .... 

+41.0% 

Small  Cap 

+45.4% 

Growth  & Income  

+30.9% 

Income  & Growth  

+ 17.7% 

Blue  Chip 

+33.5% 

Strategic  Opportunity.. 

+55.6% 

International  Growth  .. 

+21.3% 

* All  returns  are  from  9/30/98  to  9/30/99  and  are  net  of  man- 
agement fees  ana  any  costs.  Performance  data  is  historical  and 
should  not  be  interpreted  as  an  indicator  of  future  results. 
Long-term  returns  on  these  accounts  may  have  been  lower  or 
higher  than  these  returns.  Please  read  our  material  carefully 
before  making  a decision. 

4 

Cambridge 
Equity  Advisors 

1-800-426-1391 


5214  Maryland  Way,  Suite  309 
Brentwood,  TN  37027 
Fax:  (615)  371-9001 
www.cambridgeinvestments.com 
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Health  Policy  Report 

Evaluation  of  TennCare: 
Examining  Competing  Interests 

Robert  Tamburo,  MD;  Marie  Barnard,  BA;  Mauro  DiBari,  MD,  PhD; 
Robert  Wyatt,  MD;  David  Mirvis,  MD 


In  1994,  faced  with  uncontrolled  escalation  in  costs  and  a 
burgeoning  enrollment  in  Medicaid,  the  State  of  Tennessee 
enacted  TennCare.  This  innovative  program  radically  changed 
health  care  delivery  to  Medicaid  recipients  by  replacing  the 
traditional  fee-for-service  system  with  a compulsory  managed 
care  plan.1  TennCare  has  been  in  place  for  over  five  years  and, 
thus,  it  is  now  both  reasonable  and  necessary  to  evaluate  this 
program. 

However,  the  evaluation  of  a program  that  involves  the 
delivery  of  health  services  to  nearly  one-fourth  of  the  state’s 
population,  including  one-half  of  the  state’s  children,  is  a 
difficult  task.  Simply  selecting  the  specific  measures  to  be 
assessed  is  influenced  by  the  different  and  often  conflicting 
perspectives  of  those  affected  by  the  program.  There  are  many 
groups  that  have  major  interests  in  evaluating  TennCare,  in- 
cluding, but  certainly  not  limited  to,  the  state  government, 
managed  care  organizations  (MCOs),  physicians,  and  en- 
rolled participants. 

Each  of  these  groups  has  a particular  interest  in  produc- 
ing a report  card  that  meets  its  specific  needs  in  regard  to  the 
TennCare  program.  The  MCOs  must  report  to  the  state,  and 
the  state  must,  in  turn,  report  to  the  federal  government.  It  is 
in  the  interest  of  both  the  state  and  the  MCOs  to  produce  a 
report  card  that  favorably  reviews  the  program. 

Physicians  and  the  patient  advocacy  groups  (PAGs),  on  the 
other  hand,  are  much  less  interested  in  promoting  the  success 
of  TennCare,  being  instead  much  more  interested  in  the  im- 
pact the  program  has  had  on  their  own  needs  and  those  of  their 
constituents.  For  physicians,  the  report  card  will  reflect  their 
dual  roles  as  patient  advocates  and  autonomous  health  care 
professionals.  PAGs  groups  will  seek  a report  card  that  mea- 
sures the  specific  needs  and  interests  of  their  constituents. 

Clearly,  the  specific  measures  proposed  to  assess  TennCare 
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will  vary  greatly,  and  may  even  be  in  conflict,  from  each  of 
these  perspectives.  As  McGlynn2  recently  suggested,  the  best 
way  to  evaluate  a health  care  system  is  to  balance  the  inter- 
ests of  those  involved.  Which  variables  are  covered,  as  well 
as  the  specific  measures  to  be  included,  are  important;  what 
is  measured  is  what  various  groups  will  pay  attention  to  and 
what  payers  and  providers  will  seek  to  optimize.  Thus,  the 
report  card  elements  will  not  only  serve  as  a measure  of  the 
past,  but  will  determine  to  a significant  extent  what  actions 
will  take  place  in  the  future. 

In  addition,  the  measures  developed  must  meet  the  basic  ; 
standards  of  any  report  card.2  3 That  is,  the  measures  must  be 
quantifiable,  reliable  (repeated  measurements  produce  the 
same  results),  valid  (the  measures  reflect  what  is  trying  to  be  j 
measured,  e.g.,  quality),  accurate  (derived  from  complete  and 
precise  data  sources),  adjustable  (analysis  methods  account  ; 
for  factors  other  than,  e.g.,  quality  of  care,  that  influence  the 
measure),  and  efficient  (data  can  be  collected  with  accept-  < 
able  cost). 

This  discussion  will  consider  the  viewpoints  of  the  state, 
the  MCOs,  the  physicians,  and  the  patients,  and  will  posit 
that,  at  a minimum,  cost,  quality,  coverage,  access  to  care, 
and  patient  satisfaction  should  be  assessed.  Each  group  has 
an  interest  in  defining  the  performance  measures  within  each 
of  these  categories.  This  discussion  will  explore  these  differ- 
ent perspectives  and  highlight  conflicts  and  similarities. 

Health  Care  Costs 

Since  the  financial  impact  of  providing  health  care  to  Med-  i 
icaid  enrollees  was  the  major  driving  force  behind  the  imple- 
mentation  of  TennCare,  cost  clearly  must  be  a component  of 
the  report  card.  In  fact,  from  the  perspective  of  the  state  and 
the  MCOs,  cost  will  be  the  most  important  measure  of  the  I « 
report  card.  The  state  will  argue  that  the  actual  annual  cost  of 1 se 
TennCare  be  compared  to  what  costs  would  have  been  under  ( $e 
the  prior  Medicaid  finance  system,  and  will  seek  to  construct ; 
measures  that  show  that  TennCare  reduced  the  costs  of  health  to 
care  to  both  the  state  and  federal  governments.  It  will  also  ini 
offer  a comparison  of  current  capitation  rates  with  Medicaid  pri 
managed  care  programs  of  other  states  and  selected  bench-  foL 
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mark  programs  to  demonstrate  the  adequacy  of  funding. 

The  MCOs  will  concur  with  the  state  that  a comparison 
between  the  projected  Medicaid  costs  and  the  actual  state 
expenditures  on  TennCare  will  demonstrate  most  effectively 
the  impact  TennCare  has  had  on  the  cost  of  health  care.  How- 
ever, the  MCOs  will  seek  to  show  that  current  capitation  rates 
are  not  adequate  to  maintain  the  program  (as  evidenced  by 
closure  of  several  MCOs)  by  promoting  a comparison  to  pay- 
ment rates  of  other  health  care  delivery  systems  such  as  Medi- 
care, private  insurance,  and  private  managed  care  systems, 
and  by  including  financial  measures  such  as  operating  mar- 
gins of  managed  care  organizations,  hospitals,  and  the  like. 

In  contrast,  cost  will  not  be  a primary  component  of  the 
evaluation  for  PAGs  and  for  physicians.  Physicians  will  be 
much  less  interested  in  emphasizing  the  overall  cost  savings, 
and  more  interested  in  demonstrating  the  costs  they  have  in- 
curred as  a result  of  the  program.  These  issues  can  be  ad- 
dressed by  comparing  reimbursement  rates  from  MCOs  to 
those  from  other  payers,  including  Medicare  and  private  car- 
riers, and  assessing  the  timeliness  of  payments.  The  percent- 
age of  re-filed  claims  and  appeals  of  denial  for  subspecialty 
or  out  of  plan  referral  may  be  used  to  assess  the  administra- 
tive burden  placed  on  physicians  by  the  program. 

The  PAGs  will  be  interested  in  assuring  that  cost-saving 
has  not  occurred  at  the  sacrifice  of  quality  care  and  not  with 
increases  in  out-of-pocket  expenses  by  constituents.  Thus, 
demonstrating  cost  control  will  not  be  a primary  objective,  but 
rather  one  for  use  in  assessing  reasons  for  or  correlates  of 
changes  in  measures  of  quality,  access,  and  patient  satisfac- 
tion. For  example,  patient  advocates  would  want  the  MCOs  to 
report  their  medical  loss  ratios  to  determine  how  much  of  the 
capitated  payment  received  from  the  state  is  spent  on  activities 
other  than  patient  care.  They  will  also  wish  to  assure  that  high- 
risk,  high-cost  patients  are  not  being  excluded  from  the  sys- 
tem to  reduce  costs,  and  that  out-of-pocket  costs  have  not  been 
increased  in  order  to  generate  state  savings  or  MCO  profits.4 

Quality 

Though  all  will  readily  agree  that  quality  must  be  included 
in  any  health  care  system  assessment,  the  components  of  that 
assessment  will  be  a matter  of  much  contention.  The  state 
and  the  MCOs  will  strive  to  demonstrate  that  the  quality  of 
care  has  been  maintained  while  the  primary  goals  of  cost 
reduction  and  expanded  coverage  have  been  achieved.  They 
will  thus  promote  measures  that  reflect  broadly  based  health 
services  such  as  preventive  care  and  will  use  prior  Medicaid 
service  levels  as  benchmarks  for  comparison. 

For  example,  the  state  and  the  MCOs  may  recommend  a 
comparison  with  pre-TennCare  Medicaid  standards,  focus- 
ing on  measures  such  as  immunizations,  mammography,  and 
prenatal  care,  arguing  that  preventive  care  is  the  purported 
foundation  of  a managed  care  system.  Some  of  these  find- 


ings have  already  been  reported.5  Additionally,  they  will  in- 
sist that  common,  well-defined  clinical  conditions  with  rela- 
tively standard  therapies  be  assessed  as  markers  of  the  qual- 
ity of  acute  care.  Diabetes  and  asthma  are  two  that  have 
already  been  assessed  using  emergency  room  visits  and  hos- 
pitalizations as  outpatient  care-sensitive  measures.6  Finally, 
the  MCOs  would  like  to  emphasize  that  they  have  adopted 
evidence-based  standardized  therapeutic  practice  guidelines 
to  ensure  that  the  quality  of  care  provided  is  high. 

Physicians,  in  their  role  as  patient  advocates,  will  place  a 
high  premium  on  quality  assessment.  They  will  assert  that  it 
is  the  physician’s  professional  obligation  to  advocate  the  high- 
est level  of  care,  and  not  merely  “adequate”  care,  for  their  pa- 
tients. They  will  advocate  an  assessment  that  compares  popu- 
lation based  statistics  to  those  of  groups  with  private  insurance 
or  to  benchmark  rates  based  upon  professional  practice  stan- 
dards rather  than  to  Medicaid  statistics.  Their  report  card  will 
also  stress  individual  events  in  which  optimal  care  was  com- 
promised for  high-risk  groups  rather  than  only  reporting  the 
prevalence  of  basic  care  for  the  overall  population. 

As  professionals  concerned  with  preserving  their  auton- 
omy to  practice  medicine,  physicians  will  seek  to  show  that 
the  constraints  that  managed  care  systems  place  upon  their 
discretionary  role  as  consummate  patient  advocates  affect 
quality  of  care.  For  example,  they  will  also  seek  to  assess  the 
impact  of  managed  care  systems  (such  as  gatekeeping)  on 
referrals  to  specialists  and  for  high-technology  (expensive) 
tests  and  procedures,  etc.  as  measures  of  quality  rather  than 
as  issues  of  finance  or  access. 

PAGs  will  share  many  of  the  concerns  of  the  physicians. 
They  will  assert  that  quality  cannot  be  assessed  at  the  societal 
level,  but  rather  at  the  level  of  each  individual.  Consequently, 
a high  premium  must  be  placed  on  each  complaint  of  a per- 
ceived compromise  in  the  quality  of  care  and  on  demonstrat- 
ing the  effects  of  TennCare  on  vulnerable  groups  with  spe- 
cific health  care  issues.  They  would  oppose  the  comparison  to 
pre-TennCare  Medicaid  standards,  arguing  that  the  implicit 
premise  in  this  choice  is  to  assign  an  absolute  priority  to  cost- 
containment  and  not  to  quality  of  care.  Medicaid  patients,  in- 
deed, have  been  shown  to  suffer  from  the  same  poor  outcome 
experienced  by  the  uninsured.7  They  will  also  stress  the  im- 
pact of  managed  care  on  patient  satisfaction  as  a direct  mea- 
sure of  quality8  rather  than  as  a marketing  tool.  PAGs  will 
insist  that  quality  be  viewed  as  the  freedom  to  receive  the  level 
of  care  that  patients  (and  their  physicians)  deem  appropriate. 

Coverage 

Increasing  health  care  coverage  was  a primary  goal  of  the 
TennCare  proposal.1  The  state  and  MCOs  will  be  interested 
in  demonstrating  that  coverage  has  increased,  both  in  terms 
of  number  of  enrollees  and  in  services  provided.  The  physi- 
cians and  patient  advocates  will  focus  on  groups  to  whom 
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coverage  may  not  have  been  extended  and  on  limitations 
placed  on  selected  aspects  of  care  under  TennCare. 

The  state  will  be  determined  to  show  that  TennCare  has 
resulted  in  providing  health  insurance  to  a significant  num- 
ber of  Tennesseans  previously  without  health  insurance.  It 
will  advocate  for  an  assessment  of  the  number  of  previously 
uninsured  residents  who  are  now  covered  under  TennCare. 
The  state  will  also  contend  that  the  benefits  included  within 
the  TennCare  plan  should  be  compared  with  the  previous 
benefits  provided  by  Medicaid  to  illustrate  that  coverage  has 
been  increased  not  only  on  a societal  level  but  on  an  indi- 
vidual level  as  well.  This  is  an  important  part  of  evaluating 
TennCare,  as  the  goal  was  to  increase  services  and  coverage 
while  containing  costs. 

The  MCOs  will  share  these  views  of  the  state.  However, 
they  will  try  to  emphasize  that  the  expansion  of  covered  ser- 
vices which  will  be  documented  in  the  report  card  is  a finan- 
cial drain  on  their  resources,  i.e.,  that  they  are  being  asked  to 
do  more  with  less. 

PAGs  will  argue  that  coverage  cannot  be  assessed  only 
on  these  global  terms,  but  should  be  assessed  more  specifi- 
cally in  cohorts  with  high  need.  Surveys  of  homeless  shel- 
ters, lower  socioeconomic  neighborhoods,  and  lower  socio- 
economic schools  may  offer  more  useful  assessments  of  the 
numbers  of  individuals  still  without  health  care  coverage. 

Physicians,  hoping  to  ensure  that  all  patients  seen  will  have 
some  form  of  health  care  coverage,  would  share  this  view. 
The  physicians  will  also  attempt  to  identify  constraints  on 
medical  resources  such  as  limited  formularies,  referrals,  and 
diagnostic  tests.  Additionally,  they  may  again  advocate  com- 
parison of  individual  benefits  with  private  insurance  compa- 
nies as  opposed  to  the  Medicaid  standards. 

An  important  area  of  contention  between  groups  may  also 
be  the  definition  of  health  insurance  coverage  and,  inversely, 
the  definition  of  uninsured  status.  To  groups  attempting  to 
maximize  the  appearance  of  insurance  coverage,  a restric- 
tive definition  of  lack  of  insurance,  e.g.,  requiring  no  in- 
surance coverage  for  all  parts  of  a year  to  be  considered  un- 
insured, will  be  favored.  Advocacy  groups,  in  contrast,  may 
support  a much  more  open  requirement,  e.g.,  requiring  broad 
coverage  for  a full  12  months  to  be  considered  insured.  These 
differences  in  definition,  coupled  with  differences  in  survey 
techniques  (e.g.,  telephone  surveys  that  oversample  higher 
income  groups  versus  public  school  based  surveys  that 
oversample  lower  income  groups)  have  already  produced  sig- 
nificant differences  in  rates  of  insurance  coverage.9 

Access 

Access  to  health  care  will  clearly  be  a critical  component  of 
this  report  card.  This  need  is  based  upon  the  distinction  between 
coverage  and  access;  a service  may  be  covered  by  insurance 
but  may  not  be  offered  in  a manner  that  allows  appropriate 


access.  The  state  will  need  to  demonstrate  that  the  systems 
they  have  developed  provide  adequate  support  to  ensure  that 
access  is  appropriate  and  broader  than  under  Medicaid.  How- 
ever, the  state  will  assert  that  the  MCOs  are  responsible  for 
providing  care,  and  are  therefore  responsible  for  ensuring 
adequate  access  to  that  care.  Thus,  the  access  measures  may 
be  viewed  by  the  state  as  an  assessment  of  the  MCOs’  fulfill- 
ment of  their  contractual  obligations.  These  obligations  include 
offering  to  enrollees  a broad  panel  of  physicians  practicing 
within  specific  distances  from  their  homes  and  who  can  be 
seen  within  defined  times  after  seeking  an  appointment. 

Both  the  state  and  the  MCOs  will  seek  measures  that  show 
high  levels  of  access.  Thus,  broad  measures  of  access  for  the 
general  population  to  widely  available,  basic  health  care  ser- 
vices will  predominate.  The  MCOs  may,  however,  seek  to 
minimize  the  impact  of  this  category  for  several  reasons.  First, 
it  is,  as  noted  above,  likely  to  be  considered  a direct  measure 
of  their  functions.  Second,  and  more  importantly,  attempting 
to  maximize  access  to  “get  a better  grade”  will  result  in  greater 
costs.  MCOs  will  assert  that  any  difficulties  with  access  are 
the  result  of  inadequate  payments  from  the  state. 

PAGs  will  focus  much  interest  on  this  component  of  the 
report  card.  They,  as  well  as  physicians,  will  seek  to  study 
the  limits  on  access  to  needed  care  by  specific  high-risk  popu- 
lations such  as  the  elderly  or  those  with  chronic  illness  or 
those  that  make  up  specific  advocacy  groups.  They  will  again 
argue  that  any  comparison  with  pre-TennCare  Medicaid  stan- 
dards is  unacceptable,  as  there  is  much  data  demonstrating 
that  Medicaid  patients  suffer  from  the  same  access  limita- 
tions as  the  uninsured.10  Finally,  physicians,  concerned  with 
erosion  of  their  professional  autonomy  as  well  as  with  issues 
perceived  to  be  directly  related  to  quality  of  care,  will  seek  to 
add  measures  of  access  to  specific  services  such  as  subspe- 
cialty consultation  and  high-cost  discretionary  procedures. 

Satisfaction 

Perhaps  above  all  else,  patient  satisfaction  will  be  the  key 
element  of  this  report  card.  It  incorporates  all  other  compo- 
nents and  provides  a composite  assessment  of  each  of  these. 
For  example,  studies  have  shown  that  patients  may  be  valid 
evaluators  of  the  quality  of  the  health  care  system8  as  well  as 
parameters  such  as  ease  of  access  and  so  forth. 

Satisfaction  will  also  be  important  because  of  the  political 
environment  in  which  the  program  was  initiated  and  functions. 
Maintaining  the  program  will  depend  on  maintaining  public 
support,  which  may  be  more  influenced  by  measures  such  as 
satisfaction  that  reflect  patient-level  measures  that  can  easily 
be  understood  by  the  general  public.  Inversely,  lack  of  satis- 
faction may  serve  as  a rallying  point  for  advocacy  groups — 
for  patients  or  professionals — to  demand  reforms. 

Consequently,  accurate  determinants  of  patient  satisfac- 
tion will  be  critical  to  this  report  card.  However,  there  will  be 
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strong  disagreement  as  to  who  should  be  surveyed,  when  they 
should  be  surveyed,  and  about  what  they  should  be  surveyed. 
The  state  will  argue  that  the  best,  or  at  least  the  most  favor- 
able, assessment  will  come  from  patient  surveys  conducted 
in  the  providers’  offices.  In  this  way,  only  those  who  have 
had  the  opportunity  to  utilize  the  system  will  be  studied,  as 
opposed  to  an  overall  mail  survey.  The  MCOs  would  also 
favor  a survey  of  patients  at  the  providers’  offices.  In  fact, 
this  assessment  may  be  further  refined  to  include  only  those 
who  have  been  in  the  MCO  for  over  a year,  i.e.,  enrollees 
more  likely  to  be  functioning  well  within  the  system  and  there- 
fore be  more  able  to  offer  a favorable  assessment. 

The  PAGs  may  be  quick  to  contest  these  modes  of  mea- 
suring satisfaction.  They  would  argue  that  these  types  of  sur- 
veys are  biased  towards  those  who  understand  the  system 
and  are  functioning  effectively  within  the  system.  They  would 
emphasize  that  an  assessment  of  patient  understanding  of  the 
system  is  mandatory  prior  to  any  other  assessment.  If  enroll- 
ees do  not  understand  the  system,  they  will  find  it  frustrating 
and  confusing.3  They  would  offer  that  former  Medicaid  pa- 
tients, accustomed  to  receiving  routine,  nonemergency  care 
in  the  emergency  room,  may  be  confused,  frightened,  and 
perhaps  even  hostile  when  being  directed  from  emergency 
rooms  to  the  primary  care  provider  for  routine  therapy.  Con- 
fusion as  to  who  is  an  approved  provider  and  who  is  not, 
being  asked  to  make  copayments  for  non-approved  care,  and 
being  denied  nonemergency  therapy  from  unapproved  cen- 
ters will  add  to  these  feelings.  Consequently,  PAGs  will  de- 
mand that  broader-based  patient  surveys  including  all  poten- 
tial users,  not  simply  those  functioning  well  within  the  system, 
be  conducted.  As  for  prior  issues,  they  will  argue  for  relative 
oversampling  of  high-risk  categories  rather  than  a broad 
sample  of  all  enrollees. 

Physicians  would  question  the  fundamental  premise  that 
measures  of  patient  satisfaction  accurately  reflect  actual  qual- 
ity of  care.  If  patient  satisfaction  surveys  are  deemed  neces- 
sary, physicians  would  ask  that  surveys  be  conducted  at  their 
offices,  and  include  questions  specifically  assessing  prob- 
lems in  obtaining  referrals  or  needed  therapies  including  spe- 
cific medications.  Physicians  will  also  question  the  absence 
of  a survey  of  provider  satisfaction,  noting  that  they  are  also 
key  constituents  of  the  TennCare  program. 

Conclusion 

This  brief  analysis  suggests  that  each  of  the  stakeholders 
I we  have  considered  share  some  concerns  with  others,  but 
l differ  significantly  as  to  other  concerns.  In  addition  to  the 
) four  groups  we  have  considered,  other  groups,  such  as  aca- 
demic health  centers,  mental  health  providers,  and  the  fed- 
eral government  have  a keen  interest  in  this  program.  While 
no  evaluation  will  meet  the  needs  of  all  parties,  this  should 
not  be  a barrier  to  undertaking  such  an  evaluation.  Anec- 


dotal information  from  the  various  perspectives  has  been  fre- 
quently reported,  but  a data-based  report  card  would  provide 
an  analytic  review  that  would  be  useful  for  all  parties.  As  has 
been  demonstrated,  there  are  often  competing  interests  that 
influence  how  to  measure  certain  components  of  the  pro- 
gram. Perhaps  multiple  measures  of  the  same  construct  are 
necessary  to  provide  a fair,  overall  evaluation. □ 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

A Horrible  System  for  Everybody 

J.  Kelley  Avery,  MD 


Case  Report 

The  family  physician  had 
been  this  patient’s  doctor  for 
about  10  years,  during  which 
he  had  been  treated  for  a few 
minor  illnesses  and  injuries. 
This  present  episode  of  care 
began  with  the  patient  com- 
plaining of  low  back  pain, 
to  which  he  added,  some- 
what as  an  afterthought,  that 
he  was  having  some  bright 
bleeding  when  he  had  a 
bowel  movement.  He  first 
noticed  the  blood  in  the  com- 
mode mixed  with  the  stool, 
but  not  on  the  toilet  paper. 
The  physician  did  a brief 
examination  focused  on  the 
chief  complaint  of  backache 
and  rectal  bleeding.  On  rec- 
tal examination  the  stool  on 
the  examining  glove  was 
negative  for  blood  by  guaiac 
test.  The  patient  was  reas- 
sured, and  given  some  instruc- 
tions relative  to  his  low  back 
pain,  and  for  three  consecu- 
tive examinations  of  the  stool 
at  home  using  the  Hemoccult 
technique.  The  record  does  not  indicate  whether  or  not  he 
complied  with  those  instructions.  Within  the  month,  the  pa- 
tient reported  that  he  was  still  having  some  rectal  bleeding, 
but  there  was  no  documented  examination  and,  from  the 
record,  the  presumption  is  that  he  was  advised  by  office  staff 
to  make  an  appointment  and  return  about  a week  later. 

On  this  return  visit,  the  history  was  that  the  patient  was 
having  some  bright  bleeding  with  each  stool,  but  had  not 
noted  any  tarry  stools.  These  had  increased  during  the  last 
two  weeks.  There  was  no  family  history  of  colon  cancer.  The 
examination  revealed  some  comedones  around  the  anal  open- 
ing. At  the  five  o’clock  position  on  the  anus  the  physician 


noted  a small  fissure  from  which  he  believed  the  blood  had 
come,  though  he  found  no  blood  on  anoscopic  examination. 
The  prostate  was  said  to  be  enlarged,  boggy,  and  slightly 
tender.  He  was  given  prescriptions  for  a sulfa  derivative  for 
his  prostatitis,  anal  suppositories,  and  a bulk  laxative.  Warm 
soaks  were  advised  as  well.  Two  weeks  later  the  wife  called 
in  to  report  that  her  husband  was  still  having  rectal  bleeding, 
but  that  if  asked  he  would  deny  it.  Indeed,  when  asked  by  an 
associate  of  the  family  physician,  the  patient  did  deny  the 
bleeding.  His  wife  again  called  and  requested  that  his  doctor 
inquire  about  the  bleeding.  He  was  seen  a few  days  later  for 
an  upper  respiratory  infection,  and  at  that  visit  the  physician 
recommended  complete  studies  including  sigmoidoscopic 
examination.  The  patient  refused  the  referral. 

Ten  months  after  the  initial  complaint  of  rectal  bleeding 
the  patient  was  seen  by  his  doctor  for  complaints  of  abdomi- 
nal cramping,  some  low  back  pain,  and  continued  rectal 
bleeding.  The  examination  of  the  abdomen  was  negative  for 
tenderness  or  masses,  and  bowel  sounds  were  present  and 
normal.  The  patient  denied  constipation.  Anoscopic  exami- 
nation was  repeated  with  the  same  finding  of  a shallow  fis- 
sure. Again  a rectal  examination  was  done,  and  this  time  the 
material  on  the  examining  glove  was  positive  for  blood.  Both 
doctor  and  patient  were  increasingly  concerned  about  the 
possibility  of  disease  higher  up  in  the  bowel.  A barium  en- 
ema and  a sigmoidoscopic  examination  were  scheduled. 

Examination  revealed  a flat  lesion,  vascular  in  appear- 
ance, which  on  biopsy  was  found  to  be  a moderately  well- 
differentiated  adenocarcinoma  of  the  rectum.  The  patient 
was  referred  to  a colorectal  surgeon  who  scheduled  surgery, 
hoping  to  be  able  to  do  a primary  anastomosis,  but  this  proved 
to  be  impossible,  making  an  abdomino-perineal  resection 
with  permanent  colostomy  the  procedure  of  choice.  The  tis- 
sue specimen  was  examined  in  its  entirety  and  five  lymph 
nodes  were  found  to  be  positive  for  the  cancer. 

About  one  year  after  the  surgery  a chest  x-ray  showed 
lesions  in  both  the  right  upper  and  the  left  lower  lobes  of  the 
lungs.  These  lesions  progressed  in  size  and  the  patient  was 
advised  that  he  was  incurably  ill  and  further  treatment  would 
not  only  prolong  his  life,  but  would  adversely  affect  the 
quality  of  his  remaining  months.  He  subsequently  devel- 
oped some  mental  changes,  with  stumbling  about  and  dis- 
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orientation,  which  proved  to  be  due  to  brain  metastases. 

A lawsuit  was  filed  charging  the  family  physician  with 
failure  to  diagnose  and  treat  colon  cancer  in  a timely  manner. 
The  case  was  tried  initially  resulting  in  a jury  verdict  in  favor 
of  the  physician.  However,  on  appeal,  the  case  was  remanded 
back  to  the  trial  court  for  retrial.  The  trial  had  been  a severe 
emotional  strain  on  the  family  of  the  plaintiff  and  on  the  de- 
fendant physician.  Nobody  wanted  to  repeat  this  experience. 
Settlement  was  reached  for  a relatively  small  amount. 

Loss  Prevention  Comments 

Early  in  the  course  of  the  investigation  of  this  lawsuit  a 
dispute  developed  between  the  patient  and  the  defendant 
physician  as  to  whether  the  Hemoccult  tests  on  the  stool 
done  early  in  the  course  of  his  disease  were  reported  to  the 
physician.  The  wife,  the  patient  being  disoriented  and  men- 
tally incompetent  at  the  time,  insisted  that  they  had  informed 
the  physician’s  office  that  the  tests  had  all  been  positive.  The 
physician  insisted  that  the  tests  had  not  been  reported  and 
consequently  he  assumed  that  the  tests  had  been  negative. 
There  was  no  documentation  either  way. 

It  has  to  be  pointed  out  that  during  the  trial  the  patient 
presented  a pitiable  picture,  with  his  difficulty  walking  and 
his  obvious  mental/emotional  deterioration.  The  trial  was  a 
devastating  experience  for  all  concerned.  In  spite  of  all  of 
this,  the  jury  verdict  was  one  favoring  the  defendant  physi- 
cian. On  appeal,  nobody  wanted  to  repeat  this  experience, 
but  retrial  was  scheduled. 

The  plaintiffs  experts  insisted  the  delay  of  a year  in  do- 
ing the  definitive  tests  determined  the  bad  result.  Of  course, 
the  defense  experts  all  contended  that  no  one  could  tell  the 
time  of  onset  of  the  cancer,  or  that  the  delay  had  anything  to 
I do  with  the  outcome.  However,  with  this  testimony  taking 
the  physician  out  of  an  acceptable  standard  of  care,  and  the 
terribly  sympathetic  picture  of  the  plaintiff  and  his  family, 
the  settlement  was  accepted. 

How  should  this  family  physician  have  conducted  his 
care  of  this  patient?  On  the  first  encounter  with  this  com- 
plaint of  rectal  bleeding  the  attending  physician  documented 
that  he  ordered  three  consecutive  stool  examinations,  to  be 
carried  out  by  the  patient  himself.  There  was  no  documented 
report  on  these  tests,  though  the  patient  contended  that  the 
physician’s  office  was  called  and  informed  that  the  tests  had 
been  positive.  In  the  absence  of  a report  on  these  tests,  the 
physician  assumed  that  the  tests  had  been  negative  or  that  the 
patient  had  not  done  the  tests  as  prescribed.  On  the  next  en- 
[1  counter,  the  patient  again  complained  of  rectal  bleeding,  and, 
r thinking  that  the  Hemoccult  tests  had  been  negative,  one 
physician  did  an  anoscopic  examination,  found  the  anal  fis- 
sure, and  assumed  it  was  the  site  of  the  bleeding.  It  was  treated, 
and  it  was  eight  months  before  the  complaint  was  brought  to 
the  doctor’s  attention  again.  At  this  time,  the  attending  physi- 


cian advised  the  complete  study,  but  it  was  refused  by  the 
patient.  It  was  only  after  two  months  that  the  patient  finally 
cooperated  with  the  recommendation,  the  diagnosis  was  made, 
and  definitive  surgery  was  done. 

The  question  remains  as  to  whether  or  not  the  physician 
made  logical  clinical  decisions  based  on  the  information  he 
had.  The  ending  of  the  first  trial  in  a defendant’s  verdict  indi- 
cated that  the  jury  believed  that  the  attending  physician  had 
made  clinical  decisions  within  an  acceptable  standard  of  care. 

The  absence  of  documentation  of  the  events  in  these  on- 
going visits  was  perhaps  a fatal  error  that  would  have  been 
further  exploited  at  retrial.  The  emotional  trauma  for  every- 
body involved  in  the  first  trial  was  an  experience  nobody 
wanted  to  repeat.  The  attending  physician  requested  settle- 
ment if  such  could  be  reached  for  a reasonable  amount.  This 
was  done,  and  the  agony  ended.  Nobody  was  satisfied!  No- 
body ever  is  in  medical  malpractice  lawsuits! 

This  case  illustrates  the  vagaries  of  the  medical  malprac- 
tice legal  system.  It  also  illustrates  the  necessity  of  careful, 
complete  documentation  of  the  story  of  the  physician-pa- 
tient encounters  during  the  course  of  investigating  and  man- 
aging a complaint. □ 
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Depression  and  Its  Somatic  Cloak 

Richard  C.  Sexton  Jr.,  MD 


Introduction 

Depression  is  a major  health  problem  in  this  country  and 
throughout  the  world.  It  is  the  leading  cause  of  illness  and 
disability  from  psychiatric  illness,  and  it  is  one  of  the  most 
common  illnesses  seen  by  primary  care  physicians.  Sixty 
percent  of  patients  with  major  depression  who  seek  profes- 
sional help  are  seen  and  definitively  treated  by  primary  care 
physicians.1  It  is  estimated  that  there  are  19  to  20  million  new 
cases  each  year  and  that  4.8%  to  8.6%  of  all  patients  seen  in 
the  offices  of  primary  care  physicians  are  depressed.1 

With  the  aging  of  our  population,  increased  sociodemo- 
graphic stresses,  urbanization,  and  competitiveness,  the  inci- 
dence of  depression  is  increasing.  Depressed  patients  utilize 
medical  services  more  than  non-depressed  patients.2  The  good 
news  is  that  with  early  diagnosis,  80%  to  90%  of  depressed 
patients  can  be  successfully  treated.1 

Disability  from  depression  can  be  severe,  oppressive  and 
protracted.  It  is  estimated  that  the  cost  of  depression  in  the 
United  States  is  $43.9  billion  annually.  The  medical  portion 
of  this  cost  is  estimated  to  be  $12.4  billion,  with  suicide  re- 
lated costs  accounting  for  $7.5  billion  of  this  total.1  Absen- 
teeism and  loss  of  productivity  accounts  for  $23.8  billion.  It 
should  be  added  that  the  impaired  quality  of  life  in  a social, 
spiritual,  and  esthetic  sense  defies  quantification. 

This  communication  will  concern  itself  primarily  with 
depression  by  the  primary  care  physician.  Its  objectives  are 
fourfold:  to  illustrate  the  extent  to  which  depressive  illnesses 
contribute  to  disability,  social  disruption  and  impaired  qual- 
ity of  life;  to  emphasize  the  need  for  early  diagnosis  and  treat- 
ment; to  emphasize  the  extent  to  which  somatic  symptoms 
(the  somatic  cloak)  can  obscure,  confuse,  and  delay  the  early 
diagnosis  and  treatment  of  depression;  and  to  emphasize  the 
role  and  success  of  the  primary  care  physician  in  the  recogni- 
tion and  treatment  of  depression. 

For  purposes  of  this  discussion,  depression  will  be  divided 
into  unipolar  disease  and  bipolar  disease.  Unipolar  disease 
will  be  divided  into  primary  and  secondary  (or  reactive)  de- 
pression. Major  emphasis  will  be  given  to  unipolar  disease. 
A more  precise  classification  is  provided  in  the  Diagnostic 
and  Statistical  Manual  of  Psychiatric  Disorders  by  the  Ameri- 
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can  Psychiatric  Association. 

Bipolar  disease  differs  from  unipolar  disease  in  many  re- 
spects. Unlike  unipolar  disease,  bipolar  disease  exhibits  an 
equal  incidence  in  men  and  women.  Patients  with  bipolar  dis- 
ease exhibit  mood  swings  with  periods  of  exhilaration,  mental 
and  physical  hyperactivity,  and  social  maladjustment  and  poor 
judgment  alternating  with  bouts  of  depression.  Family  and 
social  history  are  very  important  in  recognizing  these  patients. 
Most  of  these  patients  respond  well  to  lithium  compounds.1 
Suicide  is  a greater  risk  than  in  unipolar  disease.  Patients 
with  bipolar  disease  should  be  referred  to  a psychiatrist  for 
definitive  therapy.  If  circumstances  do  not  permit  such  a re- 
ferral, the  primary  care  physician  should  maintain  a continu- 
ous consultative  relationship  with  a psychiatric  consultant. 

Epidemiology 

Depression  is  more  prevalent  in  women  and  in  the  elderly.3 
In  1 980,  those  in  the  total  population  over  the  age  of  65  consti- 
tuted 1 1%  of  the  population,  and  it  is  anticipated  that  it  will 
reach  1 8%  to  20%  by  2020. 2 Depression  is  the  most  frequent 
psychiatric  disorder  in  the  elderly.  Reactive  or  secondary  de- 
pression exceeds  primary  depression  due  to  the  increased 
incidence  of  physical  disease,  often  chronic,  and  the  impact  of 
psychosocial  stresses  in  this  age  group.  The  elderly  constitute 
at  least  10%  of  all  patients  with  depression,  and  they  account 
for  17%  of  all  suicides.2  Personal  loss,  social  isolation,  family 
disruption,  financial  insecurity,  and  loss  of  prestige  contribute 
to  the  increased  incidence  of  depression  in  this  age  group. 

About  20%  of  women  are  affected  by  depression  at  some 
time  in  their  life,  as  contrasted  with  10%  of  men.  It  is  estab- 
lished that  36%  of  all  medically  ill  patients  have  some  symp- 
toms that  can  be  ascribed  to  depression.3  Depressed  patients 
have  more  medical  illnesses  than  non-depressed  patients,  and 
their  prognosis  is  worse.  Patients  with  chronic  illnesses  such 
as  cancer,  cardiovascular,  and  neurologic  disorders  are  par- 
ticularly prone  to  depression.3  Approximately  25%  to  30% 
of  stroke  victims  develop  depression.2  4 

Fifty  percent  to  75%  of  patients  with  eating  disorders  have 
a lifetime  history  of  episodes  of  depression.  Fifty  percent  of 
depressed  patients  have  anxiety,  either  as  a panic  disorder 
(20%)  or  as  generalized  anxiety  (30%).‘  Indeed,  a diagnosis 
of  anxiety-depression  state  is  appropriate  in  this  group,  and 
is  more  descriptive  of  the  clinical  picture. 
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TABLE  1 

RISK  FACTORS  FOR  DEPRESSION 

1 Family  or  personal  history  of  depression 

2 Female  gender 
3.  Substance  abuse 

4 Medical  comorbidity,  particularly  with  chronic  disease  in  the  elderly 

5 Postpartum  state 

6.  Eating  disorder 

7.  Generalized  anxiety  or  panic  disorder 

8 Episodes  of  illness  characterized  by  somatic  complaints  for  which  no 
physical  cause  can  be  found  (somatic  cloak) 

9 High  utilization  of  medical  services  without  obvious  physical  disease 
10.  Obsessive-compulsive  personality  disorder 


Definition  and  Diagnosis 

Depression  is  a multifaceted,  heterogeneous  disorder  that 
can  present  several  clinical  faces.  The  clinical  face  with  which 
it  presents  is  determined,  among  other  things,  by  the  extent 
of  somatization  (the  somatic  cloak),  the  personality  structure 
of  the  patient,  and  the  depth  and  duration  of  the  depression. 
Frequently,  only  by  careful  and  patient  probing  by  the  clini- 
cian, and  perhaps  after  several  office  visits  and  several  diag- 
nostic tests,  will  the  dysphoric  nature  of  the  illness  become 
apparent.  Somatic  preoccupation  in  a patient  with  no  previ- 
ous history  of  somatizing  often  signals  a depression  state. 

Dysphoria  is  the  linchpin  in  the  diagnosis  of  depression. 
It  is  manifest  by  unassuagable  sadness,  loss  of  esteem,  loss 
of  confidence,  loss  of  interest  in  things  previously  enjoyed, 
grief,  fear,  indecisiveness,  and  inappropriate  guilt.  Depressed 
patients  can  visualize  no  hope  of  improvement.  It  seems  that 
the  capacity  to  be  optimistic  and  cheerful  has  been  expunged 
from  their  psyche.  As  depression  deepens,  the  patient  may 
become  socially  disorganized,  withdrawn,  and  often  estranged 
from  family  and  friends.  Work  performance  falls  off,  and  even 
cognitive  disturbances  may  occur.  Cognitive  disturbances  in 
elderly  depressed  patients  has  been  referred  to  as  pseudode- 
mentia.1 2 3 * 5 The  differential  diagnosis  between  pseudodementia 
and  true  dementia  can  be  difficult.  If  the  clinical  picture  re- 
mains inconclusive,  a trial  of  antidepressants  is  justified,  and 
if  improvement  ensues,  it  will  often  resolve  the  diagnostic 
dilemma.  The  risk  factors  for  depression  are  listed  in  Table  1 . 

Symptoms  suggestive  of  depression  should  exist  for  at 
least  two  weeks  before  a diagnosis  of  depression  can  be  made. 
Needless  to  say,  the  evaluation  should  include  a careful  his- 
tory and  physical  examination  and  screening  laboratory  pro- 
cedures. At  a minimum,  the  laboratory  procedures  should  in- 
clude complete  blood  counts,  blood  chemistries,  and  tests  of 
thyroid  function.  In  patients  with  known  physical  disease  and 
secondary  depression,  in  addition  to  the  dysphoric  symptoms 
of  depression  there  is  often  an  increase  in  severity  and  prolon- 
gation of  symptoms  from  the  coexisting  physical  disease,  with 
a consequent  increase  in  morbidity  from  both.  It  is  as  if  there 


is  a built-in  somatic  cloak  in  this  cohort  of  depressed  patients 
that  obscures  a superimposed  or  emerging  depression. 

Some  clinicians  use  health  questionnaires  that  are  designed 
to  disclose  anxiety  and  depression.  These  instruments  some- 
times provide  a helpful  window  into  the  psyche.  Ultimately, 
however,  the  diagnosis  of  depression  is  a clinical  diagnosis 
based  on  the  totality  of  the  clinical  picture,  including  the  en- 
vironmental factors  that  affect  the  patient.  The  physician 
should  strive  to  maintain  a balanced  perspective  with  respect 
to  the  psychosocial  and  biomedical  causes  of  illness. 

The  Somatic  Cloak 

The  dictionary  defines  cloak  as  a loose  outer  garment;  a 
pretext;  something  that  covers  or  hides;  disguise;  mask.  A 
majority  of  depressed  patients  initially  present  symptoms  that 
are  not  immediately  suggestive  of  depression.6-7 8 9  It  is  unusual 
for  a depressed  patient  to  report  initially  “I  am  depressed.” 
Instead,  patients  usually  report  somatic  symptoms  that  they 
assume  relate  to  physical  disease.  There  are  many  symptoms 
that  depression  and  physical  disease  share,  among  them  lack 
of  energy,  insomnia,  anorexia,  weight  loss,  and  fatigue.  A 
list  of  somatic  symptoms  frequently  seen  in  depressed  pa- 
tients is  shown  in  Table  2. 

There  is  not  an  obvious  explanation  for  many  of  the  so- 
matic symptoms  in  depressed  patients  in  whom  there  is  no 
concomitant  physical  disease.  Sometimes  they  can  be  ex- 
plained by  psychophysiologic  disturbances  of  organ  func- 
tion. The  patient  may  regard  physical  disease  as  more  so- 
cially acceptable  than  psychiatric  illness.  This  assumption 
may  be  abetted  by  family  members  and  acquaintances.  There 
are  undoubtedly  neurochemical,  neuroendocrine,  and  neu- 
rophysiologic mechanisms  that  remain  to  be  explained. 

The  somatic  cloak  can  be  difficult  to  penetrate.  It  requires 
patience,  perseverance,  and  a healthy  index  of  suspicion  on 
the  part  of  the  physician.  It  may,  in  some  patients,  require 
several  diagnostic  studies  to  convince  the  patient,  and  even 
the  physician,  of  the  basic  nature  of  the  disease  process.  The 
somatic  cloak  can  enable  the  patient  to  masquerade  convinc- 

TABLE  2 

SOMATIC  SYMPTOMS  SEEN  IN  DEPRESSION 

1 Fatigue 

2 Lack  of  energy 

3 Appetite  disturbances  (anorexia  or  polyphagia  with  weight  gain) 

4.  Chronic  pain  (headache,  backache,  and  abdominal  pain) 

5 Sleep  disturbances  (insomnia  or  hypersomnia) 

6.  Cardiovascular  disturbances  (shortness  of  breath,  palpitation,  and 
chest  pain) 

7 Gastrointestinal  complaints  (pyrosis,  aerophagia,  unusual  food 
intolerances,  abdominal  pain  and  symptoms  suggestive  of  peptic 
ulcer  disease) 

8 Musculoskeletal  symptoms  (myalgia  and  arthralgia) 

9 Menstrual  and  sexual  dysfunction 

10.  Neurologic  symptoms  (dizziness,  headache  and  fatigue) 
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ingly  for  some  time  as  having  a physical  disease.  Organ  se- 
lectivity in  the  somatic  expression  of  depression  remains 
enigmatic. 

Coexisting  Physical  Disease  and  Depression 
Depressed  patients  can  become  physically  ill  and  patients 
who  are  physically  ill  can  become  depressed.  The  latter  se- 
quence is  seen  more  frequently.  Coexisting  physical  disease 
and  depression  are  seen  more  frequently  in  the  elderly.* * * 4 * * 7 8 9 10  In 
this  category  of  patients,  a legal  concept,  proportionality,  is 
appropriate  in  tailoring  the  therapeutic  approach.  This  in- 
volves an  attempt  to  determine  the  extent  to  which  the  soma 
and  psyche  are  contributing  to  the  symptoms.  Comorbidity 
increases  the  incidence  of  drug  reactions  and  the  extent  and 
duration  of  morbidity.  Table  3 lists  some  of  the  medical  ill- 
nesses that  may  produce  symptoms  suggestive  of  depression. 

Some  medications  can  not  only  produce  symptoms  of 
depression,  they  can  occasionally  cause  depression.2  Some 
commonly  used  medications  that  cause  or  increase  depres- 
sion are  listed  in  Table  4. 

Comments  Regarding  Pathogenesis 

The  genesis  of  depression  is  believed  to  involve  a dynamic 
interrelationship  or  interplay  between  neurochemical,  neuro- 
endocrine and  neurophysiologic  forces.  The  triggering  mech- 
anism may  be  a personal  loss,  financial  reverses,  divorce,  or 
other  stressful  social  forces.  In  many  patients  a precipitating 
force  is  not  obvious.  In  some  patients  the  initiating  forces 
may  be  entirely  endogenous.  Thus  an  unconscious  and  oc- 
cult amalgam  of  all  these  forces  results  in  a clinical  syndrome 
that  we  recognize  as  depression. 

The  introduction  of  reserpine  (Serpasil)  for  the  treatment 
of  arterial  hypertension  resulted  in  the  formulation  of  the  bio- 
genic amine  theory  to  explain  depression.  Reserpine  depletes 
the  concentration  of  dopamine,  serotonin,  and  norepinephrine 
in  the  areas  of  the  brain  concerned  with  emotional  equilib- 
rium. It  has  also  been  noted  that  monoamine  oxidase  inhibi- 
tors increase  the  concentration  of  neurotransmitters  by  re- 
ducing their  destruction  in  the  presynaptic  neuron.  Likewise, 
tricyclic  antidepressants,  by  blocking  the  presynaptic  uptake 

TABLE  3 

SOMATIC  ILLNESSES  WITH  SYMPTOMS  SUGGESTING  DEPRESSION 

1.  Anemias 

2.  Infectious  diseases 

3.  Vitamin  B12  deficiency 

4 Organic  brain  syndrome 

5.  Multiple  Sclerosis 

6.  Cancer,  particularly  cancer  of  the  pancreas 

7 Thyroid,  adrenal  and  parathyroid  disorders 

8 Carcinoid  syndrome 

9 Stroke 

10  Hypercortisolism  and  other  drug  reactions 


TABLE  4 

MEDICATIONS  THAT  CAN  CAUSE  OR  EXACERBATE  DEPRESSION 

1.  Reserpine  (Serpasil) 

2 Methyldopa  and  other  antihypertensives 

3 Popranolol  and  other  Beta  blockers 

4.  Corticosteroids 

5.  Diazepam 

6.  Barbiturates 

7 Chlorpromazine 


of  neurotransmitters,  increases  their  concentration.  It  seems 
that  most  of  the  medications  that  favorably  influence  depres- 
sion increase  the  concentration  of  neurotransmitters  at  the 
site  of  their  action.  It  has  also  been  shown  that  a metabolite 
of  norepinephrine  helps  to  identify  subtypes  of  unipolar  dis- 
ease. These  nascent  understandings  of  the  pathogenesis  of 
depression  leads  one  to  hope  and  believe  that  research  will 
ultimately  delineate  pathogenic  paradigms  for  different  forms 
of  depression.  This  should  provide  a more  specific  and  ef- 
fective treatment  approach.  Neurophysiologic  studies  with 
EEG  reveal  different  changes  in  primary  and  secondary  de- 
pression. The  precise  relationship  and  interplay  between  the 
metabolism  and  action  of  biogenic  amines  and  environmen- 
tal and  personal  stresses  have  not  been  elucidated.  Salazar' 
refers  to  the  neurochemical  changes  in  depression  as  “neu- 
rotransmitter dysregulation.”  An  additional  observation  of 
interest  is  that  the  concentration  of  monoamine  oxidase  in- 
creases with  age.  This  may  be  responsible  for  the  effective- 
ness of  MAOIs  in  some  elderly  depressed  patients. 

Therapeutic  Tidbits 

Space  will  not  permit  a detailed  discussion  of  all  the  anti- 
depressant agents.  It  is  best  for  the  primary  care  physician  to 
become  familiar  with  a few  representatives  of  the  different 
classes  of  antidepressants  with  emphasis  on  their  side  effects. 
Sometimes  the  choice  of  an  agent  is  dictated  by  side  effects. 
Pharmacotherapy  is  divided  into  three  classes  of  medication. 
The  three  major  categories  are  tricyclic  antidepressants 
(TCAs);  selective  serotonin  reentry  inhibitors  (SSRls);  and 
monamine  oxidase  inhibitors  (MAOIs). 

MAOIs  are  usually  used  as  second-line  therapy  for  refrac- 
tory depression.  They  are  somewhat  useful  in  the  elderly,  prob- 
ably due  to  a relative  increase  in  monoamine  oxidase  in  the 
elderly.  Dietary  restriction  of  foods  containing  tyramine  is 
important  in  patients  on  MAOIs.  The  available  agents  in  this 
group  are  phenelzine  (Nardil),  isocarboxazid  (Marplan),  and 
tranylcypromine  (Parnate).  It  is  generally  better  for  patients 
requiring  these  agents  to  be  under  the  care  of  a psychiatrist. 

Discretion  in  the  choice  of  TCAs  is  important.  As  regards 
dosage,  the  clinician  should  start  “low  and  slow,”  particularly  in 
the  elderly.  Titration  of  the  dose  can  be  important  in  all  age 
groups.  Most  of  the  commonly  used  TCAs  are  listed  in  Table  5. 
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Nortriptyline  entails  less  risk  of  orthostatic  hypotension. 
Like  desipramine  HC1,  it  is  less  sedating  and  has  fewer  anti- 
cholinergic side  effects.  Amitriptyline  is  more  sedating  and 
should  be  avoided,  at  least  initially,  in  patients  in  whom  hyper- 
somnolence is  a problem.  Conversely,  it  is  helpful  in  patients 
in  whom  insomnia  or  agitation  is  a problem.  The  foregoing 
are  examples  where  the  side  effects  may  dictate  the  choice  of 
medication.  It  should,  therefore,  be  kept  in  mind  that  side 
effects  can  increase  existing  symptoms  from  depression  or 
symptoms  from  coexisting  physical  disease.  TCAs  should 
be  avoided  in  patients  with  prostatism  or  constipation. 

Bupropion  (Wellbutrin)  is  a fairly  good  substitute  for 
SSRIs  and  TCAs.  It  does  not  cause  sexual  dysfunction,  and  is 
less  apt  to  cause  orthostatic  hypotension  and  other  cardiovascu- 
lar side  effects.  In  high  doses  of  450  mg  it  can  cause  seizures.1-2 3 
In  general  SSRIs  are  regarded  as  first-line  pharmaco- 
therapy by  primary  care  physicians  and  psychiatrists.  They 
require  less  dosage  adjustment  and  the  side  effects  profile  is 
more  acceptable.  The  likelihood  of  overdose  is  much  less. 

The  most  frequently  prescribed  SSRIs  are  fluoxetine  HC1 
(Prozac),  paroxetine  HC1  (Paxil),  and  sertraline  HC1  (Zoloft). 
Venlafaxine  (Effexor),  while  structurally  different  from  SSRIs, 
is  believed  to  have  similar  pharmacologic  effects.  One  of  its 
major  side  effects  is  hypertension,  which  is  dose  dependent. 

The  side  effects  of  SSRIs  are  due  largely  to  overstimulation 
of  the  serotonin  system.  In  some  patients  this  produces  anxi- 
ety, insomnia,  and  agitation  of  variable  severity.  In  addition, 
they  may  cause  sexual  dysfunction,  diminished  libido,  and 
in  women  difficulty  attaining  orgasm.  If  these  side  effects 
are  disturbing,  a TCA  such  as  amitriptyline  would  be  a good 
substitute.  Patients  taking  an  MAOI  should  not  be  given  an 
SSRI  for  at  least  two  weeks  after  the  MAOI  has  been  discon- 
tinued. Otherwise  hyperpyretic  crises  or  seizures  may  occur. 

After  treatment  is  started  with  almost  any  of  the  antidepres- 
sants, a period  of  two  to  three  weeks  is  required  before  a fa- 
vorable response  is  evident.  If  a response  is  not  apparent  at 
the  end  of  that  time,  a shift  to  another  antidepressant  from  the 
same  or  another  class  will  often  produce  a response.  As  a rule 
the  somatic  symptoms  disappear  first,  followed  by  a more 
gradual  disappearance  of  the  dysphoric  symptoms.  Treatment 
should  be  continued  for  six  to  eight  months  in  order  to  assure 
a good  remission.  Reynolds  and  Associates9  report  that  eld- 

TABLE  5 

COMMONLY  USED  TRICYCLIC  ANTIDEPRESSANTS 

1.  Amitriptyline  (Elavil,  Endep) 

2.  Doxepin  HCI  (Adapin,  Sinequan) 

3 Imipramine  HCI  (Tofranil) 

4 Amoxapine  (Asendin) 

5 Desyrel  (Trazodone) 

6 Desipramine  (Norpramin) 

7.  Nortriptyline  HCI  (Aventyl,  Pamelor) 


TABLE  6 

CIRCUMSTANCES  REQUIRING  PSYCHIATRIC  REFERRAL 

I . Refractory  depression 

2 Frequent  recurrent  episodes  of  depression 

3.  Credible  suicide  threat 
4 Bipolar  disease 

5.  Need  for  electroshock  treatment 

6.  Need  for  expressive  or  cognitive  behavioral  psychotherapy 

7.  Patient  request 

8 Physical  deterioration  due  to  depression 
9.  Psychotic  depression 

10  Inability  or  unwillingness  to  take  or  intolerance  for  antidepressants 

II.  Coexisting  physical  illness  complicating  treatment  program 


erly  patients  with  a history  of  recurrent  depression  benefit  from 
maintenance  treatment  with  norepinephrine  and  psychotherapy. 
Kellar  et  al'°  report  that  maintenance  therapy  with  sertraline 
(Zoloft)  is  helpful  in  maintaining  remissions  in  chronically 
depressed  patients.  Starkstein  and  Robinson4 5 6 *  report  that  post- 
stroke depression  is  often  associated  with  left  parietal  lesions, 
lesions  of  the  basal  ganglia,  or  subcortical  atrophy.  Their  ex- 
perience is  that  these  patients  respond  well  to  TCAs. 

The  duration  of  treatment,  side  effects,  and  the  depres- 
sion itself  may  cause  some  patients  not  to  comply  with  the 
prescribed  regimen.  Measures  that  will  promote  compliance 
might  be  education  of  the  patient  and  family  regarding  the 
nature  of  depression,  education  regarding  medication,  sup- 
portive attitude  of  physician  and  staff,  praise  of  the  patient  as 
improvement  occurs,  giving  the  patient  information  regard- 
ing the  duration  of  treatment,  and  helping  the  patient  toward 
resocialization  and  rehabilitation. 

The  circumstances  under  which  psychiatric  referral  should 
be  made  are  given  in  Table  6. 

Summary 

Pharmacotherapy  is  recognized  as  the  major  component 
of  the  treatment  program  in  most  depressed  patients.  There 
is  a need  for  the  physician  and  staff  to  provide  reassurance, 
patience,  optimism,  availability,  and  information  regarding 
different  facets  of  the  treatment  program.  □ 
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Introduction 

Serotonin  reuptake  inhibi- 
tors (SSRIs)  are  often  an  ef- 
fective and  preferred  agents 
for  treatment  of  depression.' 

Citalopram  is  the  latest  addi- 
tion to  a series  of  SSRIs  that 
includes  fluoxetine,  sertraline, 
paroxetine,  and  fluvoxamine. 

Citalopram  has  higher  sero- 
tonin selectivity  than  other 
marketed  SSRIs,  but  it  ap- 
pears to  have  equal  efficacy 
with  similar  side  effects  to 
other  SSRIs.  Citalopram’s  minimal  affinity  for  nonsero- 
tonergic  neurotransmitter  receptors  results  in  fewer  anticho- 
linergic and  adrenergic  side  effects  than  other  antidepres- 
sants.2'4 It  is  not  yet  clear  whether  some  side  effects,  such  as 
those  relating  to  sedation  or  stimulation,  are  less  frequent 
than  with  other  SSRIs. 

Citalopram,  used  by  approximately  8 million  people 
worldwide,  has  been  marketed  since  1989  in  Europe,  and  is 
the  market  leader  among  SSRIs  in  several  countries.  It  was 
approved  in  1998  for  marketing  in  the  United  States  for  the 
treatment  of  depression,  both  major  and  minor  episodes.2'5 

Citalopram  clinical  trials  have  evaluated  its  applicability 
to  treatment  of  panic  disorders,6'7  premenstrual  syndrome,8 
obsessive-compulsive  disorder,9'10  dementia,"  social  phobia,12 
and  alcohol  dependence.13'14 

Clinical  Pharmacology 

Citalopram  comes  in  20,  40,  and  60-mg  dose  packs.  It  is 
to  be  taken  once  a day,  with  or  without  food.  Maximum 
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plasma  concentrations  occur 
between  three  and  four  hours 
after  ingestion,  with  a bio- 
logical half-life  of  35  hours 
(interval  28  to  42  hours).15 
When  citalopram  is  com- 
pared with  fluoxetine,  nu- 
merous differences  are  evi- 
dent. It  takes  approximately 
one  week  to  attain  steady- 
state  plasma  levels  with 
citolapram, 16  whereas  flu- 
oxetine takes  four  to  five 
weeks  with  continuous  dos- 
ing.17 The  half-life  of  of  fluoxetine  is  9.3  days  after  chronic 
administration,  as  compared  with  35-hour  half-life  in 
citalopram.  It  is  necessary  to  consider  patient  characteristics 
when  determining  which  antidepressant  to  use.  With 
fluoxetine,  even  when  dosing  is  stopped,  the  active  drug  will 
persist  in  the  patient  for  weeks.  This  is  of  some  consequence 
when  drug  discontinuation  is  required  or  when  drugs  are  pre- 
scribed that  might  interact  with  fluoxetine.  Possible  drug  in- 
teractions with  citalopram  are  listed  in  Table  2. 18 

A longer  half-life  and  decreased  clearance  due  to  reduced 
metabolic  rate  have  been  demonstrated  in  patients  over  65 
years  of  age.  Almost  80%  of  the  drug  is  protein  bound,  with 
primary  elimination  in  the  urine.  A maximum  daily  dose  of 
40  mg/day  is  recommended  for  patients  65  and  older.16 

Comparisons  of  Citalopram  to 
Other  Antidepressants 

Clinical  efficacy  studies  of  all  SSRIs  show  minimal  vari- 
ability. A clinical  comparison  of  citalopram  and  imipramine 
concluded  that  both  drugs  have  similar  efficacy  in  the  treat- 
ment of  depression.  The  number  of  patients  responding  to 
both  drugs  was  similar  at  6 and  22  weeks.  Citalopram  was  not 
as  effective  as  clomipramine  for  treatment  of  obsessive  com- 
pulsive disorder.  Only  30%  of  patients  prescribed  citalopram 
had  complete  remission  compared  to  60%  of  the  patients  re- 


ABSTRACT 

The  antidepressant  citalopram  is  a new  addition  to  the 
selective  serotonin  reuptake  inhibitors  (SSRIs)  in  the  United 
States.  The  drug,  used  by  approximately  8 million  people 
worldwide,  has  been  marketed  since  1989  in  Europe  and  is 
the  market  leader  among  SSRIs  in  several  countries. 

Citalopram  has  a higher  serotonin  selectivity  than  other 
SSRIs,  but  is  equal  in  efficacy  with  similar  side  effects  to 
other  SSRIs.  Among  the  SSRIs,  citalopram  may  be  the  least 
likely  to  cause  drug  interactions.  Citalopram  clinical  trials 
have  evaluated  its  applicability  to  treatment  of  panic  disor- 
ders, premenstrual  syndrome,  obsessive-compulsive  disor- 
der, dementia,  social  phobia,  and  alcohol  dependence. 
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TABLE  1 

INVESTIGATIONAL  USES  FOR  CITALOPRAM  WORLDWIDE 


Disorder/Disease 

Clinical  Findings 

Panic  Disorder 

Significantly  superior  to  placebo;  most 
advantageous  benefit/risk  ratio  for  the  treatment 
of  panic  disorder6-7 

Alcohol  Dependence 

Significantly  superior  to  placebo13'14 

Social  Phobia 

May  be  effective  in  treatment  of  social  phobia, 
needs  controlled  clinical  trial12 

Premenstrual  Syndrome 

SSRIs  used  in  the  luteal  phase  increase  the 
pregnanolone  sensitivity  in  patients  with 
premenstrual  syndrome8 

OCD 

May  be  effective  in  treatment  of  OCD;  needs 
controlled  clinical  trial9'10 

Dementia 

A significant  overall  mean  reduction  in 
disruptive  vocalizations  was  observed;15  other 
well-controlled  studies  did  not  demonstrate 
significant  improvement16 

ceiving  clomipramine.  Although  fluoxetine  and  citalopram 
demonstrated  similar  efficacy  in  depression,  citalopram 
showed  a higher  incidence  of  recovery  after  just  two  weeks 
in  general  practice.24 

The  number  of  studies  comparing  different  classes  of 
newer  antidepressants  is  small,  but  the  studies  show  no  dif- 
ference in  overall  efficacy.  For  patients  who  have  recovered 
from  major  depression,  continued  treatment  with  a newer 
antidepressant  for  at  least  six  months  decreases  the  risk  of 
relapse  by  70%. 25 

Side  Effects 

Side  effects  of  citalopram  are  consistent  with  those  of  other 
SSRIs,  albeit  they  are  fewer  due  to  its  selective  nature.26  Side 


effects  of  citalopram,  when  compared  with  placebo,  are  nau- 
sea (21%),  dry  mouth  (20%),  somnolence  (18%),  insomnia 
(15%),  diarrhea  (8%),  ejaculation  disorder  (6%),  dyspepsia 
(5%),  vomiting  (4%),  nervousness  (4%),  anxiety  (4%),  de- 
creased libido  in  men  (3.8%),  agitation  (3%),  impotence  (2.8%), 
decreased  libido  in  women  (1.3%),  and  anorgasmia  (1.1%).27 
Side  effects  usually  decrease  in  intensity  and  frequency  as 
the  depression  improves.  Citalopram  does  not  potentiate  the 
cognitive  and  psychomotor  effects  of  alcohol.14  23 

Dosing  Recommendations 

Adults:  The  starting  daily  dose  is  20  mg,  morning  or 
evening,  with  or  without  food.  If  the  patient  response  is  not 
optimal  on  20  mg,  dosing  can  be  increased  up  to  60  mg  daily. 
Intervals  between  dosage  increases  should  be  no  shorter  than 
one  week.  To  date,  there  are  no  published  safety  data  on  ad- 
ministering citalopram  in  pregnancy. 

Citalopram  should  not  be  given  to  patients  receiving 
monoamine  oxidase  inhibitors  (MAOIs),  as  it  may  cause 
changes  in  mental  status,  restlessness,  myoclonus,  diaphore- 
sis, tremors,  and  diarrhea,  and  it  may  be  fatal.  A washout 
period  of  14  days  should  be  allowed  between  discontinua- 
tion of  the  MAOI  and  citalopram  ingestion.  Conversely, 
MAOIs  should  not  be  introduced  for  seven  days  after  the 
discontinuation  of  citalopram.23 

It  is  well  recognized  that  depression  is  a long-term  condi- 
tion requiring  psychopharmacologic  treatment  over  extended 
periods.  Research  has  established  that  all  courses  of  treat- 
ment for  depression  should  continue  for  four  to  six  months 
after  a sustained  and  robust  response  to  antidepressants  in 
order  to  consolidate  the  response.  Prophylactic  treatment  in 
the  case  of  recurrent  depression  has  been  shown  to  reduce 


TABLE  2 

POSSIBLE  DRUG  INTERACTIONS  WITH  CITALOPRAM 


Drug  and  Citalopram 

Possible  Interactions 

Citalopram  Dosing 

Tricyclic  Antidepressants 

Imipramine:  increased  concentrations  of  imipramine  metabolite  by  50%  with 
no  change  in  level  of  imipramine19 

40  mg 

Antipsychotics 

Haloperidol,  chlorpromazine,  zuclopenthixol,  levopromazine,  thioridazine,  perphenazine 
no  modification  to  serum  concentrations20 

40  mg  as  an  adjuvant  therapy 
to  schizophrenia 

Carbamazepine 

Did  not  affect  pharmacokinetics  or  its  metabolite20 

40  mg 

Cimetidene 

Reduction  in  oral  clearance  by  29%;  dosing  change  could  not  be  recommended21 

40  mg 

Digoxin  & Warfarin 

Did  not  produce  interactions  sufficient  to  recommend  dose  adjustment2122 

40  mg 

Fluvozamine 

Alcohol 

MAOIs 

Lithium  as  Adjunct 
to  Citalopram 

Pharmacokinetics  of  both  drugs  were  unchanged 

Does  not  potentiate  the  cognitive  and  psychomotor  effects  of  alcohol1523 

Citalopram  should  NOT  be  given  to  patients  receiving  MAOIs;  may  cause  changes  in 
mental  status,  restlessness,  myoclonus,  diaphoresis,  tremor,  diarrhea,  and  in  severe  cases, 
may  be  fatal 

Lithium  addition  to  citalopram  is  effective  in  treatment  of  depression  in  patients  not  responding 
to  citalopram  alone  without  evidence  of  accentuation  or  provocation  of  adverse  events20 

40  mg 
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the  risk  of  new  episodes.  Lithium  is  an  effective  adjunct  to 
citalopram  for  patients  not  responding  to  citalopram  alone.28 

Elderly:  Recommended  daily  dose  is  20  mg,  and  may  be 
increased  to  a maximum  of  40  mg.21 

Children:  Safety  and  efficacy  have  not  been  established, 
and  citalopram  is  not  recommended  for  this  population. 

Conclusions 

Citalopram  is  the  latest  in  a series  of  SSRls  for  the  treat- 
ment of  depression.  Given  its  higher  serotonin  selectivity  than 
other  SSRls,  patient  tolerability  is  improved.  As  such,  it  is  an 
effective  antidepressant  to  add  to  the  SSRI  armamentarium. □ 
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HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  665-2516  in  Nashville.  Telephone  mes- 
sage service  available  around  the  clock. 
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Vanderbilt  Morning  Report 

A Woman  With  Pleuritic  Chest 
Pain  and  a Mediastinal  Mass 


Case  Report 

A 45-year-old  white  woman  without  significant  medical 
history  had  three  days  of  chest  pain  that  was  constant,  sharp, 
and  situated  beneath  the  right  breast.  It  radiated  to  the  neck 
and  right  shoulder,  and  was  made  worse  by  deep  breathing 
or  lying  on  her  right  side.  Although  her  temperature  was 
100.2°F  on  the  night  before  presentation,  review  of  systems 
was  negative  for  chills,  cough,  sweats,  anorexia,  orthopnea, 
paroxysmal  nocturnal  dyspnea,  and  edema.  Her  past  history 
was  notable  for  a cholecystectomy  and  one  cesarean  section. 
She  was  taking  no  medications.  She  had  a history  of  ten  pack- 
years  of  tobacco  use  before  she  quit  smoking  14  years  ago, 
but  reported  no  alcohol  or  illicit  substance  use.  There  was  no 
significant  travel  history. 

Physical  examination  revealed  an  obese  woman  in  mod- 
erate discomfort.  Her  temperature  was  97.2°F,  blood  pres- 
sure 108/74  mm  Hg,  heart  rate  106/min,  and  respiratory  rate 
22/min.  Examination  of  the  head  and  neck  was  normal.  Chest 
auscultation  revealed  diminished  breath  sounds  without 
crackles  or  wheezes  throughout  the  right  hemithorax.  The 
remainder  of  her  physical  examination  was  unremarkable. 

Her  laboratory  chemistries  were  normal  but  a chest  radio- 
graph demonstrated  a large  anterior  mediastinal  mass  pro- 
jecting into  the  right  hemithorax.  CT  scan  of  the  chest  re- 
vealed a large  cyst  containing  small  internal  septations  in  the 
right  anterior  cardiophrenic  angle,  creating  a mass  effect  on 
the  mediastinum.  The  heart  was  slightly  displaced  toward 
the  left,  and  a small  pleural  effusion  and  atelectasis  were  noted 
at  the  right  lung  base,  as  well  as  a small  pericardial  effusion. 
CT  scan  of  the  abdomen  was  normal. 

The  resected  mediastinal  mass  was  a tan-blue  cystic  struc- 
ture measuring  12.5  X 10.0  X 3.5  cm.  One  side  was  fibrofatty 
and  more  solid,  while  the  remainder  was  cystic,  multilocu- 
lated,  and  fdled  with  thick  brown  fluid.  One  wall  of  the  cyst 
appeared  to  contain  fat  and  cartilage.  Microscopic  examina- 
tion demonstrated  a lining  of  predominantly  keratinizing 
squamous  epithelium  with  focal  respiratory  epithelium  and 
pancreatic  and  glial  tissue  in  the  wall.  There  were  no  imma- 
ture or  neoplastic  foci.  The  periphery  of  the  lesion  showed 

Prepared  by  David  M.  Aronoff,  MD,  Hugh  J.  Morgan  chief 
medical  resident,  Vanderbilt  University  Medical  Center, 

Nashville.  Edited  by  Jason  D.  Morrow,  MD,  VUMC,  Nashville. 


atrophic  residual  thymus.  The  pathologic  diagnosis  was  a ma- 
ture cystic  teratoma.  There  was  no  recurrence  of  her  tumor. 

Discussion 

Primary  mediastinal  tumors  can  result  from  neoplastic, 
congenital,  or  inflammatory  processes.1  Approximately  60% 
of  resected  lesions  are  neurogenic  tumors,  thymomas,  and 
benign  cysts.  Another  30%  are  lymphomas,  germ  cell  tumors 
(GCTs),  or  granulomatous  lesions.  Vascular  lesions,  such  as 
aortic  aneurysms,  account  for  an  additional  10%.' 

Mediastinal  GCTs  usually  develop  in  the  anterior  medi- 
astinum in  close  association  with  the  thymus,2  and  are  thought 
to  arise  from  primitive  extragonadal  germ  cells  that  are  “mis- 
placed” during  early  embryogenesis,  or  from  thymic  cells 
with  germ-cell  potential.1'2  This  heterogeneous  group  of  tu- 
mors includes  teratomas,  seminomas,  yolk  sac  tumors,  em- 
bryonal carcinomas,  choriocarcinomas,  and  mixed  GCTs.3 
Teratomas  are  the  most  common  type,  representing  about 
44%.2-3  Teratomas  can  be  further  subdivided  into  mature 
(63%),  immature  (4%),  and  teratomas  with  additional  malig- 
nant components  (33%).3 

Mediastinal  GCTs  most  commonly  affect  young  adults, 
with  the  overwhelming  majority  occurring  in  male  patients.2-3 
An  analysis  of  322  cases  of  primary  mediastinal  GCTs  found 
only  two  in  women,  both  of  them  teratomatous  masses.  Ter- 
atomas are  composed  of  tissue  arising  from  at  least  two  of 
the  three  primitive  germ  cell  layers:  endoderm,  mesoderm, 
and  ectoderm.1  The  majority  are  benign,  mature  cystic  ter- 
atomas, as  in  our  patient. 

Mediastinal  teratomas  are  most  commonly  asymptomatic, 
but  large  tumors  may  produce  chest  pain,  dyspnea,  cough,  or 
other  symptoms  of  compression.13  Interestingly,  digestive  en- 
zymes secreted  by  the  intestinal  mucosa  or  pancreatic  tissue 
of  a teratoma  can  precipitate  rupture  into  the  mediastinum, 
pericardium,  pleural  space,  or  lung.1  Treatment  is  surgical, 
and  the  cure  rate  in  some  series  approximates  100%  follow- 
ing resection  alone. 2Q 
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Trauma  Rounds 

Abdominal  Compartment  Syndrome 
Unrelated  to  Abdominal  Trauma 

Eric  A.  Toschlog,  MD;  Daniel  C.  Cullinane,  MD;  Virginia  A.  Eddy,  MD 


Introduction 

Intra-abdominal  hypertension,  or  intra-abdominal  com- 
partment syndrome  (ACS),  is  common  after  major  abdomi- 
nal trauma,  and  over  the  last  decade  has  been  reported  in 
many  series  due  to  blunt  and  penetrating  trauma.  Previous 
reports  have  occuned  in  patients  suffering  from  massive  in- 
tra-abdominal hemorrhage  or  following  damage  control  ce- 
liotomy. Most  commonly,  ACS  is  seen  in  patients  sustaining 
intra-abdominal  trauma  who  have  undergone  exploratory 
celiotomy.  Other  reports  have  recently  noted  ACS  not  asso- 
ciated with  intra-abdominal  trauma  or  surgery,  as  presented 
by  the  Memphis  group  at  the  meeting  of  the  Western  Trauma 
Association.  Our  institution  has  documented  a growing  num- 
ber of  patients  undergoing  bedside  decompressive  celioto- 
mies for  ACS  resulting  from  non-abdominal  trauma.  We  re- 
port a case  of  a patient  sustaining  severe  bums  and  developing 
ACS.  While  compartment  syndromes  are  seen  in  extremity 
bum  injury,  ACS  in  bum  patients  is  exceedingly  rare.  Addi- 
tionally, this  case  exemplifies  the  increasing  number  of  pa- 
tients developing  ACS  following  massive  fluid  resuscitation 
associated  with  non-abdominal  trauma  and  bum  injury.  We 
will  discuss  trends  in  the  management  of  ACS  at  our  institu- 
tion, with  emphasis  on  our  classification  system  and  the  in- 
creasing recognition  of  tertiary  ACS. 

Case  Report 

A 65-year-old  woman  sustained  a 55%  total  body  bum  due 
to  an  explosion  and  subsequent  fire.  She  was  admitted  to 
Vanderbilt  University  Medical  Center  and  required  emergency 
intubation  and  mechanical  ventilation,  despite  having  no  in- 
halational  injury.  Her  immediate  resuscitation  began  with  crys- 
talloid in  accordance  with  the  Parkland  formula.  She  immedi- 
ately developed  a profound  and  severe  inflammatory  response 
and  required  massive  resuscitation  to  maintain  perfusion. 

In  her  first  24  hours  of  hospitalization,  she  required  24 
liters  of  crystalloid  to  support  her  hemodynamics.  Despite 
the  extensive  volume  resuscitation,  hemoconcentration  re- 


From  the  Department  of  Trauma  and  Critical  Care,  Vanderbilt 
University  Medical  Center,  Nashville. 


mained  (hematocrit  39%  on  admission,  49%  after  first  24 
hours).  During  the  second  24  hours  of  hospitalization,  she 
developed  massive  anasarca,  and  became  very  difficult  to 
ventilate,  requiring  increasing  levels  of  end-expiratory  pres- 
sure to  maintain  oxygenation.  Her  peak  airway  pressures 
gradually  increased  from  60  cm  H,0  to  100  cm  H,0.  On  ex- 
amination at  that  time,  her  abdomen  was  tense  and  distended, 
and  she  had  poor  venous  return  from  her  lower  extremities. 
Intravesicular  pressures  of  60  cm  confirmed  the  diagnosis  of 
ACS,  and  a decompressive  celiotomy  was  performed.  Her 
hemodynamic  and  respiratory  parameters  improved  follow- 
ing decompression,  her  peak  airway  pressures  decreasing 
from  100  cm  to  45  cm  H20 

On  post-injury  day  3 she  was  taken  to  the  operating  room 
for  closure  of  her  abdominal  wall  with  Dexon  mesh.  Her  bums 
were  excised  and  grafted,  and  her  abdominal  wall  received  a 
skin  graft  the  following  week.  During  her  hospital  course 
she  had  a severe  bout  of  septic  shock  due  to  bacterial  pneu- 
monia and  fungal  sepsis,  and  after  a prolonged  stay  in  the 
intensive  care  unit,  she  was  weaned  from  the  ventilator.  Af- 
ter two  months  of  hospitalization,  she  was  transferred  to  a 
rehabilitation  facility. 

Discussion 

Any  condition  resulting  in  intra-abdominal  hypertension 
can  cause  ACS.  Though  numerous  causes,  both  traumatic 
and  atraumatic,  have  been  documented,  ACS  is  common  in 
massive  abdominal  trauma  secondary  to  a number  of  con- 
tributing factors  inherent  in  the  management  of  such  cases. 
Intra-abdominal  hypertension  can  result  from  massive  hem- 
orrhage into  the  peritoneum  from  a primary  abdominal  in- 
jury. Several  studies  have  documented  the  presence  of  intra- 
abdominal hypertension  and  the  development  of  ACS 
following  damage  control  celiotomy12  that  is  similar  to,  but 
distinct  from  what  we  refer  to  as  primary  ACS.  The  etiology 
following  celiotomy  is  multifactorial.  The  use  of  bulky  ab- 
dominal packing,3  continued  hemorrhage  into  the  peritoneum, 
tight  closure  of  the  abdomen,  and  post-resuscitative  bowel 
edema  all  can  contribute  to  ACS.4  Any  abdominal  closure 
technique  that  precipitates  intra-abdominal  hypertension  can 
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result  in  ACS,  including  fascial  closure,  simple  closure  of 
the  skin  only,  and  placement  of  towel  clips.  In  contrast  to 
primary  and  secondary  ACS,  the  syndrome  is  now  becom- 
ing increasingly  well  documented  in  patients  undergoing 
massive  resuscitation  for  non-abdominal  trauma  and  bums. 

Based  upon  differing  but  definable  clinical  situations  pre- 
cipitating ACS  in  trauma  patients,  our  institution  has  adopted 
a classification  of  the  syndrome  based  upon  the  precipitat- 
ing factor.  We  define  primary  traumatic  compartment  syn- 
drome as  ACS  arising  from  hemorrhage  from  a primary  in- 
tra-abdominal injury.  Secondary  ACS  comprises  those  cases 
that  follow  damage  control  celiotomy.  Tertiary  ACS  follows 
non-abdominal  trauma  or  bums  (Table  1). 

The  pathophysiology  of  the  systemic  effects  of  ACS  has 
been  the  topic  of  much  debate.  What  is  evident  is  that  many 
organ  systems  are  affected  to  comprise  a clinical  syndrome. 
Cerebral,  cardiovascular,  pulmonary,  and  renal  detriments 
have  been  documented.5-6  The  clinical  syndrome  includes 
increased  airway  pressures  and  possible  failure  of  oxygen- 
ation and  ventilation,  oliguria  or  anuria,  decreased  cardiac 
index  secondary  to  compromised  preload,  and  recently,  in- 
creased gut  mucosal  acidosis.  As  theorized  by  Ivatury  et  al,1 
ACS  probably  represents  the  end  of  a clinical  spectrum  be- 
ginning with  intra-abdominal  hypertension.  The  gastrointes- 
tinal effects  may  occur  early  and  represent  a warning  of  en- 
suing organ  dysfunction. 

As  demonstrated  by  this  case,  we  have  noted  tertiary  trau- 
matic ACS  to  follow  non-abdominal  trauma  that  includes  head 
injury,  isolated  extremity  fractures,  pelvic  fractures,  bums, 
and  blunt  chest  trauma.  Presumably,  any  condition  initiating 
the  systemic  inflammatory  response  and  treated  with  mas- 
sive fluid  volumes  may  precipitate  ACS.  The  unifying  thera- 
peutic factor  in  all  cases  has  been  massive  fluid  resuscitation. 
At  decompressive  celiotomy,  massive  bowel  and  retroperito- 
neal edema  are  evident. 

Numerous  studies  have  measured  and  documented  intra- 
abdominal pressures  in  human  and  animal  models.  Intra-ab- 
dominal hypertension  causes  the  deleterious  cardiovascular, 
pulmonary,  and  renal  effects  of  ACS.  Interestingly,  although 
bladder  pressures  have  been  measured  and  documented  to 
correlate  with  intra-abdominal  pressure  in  animal  models, 
our  decision  to  perform  decompressive  celiotomy  is  most 
often  exclusive  of  specific  intra-abdominal  pressures.  Though 

TABLE  1 

CLASSIFICATION  OF  ABDOMINAL  COMPARTMENT  SYNDROME 

Primary  ACS  Abdominal  compartment  syndrome  secondary  to  primary 
intra-abdominal  hemorrhage 

Secondary  ACS  Abdominal  compartment  syndrome  developing  after 
damage  control  laparotomy 

Tertiary  ACS  Abdominal  compartment  syndrome  secondary  to  non- 
abdominal trauma  or  burns 


TABLE  2 

INDICATIONS  FOR  ELECTIVE  RETURN  TO  THE  OPERATING  ROOM 


Temperature 

>36  degrees  C 

Coagulation 

PT  INR  < 1.5 

Platelets  > 75,000/cu  mm 

Cardiovascular 

Sv02  > 65% 

Cl  > 3.5  L/min/sq  m 

Hematocrit  > 35% 

Pulmonary 

Sa02  > 94 %* 

Fi02  < 0 45* 

Shunt  fraction  < 30%* 

Acid-Base  Balance 

Normal  serum  lactate 

•Relative,  not  absolute,  indications 


the  measurement  of  bladder  pressures  may  be  helpful,  it  is 
not  alone  specific  enough,  in  our  opinion,  to  warrant  celiot- 
omy. The  decision  to  decompress  the  abdomen  at  our  institu- 
tion has  been  based  upon  clinical  deterioration,  particularly 
pulmonary  deterioration  with  difficult  ventilation.  Interest- 
ingly, oliguria,  which  was  formerly  the  sine  quo  non  for  ACS,  is 
seen  in  only  approximately  50%  of  our  population.7  We  postu- 
late that  the  differences  in  urine  output  between  our  findings 
and  those  of  others  is  primarily  related  to  our  generous  use 
of  resuscitative  fluid.  With  no  proven  monitoring  modality 
superior  to  bladder  pressure  measurement,  we  routinely  de- 
compress patients  irrespective  of  bladder  pressure. 

The  most  significant  clinical  factor  prompting  decompres- 
sive celiotomy  at  our  institution  is  respiratory  decompensa- 
tion. Patients  frequently  maintain  renal  and  cardiovascular 
function  after  an  inability  to  ventilate  the  patient  due  to  in- 
creasing peak  inspiratory  pressures  is  noted.  Worsening  res- 
piratory acidosis  with  increasing  peak/plateau  pressures  in 
the  context  of  abdominal  distension,  warrants  intervention. 
Additionally,  patients  at  our  institution  have  exhibited  a wors- 
ening lactic  acidosis  secondary  to  ACS,  and  have  been  decom- 
pressed solely  on  the  basis  of  worsening  lactic  acidosis  or 
base  deficit  in  association  with  massive  abdominal  distension. 

The  treatment  of  ACS  requires  celiotomy.  At  Vanderbilt,  this 
procedure  is  routinely  performed  at  the  bedside  in  the  trauma 
intensive  care  unit.  The  abdominal  coverage  is  similar  to  that 
described  by  Smith  et  al.8  The  bowel  is  covered  with  a per- 
forated plastic  barrier  (isolation  bag),  and  an  operating  room 
towel  is  placed  over  the  barrier  and  loosely  tucked  beneath  the 
fascia.  Perforated  drains  are  placed  at  the  level  of  the  skin  within 
the  wound.  The  towel  and  viscera  are  then  covered  with  an 
adhesive  clear  drape.  The  drains  are  brought  out  beneath  the 
drape  or  through  the  skin  and  continuous  suction  is  applied. 

Decompression  is  accomplished  in  a team  approach.  A 
second  trauma/critical  care  surgeon  typically  adjusts  the  ven- 
tilator to  compensate  for  the  lower  ventilatory  needs  as  the 
abdomen  is  decompressed.  Also,  liberal  crystalloid  and  so- 
dium bicarbonate  is  administered  to  prevent  the  cardiovas- 
cular deterioration  due  the  wash-out  of  lactic  acid  seen  in  the 
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early  cases  of  ACS  at  our  institution.  This  allows  the  operating 
surgeon  to  perform  the  procedure  at  the  beside  and  attend  to 
addressing  the  cause  of  ACS.  This  team  approach  has  al- 
lowed us  to  perform  this  procedure  without  incurring  the  risk 
of  transporting  a critically  ill  patient  to  the  operating  room. 

Abdominal  reconstruction  is  carried  out  after  the  end- 
points of  resuscitation  are  met  (Table  2).  Typically  this  is 
done  within  36  hours.  If  the  edema  has  significantly  resolved, 
a primary  fascial  closure  is  attempted.  Lateral  fascial  release 
allows  closure  without  tension  in  many  cases.  If  the  edema 
has  not  resolved,  we  generally  favor  a temporary  closure  with 
Dexon  mesh  with  skin  graft  and  later  reconstruction. 

The  clinical  improvements  following  decompressive  ce- 
liotomy for  ACS  can  be  immediately  impressive.  The  sys- 
temic derangements  precipitated  by  ACS  quickly  resolve. 
Clearly,  decompression  is  life-saving  over  the  short  term. 
Whether  relieving  ACS  leads  to  better  survival  in  a group  of 
patients  already  at  high  risk  for  multiple  organ  system  fail- 
ure is  more  difficult  to  answer. 

In  summary,  the  present  case  exemplifies  the  widening 
scope  of  the  understanding  of  ACS  in  trauma  and  burn  pa- 
tients, particularly  its  non-abdominal  traumatic  origin.  ACS 


has  been  noted  in  patients  with  extremity  compartment  syn- 
dromes without  fracture.  Additionally,  we  are  currently  docu- 
menting blindness  and  optic  neuropathy  in  patients  who  have 
experienced  no  direct  craniofacial  trauma  but  have  under- 
gone massive  fluid  resuscitation.  Tertiary  traumatic  ACS  may 
represent  one  of  a number  of  systemic  compartment  syn- 
dromes manifest  in  trauma  patients  undergoing  massive  vol- 
ume resuscitation.  Further  prospective  trials  are  needed  to 
determine  diagnostic  techniques  for  the  optimal  timing  of 
decompression. □ 
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The  Journal 


Department  of  Health  Report 

Tennessee’s  Child  Fatality 
Review  Teams 


Deborah  K.  Johnson 


The  Child  Fatality  Review  and  Prevention  Act  of  1995 
established  a statewide  network  of  child  fatality  review  teams. 
There  are  33  multidisciplinary,  multi-agency  teams  in  Ten- 
nessee. The  Department  of  Health  provides  team  adminis- 
tration locally  and  statewide.  Deaths  of  children  17  years  of 
age  or  younger  are  reviewed  by  the  teams.  The  purposes  of 
child  fatality  review  teams  are  to  promote  understanding  of 
the  causes  of  childhood  deaths,  identify  deficiencies  in  the 
delivery  of  services  to  children  and  families,  and  make  and 
carry  out  recommendations  that  will  prevent  future  child 
deaths. 

The  1 997  Tennessee  Child  Fatality  Report  reflects  the  find- 
ings of  the  team’s  review  of  1 ,065  child  deaths.  Natural  causes 
were  determined  as  the  manner  of  death  for  69%  (734)  of  the 
fatalities.  The  greatest  number  of  deaths  due  to  natural  causes, 
327,  resulted  from  illness.  Prematurity  accounted  for  313 
deaths,  with  96  deaths  at  22  weeks  gestation  or  less  and  217 
deaths  at  23  to  37  weeks  gestation.  Sudden  infant  death  syn- 
drome (SIDS)  accounted  for  the  remaining  94  deaths  due  to 
natural  causes.  Unintentional  injuries  accounted  for  22%  of 
the  deaths  (238).  The  greatest  number  of  unintentional  in- 
jury deaths,  150,  resulted  from  vehicular  crashes.  Violence 
accounted  for  6%  of  the  deaths  (68);  4 1 were  homicides  and 
27  suicides. 

Many  prevention  issues  are  identified  in  the  1997  report. 
Six  of  the  20  deaths  attributed  to  infectious  disease  were  re- 
lated to  sexually  transmitted  diseases.  Five  children  died  from 
AIDS  or  complications  of  HIV  infection.  Two  of  these  were 
17  years  of  age  and  three  were  less  than  1 year  of  age.  The 
sixth  child  was  five  days  old  and  died  from  herpes  infection 
contracted  from  the  mother  during  parturition.  These  deaths 
occurred  in  three  metropolitan  counties  and  in  one  rural  East 
Tennessee  county.  Deaths  from  diseases  of  the  respiratory 
system  included  eight  deaths  from  complications  of  asthma. 
Safety  belts  were  not  used  in  at  least  60%  of  the  vehicular 
crashes.  Firearms  were  involved  in  the  death  of  60  children. 
Child  abuse  or  neglect  was  suspected  in  3 1 deaths. 


From  the  Tennessee  Department  of  Health,  Nashville. 

Ms.  Johnson  is  director  of  Child  and  Adolescent  Health  at  TDH. 


District  childfatality  teams  have  made  several  recommen- 
dations to  the  state  team  consisting  of  commissioners,  legis- 
lators, and  child  advocates.  These  recommendations  include 
updating  the  current  SIDS  legislation  to  include  mandatory 
autopsy  and  death  scene  investigation,  and  a graduated  driver 
licensure  system  for  teens.  Many  teams  have  identified  prob- 
lems and  implemented  solutions  locally,  such  as  working  with 
local  law  enforcement  agencies  to  improve  child  death  scene 
investigation. 

The  child  fatality  review  teams  across  the  state  have  re- 
peatedly identified  errors  in  birth  and  death  certificate  infor- 
mation. One  example  is  the  death  of  a newborn  child  related 
to  a congenital  anomaly,  but  no  congenital  anomaly  is  noted 
on  the  birth  certificate.  Another  issue  is  incomplete  or  inac- 
curate information  on  the  birth  certificate  concerning  prena- 
tal issues  such  as  entry  into  care,  and  substance  abuse  by  the 
mother.  Several  child  fatality  teams  have  made  presentations 
to  their  medical  community  and  area  medical  schools  about 
the  importance  of  the  vital  record  information. 

Tennessee  must  continue  to  identify  the  cause  of  death  of 
children,  and  take  action  to  prevent  future  deaths.  Partici- 
pation of  the  medical  community  is  vital.  We  urge  you  to  be 
supportive  of  the  child  fatality  review  team  in  your  area.  If 
you  have  questions  or  would  like  a copy  of  the  1997  report 
call  Deborah  Johnson  at  (615)  741 -0357. □ 
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News  and  Views 


TMA  Alliance  Report 


Organ  and  Tissue  Donor  Awareness 

One  of  my  focuses  for  this  year  in  the  TMAA  is  organ  and 
tissue  donor  awareness.  Today  an  average  of  11  people  on 
the  national  waiting  list  for  an  organ  transplant  will  die. 
Each  year  more  than  12,000  who  could  be  potential  organ 
donors  die.  This  is  a pubic  health  problem  that  could  be 
solved — if  only  10,000  of  those  12,000  had  signed  a donor 
card  and  let  their  wishes  be  known.  One  organ  donor  can 
save  eight  lives  through  the  donation  of  the  heart,  liver,  lungs, 
kidney,  pancreas,  and  intestine.  Through  tissue  donation, 
one  donor  can  enhance  over  150  lives. 

The  challenge  our  society  faces  with  organ  donations  is 
simply  awareness.  We  can  meet  this  challenge  by  taking 
awareness  programs  to  our  communities.  Everyone  needs  to 
sign  a donor  card,  or  the  back  of  the  driver’s  license,  in  the 
presence  of  a witness  and  share  their  wishes  with  family  mem- 
bers. Urge  your  family  members,  friends,  and  medical  staff 
members  to  do  the  same.  With  your  help  we  can  increase  the 
number  of  organ  donors  in  Tennessee. 

Brenda  Seals,  TMA  Alliance  President 

The  article  below  is  from  Mrs.  Brenda  Ragland.  Brenda  and  her 
husband,  Dr.  Joel  Ragland,  reside  in  Knoxville.  Since  this  letter  was 
written,  their  son,  Jake,  has  been  to  Cincinnati  for  his  check-up.  Jake 
is  showing  signs  of  liver  failure  and  his  doctor  wants  him  to  come 
back  for  a transplant  evaluation  to  have  him  "listed”  as  a transplant 
candidate. 

I would  like  to  share  with  you  how  organ  donor  aware- 
ness became  so  important  to  me.  Through  high  school,  col- 
lege, and  young  adulthood,  I do  not  remember  hearing  any- 
one speak  about  organ  donation.  My  parents  never  brought 
it  up  and  no  one  ever  came  to  any  of  the  schools  I attended 
to  speak  about  this  subject.  1 personally  did  not  know  of 
anyone  who  had  ever  needed  a transplant. 

1 am  even  embarrassed  to  admit  it  now,  but  my  husband 
and  I never  talked  about  it  either.  I figured  there  probably 
weren’t  that  many  being  performed,  and  surely  they  didn’t 
need  me  to  make  a difference.  It  was  after  our  second  child, 
Jake,  was  born  that  I became  quickly  informed  about  trans- 
plantation and  organ  donation.  Jake  was  born  with  a rare 
liver  disease  two  years  ago.  He  will  most  likely  need  a liver 
transplant  sometime  in  his  lifetime.  Following  this  procla- 
mation by  his  doctors,  1 quickly  learned  that:  (1)  There  are 
over  65,000  people  waiting  for  an  organ  transplant.  (2)  Twelve 
people  die  each  day  waiting  for  an  organ.  (3)  Transplantation 
is  not  experimental. 

It  truly  is  a second  chance  of  life  for  the  thousands  of 
people  who  receive  a transplant.  Some  of  these  are  children 
with  the  same  liver  disease  as  Jake.  In  fact,  I also  learned  that 
an  adult  liver  can  be  split  and  transplanted  into  two  different 
children.  Organs  are  so  scarce  that  when  you  talk  with  a 
transplant  recipient  they  will  tell  you  how  truly  fortunate 
they  are  to  have  received  the  Gift  of  Life. 

I have  made  it  a personal  goal  to  educate  people  about 
organ  donation  and  to  make  people  aware  of  how  they  can 
make  a tremendous  difference  in  someone’s  life. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennesssee  Medical  Association. 

Benton-Humphreys  County  Medical  Society 

John  A.  Barwise,  MD,  Camden 

Chattanooga-Hamilton  County  Medical  Society 

Sonya  L.  Johnson,  MD,  Chattanooga 
Janet  E.  Larmon,  MD,  Chattanooga 
Brian  H.  Negus,  MD,  Chattanooga 

Consolidated  Medical  Assembly  of  West  Tennessee 

Clarence  T.  Gooch,  MD,  Jackson 

Knoxville  Academy  of  Medicine 

Pierce  C.  Alexander,  MD,  Knoxville 
Tung  H.  Cai,  MD,  Knoxville 
Jane  R.  Conley,  MD,  Knoxville 
Matthew  L.  Mancini,  MD,  Knoxville 
Christopher  T.  Taylor,  MD,  Knoxville 

Memphis-Shelby  County  Medical  Society 

Edwardo  V.  Basco,  MD,  Memphis 
Manoj  K.  Jain,  MD,  Memphis 

Putnam  County  Medical  Society 

Gary  R.  Beasley,  DO,  Cookeville 

Stones  River  Academy  of  Medicine 

John  H.  Barton  Jr.,  MD,  Murfreesboro 
Marcie  S.  Castleberry,  MD,  Murfreesboro 

Washington-Unicoi-Johnson  County 
Medical  Association 

Sarah  S.  Hawkins,  MD,  Johnson  City 

In  Memoriam 

James  G.  Hughes,  MD,  age  88.  Died  September  5,  1999.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 

John  Vernon  Hummel,  MD,  age  75.  Died  September  18,  1999. 
Graduate  of  University  of  Tennessee  College  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 

W.  Rutledge  Miller,  MD,  age  82.  Died  September  19,  1999. 
Graduate  of  Duke  University  Medical  School.  Member  of 
Washington-Unicoi-Johnson  County  Medical  Association. 

Robert  W.  Quinn,  MD,  age  87.  Died  October  1 1,  1999.  Gradu- 
ate of  McGill  University  School  of  Medicine,  Montreal. 
Member  of  Nashville  Academy  of  Medicine. 

Louis  Rosenfeld,  MD,  age  88.  Died  October  2,  1999.  Gradu- 
ate of  Vanderbilt  University  School  of  Medicine.  Member 
of  Nashville  Academy  of  Medicine. 

Personal  News 

Larry  E.  Patterson,  MD,  Crossville,  was  featured  as  one  of  five 
top  cataract  surgeons  in  the  country  by  the  Review  of  Oph- 
thalmology medical  journal. 
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Alexander  S.  Townes,  MD,  Nashville,  has  received  from  the 
Association  of  Military  Surgeons  of  the  United  States’  1999 
Philip  Hench  Award  for  excellence  in  the  field  of  rheuma- 
tology and  arthritis. 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  September,  1999.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  report 
50  hours  of  continuing  medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians  report  100  hours  of 
CME,  including  40  hours  of  Category  1 ; for  the  three-year  award, 
physicians  report  150  hours  of  CME,  60  of  which  are  Category 
1.  Each  application  for  the  PRA  must  also  verify  participation  in 
Category  2 CME  activities. 

Edwin  B.  Anderson  Jr.,  MD,  Nashville 
Kenneth  R.  Cargile,  MD,  Jackson 
Leon  H.  Cochran,  MD,  Gatlinburg 
Billy  L.  Couch,  MD,  Humboldt 
Robert  J.  Dray,  MD,  Murfreesboro 
Sarah  M.  Gilley,  MD,  Alcoa 
Richard  E.  Parrish,  MD,  Oak  Ridge 
George  K.  Scholl,  MD,  Johnson  City 
Lewis  D.  Slaw  sky,  MD,  Knoxville 
Steven  D.  Tishler,  MD,  Nashville 
Craig  Wierum,  MD,  Nashville 


CME  Opportunities 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization  con- 
ducting such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor 
of  CME  should  be  made  in  writing  to:  CME  Department,  Tennessee 
Medical  Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet  the 
physician’s  practice  needs.  This  may  include  contact  with  patients, 
participation  in  clinical  rounds  and  diagnostic  procedures,  interaction 
with  faculty  and  housestaff,  access  to  the  Medical  Center  Library  and 
other  learning  resources,  and  other  benefits  of  a preceptorship.  AMA/ 
PRA  Category  1 credit  is  provided  for  each  hour  of  participation. 
Physicians  must  be  licensed  and  be  in  active  practice  with  evidence  of 
liability  coverage. 

Special  Conferences/ Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Jan  29-Feb  5 22nd  Annual  Sisson  International  Head  and  Neck  Work- 
shop— Vail,  Colo 

Feb  1 2 Updating  Gastroenterology  for  Practitioners 
March  10  Folic  Acid  Conference 

March  1 1-12  Fetal  Surgery  and  the  Moral  Presence  of  the  Fetus 
April  13-14  Endoscopic  Sinus  Surgery 


April  22  Shoals  Medical  Seminar — Florence,  Ala 

April  28-29  Phonosurgery  Tutorial  & Hands-On  Workshop 
May  1 8-2 1 Primary  Care/Family  Medicine  Update 
June  1-3  24th  Annual  Diagnostic  Ultrasound  Symposium 
July  2-4  2nd  Annual  Vanderbilt/Duke  Ultrasound  Sympsoium: 
Color  Doppler — Asheville,  NC 

July  1 7-22  23rd  Annual  Contemporary  Neurology  Symposium — 
Hilton  Head  Island,  SC 

Aug31-Sep2  6th  Annual  Fall  Neonatology  Symposium — Charles- 
ton, SC 

Oct  13-14  Phonosurgery  Tutorial  & Hands-On  Workshop 

For  more  information  contact  the  Division  of  CME,  Vanderbilt 
University  School  of  Medicine,  D-821 1 MCN.  Nashville,  TN  37232; 
Tel.  (615)322-4030. 

University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

Jan  22  3rd  Annual  Clinical  Update  for  the  Comprehensive 
Ophthalmologist 

Feb  2 1 -24  1 2th  Annual  Update  in  Obstetrics  and  Gynecology — 

Grand  Cayman  Island,  BWI 
March  11-12  Advanced  Life  Support  in  Obstetrics 
March  12-17  33rd  Annual  Review  Course  for  the  Family  Physician 
March  12-17  9th  Annual  Current  Issues  in  Obstetrics  and  Gynecol- 
ogy— Snowmass  Village,  Colo 

Chattanooga 

Feb  1 8-23  1 3th  Annual  Clinical  Medicine  Update  Symposium — 

Maui,  Hawaii 

Feb  2 1 Integrating  Alternative  and  Complementary  Medicine 
With  Traditional  Medicine — Maui,  Hawaii 
Feb  22-25  Emergency  Medicine  Symposium — Maui,  Hawaii 
March  20-24  4th  Annual  Primary  Care  Symposium 

For  more  information  contact  Mr.  Mike  Spikes,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163; 
Tel.  (901)  448-5547. 


Meharry  Medical  College 

Individualized  Postgraduate  Traineeships 
For  Practitioners 

Arrangements  have  been  made  with  many  services  and  depart- 
ments in  the  medical  school  to  allow  practicing  physicians  to  partici- 
pate in  the  service’s  activities  for  a period  of  one  day  to  one  week. 

This  program  provides  an  opportunity  for  physicians  to  study  in 
depth  for  a specified  period.  The  schedule  of  activities  is  individual- 
ized in  response  to  the  physician’s  request  by  the  participating  depart- 
ment. The  experience  includes  conferences,  ward  rounds,  audiovi- 
sual materials  and  contact  with  patients,  residents  and  faculty. 

Fee:  $ 1 5 per  hour  of  educational  experience  (the  days  need  not  be 
consecutive).  If  you  are  unable  to  attend  the  scheduled  activity  and  f, 
notify  us  by  8:30  am  of  the  appointed  day,  we  will  refund  all  but  $50 
of  the  fee.  Credit:  Meharry  is  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  to  sponsor  CME  for  physicians. 

Also  meets  the  criteria  for  AMA  Category  1 of  the  Physician’s  Rec- 
ognition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  contact  Of- 
fice of  College  Relations  & Lifelong  Learning,  Meharry  Medical 
College,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 
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Medical  Practice....  (See  also  Health  Policy  Report  & Managed  Care) 

a simplified  view  of  the  profession  of  medicine  (pp) 153 

all  aboard  for  physician  unions:  collective  bargaining 

efforts  for  doctors  are  picking  up  steam 365 

are  we  doctors  or  specialists?  (pp) 5 

bless  ’em  all  (ed) 79 

business  and  medicine 331 

impact  of  latest  OIG  compliance  guidelines  on 

physician  billing  practices 83 

Medicare  rural  hospital  flexibility  program  (hdr) 345 

physician  manpower  planning  (hps) 403 

physician  marketing — spreading  the  word 289 

physician  planning  supply  (hps) 333 

quality  improvement:  a practical  approach  for  physicians 

using  the  PDSA  cycle  and  physician  profiling 293 

rising  health  care  costs:  is  this  the  turning  point? 255 

replacing  the  company  doctor:  Pruden  Valley,  TN, 

and  the  development  of  the  miners’  clinics  (*) 91 

role  models  of  the  female  persuasion  (ed) 323 

unethical  duels  between  departing  physicians 

and  their  medical  groups 13 

women  in  medicine:  still  a long  way  to  go,  baby 327 

Medicolegal (See  also  Loss  Prevention) 

unethical  duels  between  departing  physicians 

and  their  medical  groups 13 

Mental  Health 

citalopram:  an  SSRI  for  the  treatment  of  depression  (*) 451 

depression  and  its  somatic  cloak  (*) 447 

Merry  Christmas — sort  of  (ed) 434 

New  Members 28,  65,  101,  144,  182, 

238,  274,  310,  347,  385,  424,  459 

Neurology 

multiple  system  atrophy:  clinical  presentation  and  diagnosis  (*).....  55 

petit  mal  seizure  in  a child  with  Marfan’s  syndrome  (*). 53 

Offshore  Trusts,  new  dangers 408 

Organized  Medicine (See  also  Medical  Practice) 

are  we  doctors  or  specialists?  (pp) 5 

be  a participant,  not  a victim  (pp) 249 

I take  pen  in  hand  (pp) 1 13 

when  medicine  speaks  as  a unified  voice  (pp) 357 

Pain 

BME  recognizes  pain  control  as  good  medicine 45 

cheers  for  the  cheerless  (ed) 43 

correlates  of  low  back  pain  outcomes  in  a 

community  clinic  (*) 301 

divalproex  sodium,  review  of  prophylactic  migraine, 

efficacy,  safety,  and  dosage,  with  recommendations  (*) 135 

pain,  death,  and  doctors  (le) 1 17 

Pathology 

bursal  cyst:  an  unusual  axillary  mass  (*). 269 

histoplasma  granulomas  and  Warthin’s  tumor 

in  the  maxillary  gland,  coexistence  (*) 175 

proctitis  cystica  profunda — an  unusual  rectal 

mass  with  varied  etio-pathogenesis  (*) 19 

Patient-Physician  Relationship 

medical  compassion  fatigue  (pp) 77 

Pediatries (See  also  Health  Dept  Report) 

an  unusual  peripheral  vascular  response 

to  dopamine  in  a neonate  (*) 375 

perceived  barriers  to  childhood  immunization:  a physician 

and  parent  survey  in  a SE  urban/rural  community  (*) 265 

petit  mal  seizure  in  a child  with  Marfan’s  syndrome  (*) 53 


Personal  News 29,  102,  145,  183,  238,  274,  310,  347,  385,  424,  459 


Physician  Manpower 

physician  manpower  planning  (hps) 403 

physician  planning  supply  (hps) 333 

Physician’s  Recognition  Award  Recipients 29,  66,  102,  144, 

183,  238,  274,  311,  348,  386,  424,  460 

Political  Action 

a job  well  done  (pp) 285 

when  medicine  speaks  as  a unified  voice  (pp) 357 

President’s  Comments 

a job  well  done 285 

a simplified  view  of  the  profession  of  medicine 153 

American  politics:  are  there  any  heroes? 41 

are  we  doctors  or  specialists? 5 

be  a participant,  not  a victim 249 

happy  holidays 433 

I take  pen  in  hand! 1 13 

medical  compassion  fatigue 77 

taking  an  assessment:  a mid-year  review 397 

the  rumble  in  Chicago:  the  AMA  annual  meeting 321 

when  medicine  speaks  as  a unified  voice 357 

Preventive  Medicine (See  Immunization) 

Professional  Liability  Insurance (See  Loss  Prevention) 

Profiling 

provider  profiles  online — making  health  care 

choices  easier  for  consumers 253 

quality  improvement:  a practical  approach  for  physicians 

using  the  PDSA  cycle  and  physician  profiling 293 

Pruden  Valley,  TN,  replacing  the  company  doctor: 

the  development  of  the  miners'  clinics  (*) 91 

Pulmonary  Disease 

acute  lung  injury  after  massive 

household  endotoxin  exposure  (*) 21 

cause  of  ARDS  (le) 1 17 

Smoking 

so  nicotine  is  addictive. ..so  what? 1 15 

Stocks,  health  care,  make  slow  recovery 121 

Surgery (See  also  Trauma  Rounds) 

hypoparathyroidism,  intracranial  calcification, 

and  seizures  61  years  after  thyroid  surgery  (*) 341 

in-situ  split-liver  transplantation  (*) 41 1 

oral-facial  sports  injuries  (hdr) 96 

organ  and  tissue  donor  awareness 459 

Technology (See  also  Year  2000) 

online  drugs:  prescription  for  the  new  millennium?. 401 

primum  non  nocere  (ed) 399 

provider  profiles  online — making  health  care 

choices  easier  for  consumers 253 

TennCare (See  Managed  Care  & Medical  Practice) 

Tennessee  Medical  Association 

a job  well  done  (pp) 285 

annual  report  & reference  source 1 89 

be  a participant,  not  a victim  (pp). 249 

committee  members,  1999-2000 234 

community  service  awards,  1999 229 

component  society  officers,  1999-200Q 236 

distinguished  service  award,  1999 229 

highlights  of  the  board  of  trustees  meetings 

September  1998 30 

January  1999 183 

April  1999 275 

July  1999 386 

house  of  delegates,  composition  (TMA-99) 230 

house  of  delegates,  index  to  proceedings  (TMA-99) 213 

house  of  delegates,  proceedings  (TMA-99) 215 

leadership,  1999-2000 233 

outstanding  physician  awards,  1999 228 

taking  an  assessment:  a mid-year  review  (pp) 397 

the  new  president — James  Chris  Fleming,  MD 131 

when  medicine  speaks  as  a unified  voice  (pp) 357 

TMA  Alliance  Report 

AMA  Foundation 347 

IMPACT/legislation 28 

increasing  legislative  awareness  at  the  grassroots  level 423 

medical  alliance  month — March  1999. 65 

meeting  the  challenges  and  making 
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changes  for  the  next  century 274 

organ  and  tissue  donor  awareness 459 

the  partners — joining  forces  to  build  a 

stronger  medical  alliance 310 

TMAA  annual  meeting 101 

TMAA  health  promotions 385 

TMAA  year-end  report 182 

where  are  the  heroes? 143 

Tennessee  Medical  Foundation 

TMF  Community  Support  1998-99 371 

Tennessee  State  BME 

BME  recognizes  pain  control  as  good  medicine 45 

October  1998  meeting  minutes 29 

November  1998  meeting  minutes 67 

January  1999  meeting  minutes 145 

February  1999  meeting  minutes 151 

March  1999  meeting  minutes 239 

May  1999  meeting  minutes 349 

Thyroid 

hypoparathyroidism,  intracranial  calcification, 

and  seizures  61  years  after  thyroid  surgery  (*) 341 

hypopituitarism 98 

Transplant  Surgery (See  Surgery) 

Trauma  Rounds 

a case  of  traumatic  fat  embolism  syndrome  without 

long  bone  fracture 308 

abdominal  compartment  syndrome  unrelated  to 

abdominal  trauma 455 

limb  ischemia  secondary  to  open  pelvic  fractures: 

a rare  combination 137 

positive  seat  belt  sign  in  three  siblings  involved  in  a single 

motor  vehicle  collision:  the  use  of  diagnostic  laparoscopy. 58 

use  of  controlled  subatmospheric  pressure  to  promote 
wound  healing  in  preparation  for  split-thickness 


grafting  in  a fourth  degree  bum 382 

Unions,  Physician 

all  aboard  for  physician  unions:  collective  bargaining 

efforts  for  doctors  are  picking  up  steam 365 

the  rumble  in  Chicago:  the  AMA  annual  meeting  (pp) 321 

Vaccination  Programs (See  Immunization) 

Vanderbilt  Morning  Report 

alcohol  withdrawal 343 

crampy  abdominal  pain 272 

disseminated  histoplasmosis 420 

fever  and  headache 180 

hypopituitarism 98 

neuroleptic  malignant  syndrome 377 

oral  ulcerations  in  a patient  with  sarcoidosis. 63 

pleuritic  chest  pain  and  a mediastinal  mass 454 

recurrent  skin  lesions 140 

respiratory  distress 306 

stroke 271 

Streptococcus  bovis  bacteremia  and  endocarditis 26 

Williams,  L.  Hadley — memorial  scholarship  fund 

awards  $17,500  in  1998 126 

Women  in  Medicine 327 

role  models  of  the  female  persuasion  (ed) 323 

Y ear  2000 

ABCs  of  preparing  for  Y2K 163 

don’t  let  the  millennium  bug  infect  your  practice 159 

quick  year  2000  test 17 

Senator  Bill  Frist  responds  to  Y2K  issues 

in  the  health  care  industry 171 

Y2K  activities  at  the  Tennessee  Medical  Association 165 

Y2K  could  cause  third-party  payer  cash-flow  problems 168 

Y2K  case  study — how  a Tennessee  hospital  got  ready  for  Y2K 170 

Y2K  minus  one,  and  counting  (ed) 7 

Y2K,  tv,  and  the  electronic  culture  (ed) 154 


Center 

for 

Professional 

Excellence 

Treatment  for 

doctors,  nurses,  dentists,  pharmacists, 
lawyers,  pastors  and  teachers  who  have 
chemical  dependency  or  behavioral  problems 


Nashville,  Tennessee 

615-837-2282 


E-Chart  Today 

AIC  IMPACT 


TM 


• View  & Retrieve  Charts  Online 

• Increase  Productivity 

• Lower  Operating  Costs 

• Remote  Office  Chart  Retrieval 

• Improve  Patient  Services 

• Improve  Response  Times 


www.aicsoft.com 


Advanced  Imaging  Concepts.  Inc. 
321  Pearl  Street 
New  Albany,  Indiana  47 1 50 
Toll  Free  888-426-SCAN  (7226) 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for  the  first 
50  words  ($25  for  TMA  members),  25  cents  for  each  additional  word. 
Count  as  one  word  all  single  words,  two  initials  of  a name,  single 
numbers,  groups  of  numbers,  hyphenated  words,  and  abbreviations. 
Advertisers  may  utilize  a box  number  for  confidentiality,  if  desired,  in 
care  of  Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN  37212- 
0909.  Use  of  this  box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd  month 
preceding  the  desired  month  of  publication,  and  will  be  subject  to 
approval.  No  phone  orders  will  be  accepted.  Payment  must  accompany 
order.  Each  listing  will  be  removed  after  its  first  publication  unless 
otherwise  instructed.  Fee-for-service  agency  advertisements  are  not 
accepted  in  this  section 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box  120909,  2301 
21st  Ave.  South,  Nashville,  TN  37212-0909.  Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

FAMILY  PHYSICIAN  or  MEDICINE-PEDIATRIC  PHYSICIAN 

needed  in  Crossville,  Tennessee,  for  multispecialty  group.  No 
obstetrics  required.  Approximately  three  call  nights  per  month. 
Group  is  replete  with  family-oriented  physicians  in  a family-ori- 
ented community.  Cumberland  Medical  Center  Hospital  is  listed 
in  top  100  hospitals  in  the  nation.  Contact  Doug  Carpenter,  MD, 
FAAFP,  at  1-931-484-5141  or  FAX  CV  to  1-931-484-5620. 


CIGNA  MEDICARE  PART  B CARRIER  MEDICAL  DIRECTOR 

Full-time  position  in  Nashville.  Board  Certification  required.  Medi- 
care knowledge  preferred  but  not  required.  Confidential  inquiries 
to  John  Hoey,  CIGNA  Medicare  Administration,  2 Vantage  Way, 
Nashville,  TN  37228.  Phone  615-782-4484;  Fax  615-782-4473. 


CAA 

Carolyn  Avery  & 
Associates,  Inc. 

♦ TMA  Physician 
Services  Workshop 
Coordinator 

♦ Employee  Personnel 
Manuals 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 


POB  1 5901 2 • Nashville,  TN  3721 5-901 2 

(615)383-6321  * Fax  (61 5)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment ” 


U D 


Immediate 
\ Emergency 
/ Medicine 
Opportunities 


Emergency  Coverage  Corporation,  an  affiliate  of  Team 
Health,  has  full-  and  part-time  opportunities  available 
in  emergency  departments  throughout  Tennessee, 
Kentucky,  Virginia  and  Georgia.  Physicians  who  are 
board  eligible  or  certified  in  Emergency  Medicine  or 
a primary  care  specialty  with  Emergency  Medicine 
experience  and  current  ACLS  and  ATLS  certifications 
will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid 
malpractice  insurance. 

For  more  information,  fax  your  CV  to 
(423)  693-4064  or  call  Ann  Lane  at 

1-800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 

A Team  Health  Affiliate 

www.team-health.com 


TENNESSEE 

Eight-hospital  system  in  western  Tennessee  seeks  staff 
physicians  who  are  Board  Certified  in  Emergency 
Medicine  or  residency  trained  in  a Primary  Care  spe- 
cialty. Annual  ED  volumes  average  8,500  per  year.  In- 
dependent contractor  status,  NO  NON-COMPETE 
COVENANTS. 

Please  contact  Bernadette  Steckel,  PhyAmerica  Phy- 
sician Services,  Inc.,  800-874-4053  or  fax  CV  to  419- 
249-6520.  E-mail:  bsteckel@fpamm.com 


I MOVING?  Send  Us  Your  Address  t 

' Please  notify  us  six  weeks  in  advance. 

■ Old  Address 

Name  

' Address 

I City/State/Zip 

New  Address 

' Address  

I City/State/Zip 

I Effective  Date  of  New  Address  i 

| Send  to:  TMA,  PO  Box  120909,  Nashville,  TN  37212-0909  | 

I I 
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List  of  Advertisers 


EMERGENCY  MEDICINE 
OPPORTUNITIES 
IN  TENNESSEE 


• Southeast  of  Nashville:  Board  Certified/Board  Pre- 
pared in  Emergency  Medicine  or  residency  trained 
Primary  Care  physicians  needed  to  associate  with 
17,000  annual  volume  ED. 

• Middle  Tennessee:  Seeking  residency-trained  Pri- 
mary Care  physicians  for  emergency  departments 
with  volumes  ranging  from  1 1 ,000-1 3,000.  Located 
80  miles  south  of  Nashville  and  20  miles  north  of 
Huntsville,  AL. 

Independent  contractor  status,  NO  NON-COMPETE 
COVENANTS,  malpractice  insurance  procured  on 
your  behalf,  flexible  scheduling,  excellent  remu- 
neration, and  a group  practice  philosophy. 

Contact  Melynda  Hykes,  PhyAmerica  Physician 
Services,  Inc.,  800-874-4053,  fax  CV  to  419-241- 
8773,  or  e-mail  mhykes@fpamm.com. 


Why  Team  Health? 

A variety  of  practice  opportunities! 

Southeastern  Emergency  Physicians,  the  Knoxville, 
Tennessee-based  affiliate  of  Team  Health,  currently 
has  hospitalist,  emergency  medicine  and  pediatric 
opportunities  in  Chattanooga,  Knoxville,  Nashville 
and  the  Tri-cities. 

Team  Health  was  founded  by  emergency  physicians 
in  1979  and  continues  to  be  physician-led  with  each 
of  our  regional  affiliates  headed  by  physicians. 

Physicians  build  long-term  careers  with  Team  Health 
because  of  our  competitive  compensation  packages, 
commitment  to  continuing  medical  education  and 
career  growth  opportunities. 

For  more  information, 
contact  Laurie  Cordova  at 

1-800-909-8366 

www.teamhealth.com 

Sorry,  no  J-l  opportunities  available. 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation— Manuscripts  should  be  submitted  in  duplicate  to  the  Editor, 

John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover  letter 
should  identify  one  author  as  correspondent  and  should  include  his  complete  address  and 
phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must  be  typewritten, 
double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow  wide  margins  on  each 
page  to  facilitate  editing.  Pages  should  be  numbered  and  clipped  together  but  not  bound. 
Along  with  the  typed  manuscripts,  submit  an  IBM-compatible  3-1/2"  high-density  dis- 
kette containing  the  manuscript;  the  transmittal  letter  should  identify  the  format  used. 

Responsibility— The  author  is  responsible  for  all  statements  made  in  his  work.  Although 
rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medicine  is  not 
responsible  for  loss.  Accepted  manuscripts  become  the  permanent  property  of  Tennes- 
see Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a con- 
dition of  acceptance,  shall  execute  a conveyance  transferring  copyright  ownership  of  such 
material  to  Tennessee  Medicine.  No  contribution  will  be  published  unless  such  a convey- 
ance is  made. 

References— References  should  be  limited  to  20  for  major  communications  and  10  for 
case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive  order, 
not  alphabetically.  Personal  communications  and  unpublished  data  should  be  included  only 
within  the  text.  The  following  data  should  be  typed  on  a separate  sheet  at  the  end  of  the 
paper:  names  of  first  three  authors  followed  by  et  al,  complete  title  of  article  cited,  name 
of  journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last  pages, 
and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al:  Cancer  in  parents 
of  children  with  cancer.  /Vfn^/7We(/333:1594-1599, 1995. 

Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be  identified 
on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word  "top,"  and  must 
be  accompanied  by  descriptive  legends  typed  on  a separate  sheet.  Tables  should  be  typed 
on  separate  sheets,  be  numbered,  and  have  adequately  descriptive  titles.  Each  illustration 
and  table  must  be  cited  in  numerically  consecutive  order  in  the  text.  The  Editor  will 
determine  the  number  of  illustrations  and  tables  to  be  used.  Illustrations  will  not  be 
returned  unless  specifically  requested.  Materials  taken  from  other  sources  must  be  [I 
accompanied  by  a written  statement  from  both  the  author  and  publisher  giving  Tennessee 
Medicine  permission  to  reproduce  them.  Photos  of  identifiable  patients  should  be  accom- 
panied by  a signed  release. 

Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspondent 
author  before  publication. 
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THE 


TMA 

ASSOCIATION 
INSURANCE 
AGENCY,  INC. 

Corporate  Office 
1089  Bailey  Avenue 
Chattanooga,  TN  37404 
Toll  Free  1-888-616-7873 
Local  423-629-2400 
Fax  423-629-1109 
E-mail:  tma@assoc-admin.com 

Sales  Offices 
23  Weatherford  Square 
Jackson,  TN  38305-2202 
Phone  (901)  668-0098 
Fax  (901)  668-0082 

1061  West  Rex  Road 
Memphis,  TN  38119 
Phone  (901)  761-2440 
Fax  (901)  761-2448 

2301  21st  Avenue,  South 
Nashville,  TN  37212-0909 
Phone  (615)  385-4208 

Dedicated  to  providing 
TMA  members  with 
comprehensive,  quality 
insurance  coverage  for 
themselves,  their 
families,  and  their 
practices. 

Products  & Service 


Practice  Coverage 

□ Group  Major  Medical 

□ Group  Life  and  AD&D 

□ Group  Disability 

□ Group  Dental 

□ Office  Contents/Building  Package 

□ Workers'  Compensation  Plan 

Individual  Coverage 

□ Disability  Income  Protection 

□ Term  Life  Insurance 

□ Universal  Life  Insurance 

□ Second-to-die  Life 

□ Long  Term  Care  Coverage 

□ Medicare  Supplement 

Personal  Coverage 

□ Auto 

□ Boat 

□ Homeowners 

□ Personal  Umbrella 

For  further  information  on  any  of  these  products, 
please  check  the  appropriate  box(es)  above, 
complete  the  information  below,  and  fax  to  us  at 
(423)  629-1109. 

Name : 

Title: 

Address: 

City/ State/ Zip: 

Phone:  ( ) Fax:  ( ). 

You  Can  Depend  On 


turned  to  SVMIC  for  unsurpassed  protection.  But  remember,  we’re  not  just  there  when  the  going  gets  rough.  We’re 


always  there,  standing  beside  you  before  the  first  arrow  flies.  In  addition  to  iron-clad  coverage,  our 
unique  malpractice  avoidance  programs  can  give  you  a decided  edge  in  the  unhappy  event  someone 
should  declare  war.  And  after  all  is  said  and  done,  SVMIC  believes  that  to  be  forewarned  is  to  be  forearmed. 


For  more  information,  contact  Randy  Meador  or  Susan  Decareaux  • P.0.  Box  1065,  Brentwood,  TN  37024-1065  • e-mail:  svmic@svmic.com 
Web  Site:  www.svmic.com  • 1-800-342-2239  • (615)  377-1999  • SVMIC  is  exclusively  endorsed  by  the  Tennessee  Medical  Association  and 
its  51  component  county  societies. 


State  Voluntee 
Mutual  Insura 
Company 


Brown  University  Librai 


II  I II  III 


236  0901 


0 5985 


PERIODICAL 


